APPLICATION FORM FOR ASSISTANCE (Healthcare) K%tha
HETGW B SHAEEA WiEY (FaTFgn dErdrE ) e T e
\‘_Jr e W oo
e iumu"/u"u“ . e f’ 202D Bldien thek ot e
Sl . AGE-YEARS ST5-'N | sex filn
mema | KPSHTNATE sapCT Up
o -
N HETLLHBRAN  SpPUl
PRESENT RESIDEMCE ADDRESS

FRETSURTVUR » SUNIRPUR . &0
AROANPIS gD I05 WeS'] JIP NG

PERMANENT RESIDENCE ADDRESS : FI{ SPUSIT W

— T v ——
T CHRMER MARRIED (RG] | UNMARRIED (v
TOTAL ANNUAL INCOME - Attach Proot of Incoms
W afts W ReB0 XL DTN e v
PAN No. Tar{ wm B =
ARE YOU AN ASSESSEE [Tick whichever Is applicable): You NG
7 am & ow o (@ wm v Iw v ow wm P a ;f'r?:"l
FAMILY DETAILS wftam famm
1, Ho. MHama of Member Age [Years) Gander Relation with Applicant
w0 e yiaw % w1 AW W (wl) i SrTE % WY W
1, ROl NIt e SHFLy oar 1 i T
o A e i 0 W ifs ) Sy
= ﬂT'T'\ VR sV L5 = WL FE

"BASIS for REGUESTING ASSISTANCE (Tick whichever I8 spplicable)

Wy w fird firf sman
BPL Card
(Attach Card Copy) (Attach Carificaia Copy| Phrve i Any Other
i tan % I yom 09 e #m vl Y T o = Rl
{wam w3 W) wen iy wem wh (v 71 = ww o e wh (v 71w v wiy dem wh
*PURPOSE" for REQUESTING ABSISTANCE:
w1 el el = agln:
8r. He. Medical Reporta/Prascriptions Attached
BY g5 mﬂmﬂwﬁﬂmqﬁm
= / L — TR T ——— [

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER BOURCES
W gt ® ¥ W = www e am v @ few w2
WAME of OTHER BOURCE AMOUNT of ASSISTAHCE BEING AVAILED
e W A ot i o ot

'I.l'.I‘h1
FH W o4




T DECLARATION by APPLICANT: 3iTs G0 Wi wa:
1] | hereby confim that all detalls in this Form m?mnwmmﬂmymw.myfaummwmmwmwauw:m.rr.nf,
fiable for roj

?}Lﬂwﬂrwﬂnﬂmﬂu:ﬂn‘nmﬂmmKnmﬂmqunn,wﬂl.haumdwhm'm'_uwlanmhmmm

was requeshed by me.
3 | harety confirm that | hies not & we. niol b future, svail of reimbursement, in parl o i full, from any olher sourcalamploperfinsurancs company, of Ihe wmount

for which Uig Bssistance is mauested
1) & chem wam  f e we A Rl ot wrd fan 40 S ® SR 6 W t ofe & T e s wm e 4 @ 4f W Fom oo |
nﬁmimuh'tﬁmm'.ﬂﬁwmtmaﬁnmmuﬂﬁtmmm.dnﬂmﬂwmh
:.1.igﬁsz_ﬂ:hﬂmi‘ﬂmﬂitnmﬂnﬁﬁﬁmﬁﬂhﬂmmﬁiwﬂhidnﬂqﬁ-h{m
AGREEMENT by APPLICANT (smirs g1 u0)
1) By affixing my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and it's Trusiees 1o
use/publishiput-upireproduca my name, Bddress, pholo & details of the “purpoze”, lar which such azsistance is requesiodigranied, through amy
fmedium, including but nal limited 1o vertal, prnl, electronic, for solicting donations for Koshika Foundation andfor disseminating miormation aboul iU's
activibies/achievemenis. Such use of my photo & details can be made by Koshika Foundetion balore of afler my treatment or felfiimant of the “pupase’

for which assistance |s belrg requesled

2) 1 {Applicant] lunther agree thal any such uss of my name, address, photo & doails of the “purpase”, for which such ossistance is req ~r'edigranlad,
will nol automalicaily enlitle me for receiving or continuing the said assistance. The decision hrqmnungnnd!nrmnunuhnlhuusumwrmnmty
with the Truslees of Kashika Foundation, and their decision is this regard will b final and accoplable to ma.

:}wmummum-ﬂmmhmﬁmmwghm{ﬂ‘mﬂ#mdtmm-ﬁmm{mwm
w4wﬁd1ihtqwmidﬁli.ﬂ‘dﬂﬂ'mmﬂ.w.mﬁdmiww&mﬂh&htiﬂmm
umﬁimmirﬁmwmﬂmiﬂtmﬂﬁqifﬁ‘ﬂmmﬂm'umﬁﬂmh
:Hrwhmwwimtﬁh“,w.nwlhmﬂ?smﬂzmﬂ%ﬂhiwﬂa:mmmmmlmﬁIﬂ

= wiffier® e vk =nfed w1 e sfom sl e w

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sris & v @ W W P

AGREEMENT by HOSPITAL (smaret @0 W1UT)

By affizing hereundsr, signalure of mmm;sud Signaloty for recommending this casa/pationt for financlal assistance from Koshiks Foundalion, we

{Hospltsl) hereby affirm & eccept lallowing:
TJnutummmm?mﬂhmm&mmﬂmhumwm.mmnwmrmmwmmmmnum

nmuﬁmmmfmmmnummmthwmth.ummmhmwm
wKnﬂuFu.nllﬂm.hputarir-M.tnhﬂuﬁimhmwnﬂuwmmﬂummm«wmm.m
mmmmmwﬂmwmwummmmmmmymnﬂt:umwm
Z}WMMWMWhWMhMWMHMWMWHHWmM
p.muhnndmhmem&mnwmuhmmmmwmﬁFnun:hﬁnn.m.Hanmnﬂﬂ
mmlmhmsmﬂwdmmm&hm&ﬂmﬂmp.iﬂml.rdﬁmhhFmﬂuuunwiﬂhmmrdlummm
in the matler.
MM.Mdm&m&-mm'imwhnriﬁHﬂthntm}ﬁqminiﬂﬁtﬂh

-:}wh1ﬁwlhnﬂmiﬂmﬂmhhmﬂwﬂwHﬂhimﬁﬂﬂ#ﬂﬂﬂl,ﬂﬁﬂ#'ﬂmwﬁ
imﬁnﬁwimﬂ*ﬂhﬁ'wmﬁthﬂ'ﬂmmﬁ'wm%ﬂmmhwqﬂhmfim
ﬁiﬁmﬂtmmﬂfﬂmmﬂim#mﬂmuﬁmhww#mwmiwwmmmﬂmhm
) den w fed &N ww W W s
:.'mm'iﬂﬂmmmm-ﬂhﬂumwﬂﬂmwm:ﬁmmﬂwﬁr&ﬂm
imnmt#*dﬁmmﬁ'mhtmw#mﬂmhwﬁﬂmﬂﬁrﬂimwmaﬁmdmm#ﬂmm
v s “sifom® W ofom @ Fedo @ w9 A Wl

RECOMMENDED FOR ACCEPTENCE

i & fg el
Date of Surgery i i
iﬂ"ﬁ!ﬂﬂlﬁl . DI’I:.-";E Ch itlerica . Wz 1gC
. NS , Desi n & Stamp of
312579 . o hrmssen s i
e mtwwE L T T R EEOE S A
FOR INTERNAL USE of KOSHIKA FOUNDATION &It a9
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
g R | g W 2

28.04.2018



