APPLICATION FORM FOR ASSISTANCE {Healthcare) KO”S,’llka

Db “ ( Yer) ?oundnlon
wave: B0V 0| OSA  [Smde ™ &\ W30 M
AGE-YEARS sex i

e ownda Nadala o o

e Mange  aladal\ia
PRESENT RESIDENCE ADDRESS W57 S9urila_va

3 ‘\,‘ \RTAY4E lr’\ \f E%& 1 i
\ 2
Qse ©f et o
5% Mmm T SAE T oS AL -
=T i T T T o T PSR Y D) 5B oS®\
L ‘o Ly . =1, [Msuitd o Anwitnda
| WO\ O \\‘(\\\C\_\‘\
OCCUPAION )1 (& T MARRSES (Reuft) | UNMARRIED (stRafb)
TOTAL ANNUAL INCOME | (Attach Proof of Income)
%3 wits s 56,000 | - (3% & W W)
PAN No. WE W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): v.nh’
T AN A o (N w0 T o wt W e /W
FAMILY DETARS wftar Swm
B Ne. Namme of Member Gender Reation with Applicant
wH Hen < ® W ™ ?u‘z:;) fiin uiwiwlm
< = L \ L
g =Y\ % (C“ Ny ~ LA (Y | EASATAN A DCLUASE ANLE §
S \
- B ADIAME TX | SRR
T NV RN 168 z5 TR T =T
= ~ \
(= 1\ :(‘Q\( ~ A0 QLT S0\
ASSISTANCE (Tick whichaver is spplicable)
e % ferd frafy s
8P Cand EWS Contificate Ration Card Any Other
(Attach Card Copy) (Attach Cortificate Copy) (Astach Copy) Basis/Procl
wid tan % 99 v v we vl om0y Ives Wl v
(5 v o) wrw o We wh (v v W) v g wh (W T ¥ ww ¥ vy wh b
“PURPOSE" for REGUESTING ASSISTANCE:
werm ¥ et e W ot
8. No. Modical Repors. Prescriptions Attached
N we mawdumgm
1N\
| WA
D e L 7 T, Vo, Y "\
1 L L IHEEANSS > 10
AW
C 7 87 | S AN |
N =% e RN
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IR % o i w vy ks wie @ e o w7
$¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y Uy 3 vy w9 # o wemm ot
ToL '\ 4*,1 =
L\ \AJL \




| DECLAMATION by APPLICANT: sofew T v wx;

1)1 hereby confirm that i detats in this Foem are True to the best of my knowledge. Any false stlomant wil render my Applcation & ongoing sssistance, if any,
Sabin or

nectonicancolabion
2) | sclemndy corsfier that asalstance, i received fom Koshvia Foundasion. will be used only for the “pirpose”, as staind in thia Form, for which such neatstonce
wan

mo
3“me shart | bavve not & will not in lutuse. avisd of reimbursamant, i pant o in Adl, from any othr scuccolemploydrfinsurance company, of the amound
for which Svis sssisiance |s fegquested.

1) 0 v wan % po w3 el s ol Seen w0 ol ® s e g SR feser of e sie ww o @ o 80 woes fie @ o el &

2) W ou o e ofn s wEne”, @ 6w 0§, e ey ol wtre @ o el fem wi, o e e w o B

3) ¥ e wwr { fu foa o g ox sede ¥ of £, 30 of @ e w wem e Sl s dufiede el @ T a e o @ e T e
AGREEMENT by APPLICANT (s §8 %00)

1) By afung my ssgnaturs of humb improssion on th Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees o

use/publish/pul-opirpproduco my name, address, photo & detais of the “purpose”, for which such aasistance is requestedigranied, Sough any

medium, ndudng but not invted 10 varbal, prink, electronic, for solicing donations for Xoshika Foundation andior disseminating information about it's

activilies/achievemonts. Such use of my photo & detalls can bp made by Koshika Foundation before or aftar my deatment or fusliment of the “parpose”
for which assislance i besey) requestod

2) | (Apphcant) further agruo that any such use of my name, acdress, photo & detals of the ‘purpose’, for which such assislance is fequestedigranted,
wit not aulomatically entihe me lof receiving of conlinuing the said assistance. The decision for granting andior continuing the assistance wil rest solely
with the Trustoos of Koahika Foundasion, and theit decision is this regasd will be final and acceptable b me,

1) ¥R ¥eE 0 A T W st W) e wee, A (selee) avd el 9 o w o e wine ab s sl W v e f G
e, W st feren g f i B, T i e o, TR, e et Tt @ 0 el it Twleed & fd Tl o e mom

% wafts wel o S sflege £ 9t won e v At e ¥ i @ e ¥ el ¥ g eifow wradee” w s afo )

) # (i) o e @ wew { % ST T, o, i oy fevrr W e woen 3 axdeel @ wide € SR o e W v 96 wmom v

*wifvw” vy wwe =afed w1 fede ol sl anoed wew

APPLICANT'S SIGNATURE OR LEFT THURS IMPRESSION :

seies ¥ w0 P : S
AGREEMENT by HOSPITAL (¥ gm wur)
Oy hecourder, signaturo of cur Authorsed Signatory for recommeanding tis casa/pabent foe Ssancial assistance from Koshika Foundation, wo
(Hospital) hereby st & azcest folowing

1) that we nalthar am presoally not will in future availl of inancial assistance fram unother NGO of any othor source, 10f the same pationticass, 4s we aee
mquesting 1o get from Koshika Foundation, 1o the extent thal such assstance is granted by Keahika Foundation. If the roquestod assistancs is nol grarted
by Koshika Foundation, in part or in Aull, then the Hospilal resorves it's right to make up the shortfall fom anathar RGO or anvy other sourse. This
confirmation assentisly statey that tha Hospial will not avad any duglicale assistance for the same patienticase from say other NGO or any olher source.
2) Tha sasistance from Koshia Foundation is anly financial in aature. Tha choice of the trestmentiprocodure advisadiconducted by tho Hospital on the
patiant, is bosed on I armangement batwesn he potient & the Hoapital, and i2 in no way nfluenced by Kosiika Foundstion. Hence, Iha Hospital will

" sssumae sole & complele resporsiblity of the treatment & I's outcome & safety of the patient, and Keahika Foundation Wil hitve no roke of responaibiity
n the matier,

vt g, wel R A wedad W Ceifee st @ Wi T i et W) W@ 8, Pl o (reem) R el e e v

1) W B 3 o whey ol 3 en F Ay wesn fel e deoy w ol s e @ v bt € 0w A o b 30 I ettt st
W ferafonfiedy yor ¥ wean @ “wiften Wit ou wee iy A bk e wrdi oo uwos el sfraes Wy v few e e
ol sea e woah Wee w Ted e s @ wen 2w e g Tes bW e § we wn e € i seme folle oo v St iy el
#t weerll wew @ Ml A e 3 ) vk

2 “sifirer wpder” @ ot of sron wow fif vl ) 31 9 w0 v go 9 of wer @ fet ™ TvsiEa W g B o TEe

# b w S o Celfon bt pa el e o ven 9 et e 0 90 8 s gee ol s W W) W el 3R of roam
ot vt s Cwtinert o W e w fedod ot 3 ol ol

RECOMMENDED FOR ACCEPTENCE
i % forg_ weapr ==
Date of Surgery )

® wirm \ ’
%[y [aca0 D"..RQW e, Do
e A BV, Lo vt

FOR INTERNAL USE of KOSHIKA FOUNDATION 878 358 83 .0 (sl - 500 002
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Wl ) T A 2

&y’ L

14,08.2019



