()1 h - SD‘?’(.,_@,

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{}Shlk&
TEEEn B9 ST WTE (e S | Tolndatien

hFPiLEAmHHn.: r\lja_g%/ B0 E?b ﬁcﬁaﬂﬂmmﬁ 1‘3{%}3}{ Dudlding bisce o ffe
NAME of APELICANT | ﬁﬁM et BK AGE-YEARS 5T | sEx S x

HitgH W e

H e 79 A

FATHER S/BPOUSES NAME
| femmze W1 E

Eﬁ anoiyard Bsad

SOTLL - AT | e
Pl .o, POk 7

mmnfmﬁmem ﬁm T 5 _

A =0 o RN T NI = X,
mnm: ﬂ‘&?ﬂl'

] MARRIED Mﬂ’ﬁf | UNMARRSED (iifi)

CLCUPATION ;
B VS ol s P e
TOTAL ANNUAL INCOME - LAﬂ:umﬂfﬂlmm]
wn wfits = 5%-‘:} W,FQ 7&@@#—- (3 W T W)
BN Mo, W
ARE TOU AN BeCOME TAX ASSESSEE (Tick whichever (s applicable) Yas | No
mmmmmttﬂmﬁwﬂmﬂmhn?mﬂr ;I"Hﬁ
FAMILY DETAILS Tftam fiemm iy
Be. Mo Name of Family Member Age [Years} Gendar Ralation with Agplicant
FE A fEm & wEe W A am (mi) W W T e
! A 9 bt mEL—
k. ET. A DO/ DRy E BD. e v T EE.
2. HEFIDU R [BiaJh | L2 = A ERRETER:
£y TU A TURN By | 58 [ IoaH FEARSER, |
S - =
BAZIS for REQUESTING ASSISTANCE (Tick whachever is applicabis)
BPL Card - i ; ;
 (Atisch Card Capy) JAdaeH Govcats Capn] (ks Copy) ok A
Tt fe5 % A T ¥y v FAE IR s o W
(' | W e o e (e TR w1 w6 o st B Wi v W

“PURPOSE" for REQUESTING ASSISTANCE:
e £y fed R T

&r. s, Matizal Repons/Prescriptions Alached

FR T m:ﬁmﬁﬂaﬂnﬁﬁiﬁﬁﬂm
FiEALIl > CATBEATT 3 JeF Eve, |
ORGPy » 7€ =, ( Jysedy /[oLJ

AEEISTANCE BEING AMAILED for BAME “PURPDSE" rom OTHER SOURCES
mm%ﬁqﬂimwmmmﬁﬁfmwm
Br Na, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T e i o v wEmE T

L L L W O ook




BECLARATION by APPLICANT: ST Br sy was

4] | ety conifiém that all detads in this Form are Trs 1o fhe bast al my knowlodge, Ay lalse statement will rencar my Applicasion & oraoing assstance. ffany,
iiabie for iepectundcancoliation

£] | sofernnly confirm that assislance, if received fom Koahike Foundation, wil be ased ooy for e "purpose”, as stated in this Porm. for which such assishanes

‘wEg fequesed by ma.

3) | hevehy canfinm that | ave act & wal nat in fubite, vl of reimbarzsament, i part o7 inlull, Trm any ather souteatemploysrinsarance company. of the amount

tar wivich this assistance = reguesied

| 1) % e o e ww @ o e R A ® s e b =rf o= o8 wqa sers T oam & M S wEew e w o st £

20 T W E weren o Wi wEehet 4 oo o ¥, T e w6 T W g o fed Fem s, o we s F o

31 % e we f B fom e &y o b w1 o §, 7w af e e W fiest il e et e 3 e sk 3 o e d dmy

AGREEMENT by APPLIGANT | s g =) ]

1) By affuirg pay sigralure. or thumb impression on this Form, | iApplicant) hereby agree & sulhoriss Keshika Foungation and i's Trustess 1o
uselpublishiput-upfraproduce my nama, sddress, photo & dataile of he "purpose”, for which such assistanca is requestoigranted, through any
medium, inGuding bul not limited to varbal, pim, elocmanic, fir solicting donations fne Koshia Foundesan andlar dssamenating miormatian abaut it's
aclivilies/achievamanis. Such use of my pholo & dalafz <an bo mads by Keshika Foundation bafars ar aller my treatment ar fulfilment af e “purmpase”
far which assislanoe is Oeing requested.

24 | {Aplicant) furthar sgnee that any such use el my name, address. phito & delgls of the “purpose”. lor which such assistancs is requostedigrantad,
wil not autnmatically entitle me foe receiving or cortinuing the said assislance. The decision fo grantng andior continuing the assistance will rest scisly
with the Trustaes of Koshia Foundation, sad 1hair decision is this regard will b final @nd accentable 1D ma,

)5 T W S e aind ) we e, & (ko) v et )y s o e ek s e e 5 o o o e Ae |
4, vt ihifm&lwmﬂ'ﬂutﬂ'dﬁm‘m.ﬂqrsﬁ..m,mmwamﬁwmm.wiﬁﬂﬁﬂ = w waEy

7t Wt Wl % P st &) e e freree e o o o e i e e

208 (R wmﬂmiﬁsﬂumm,ﬁ-ﬁ:Mﬂmmtmamtqﬂm=mmmwﬂM| ™ Ey ¥
"ot v e s w1 Pl sl ol wnased g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION - ~—
TETE PR W AT W A s

AGREEMENT by HOSPITAL (s g0 #01)

Bi' affimng herpunder, sgnalwe of cur ARhonsad Signusory far racommending this casespatient for fnarcial assislance from Kaoshka Foundalion, we
tHeapkal) hereby affirm & sooept faliawing:

1ithat we neither ane presantly nar wil in fulure avall of financisl assistance from aratmer MED or any olver ssurce, for e same patient'case. s we e
requesing (o gel from Koshike Feundstian, io the axtant that such assistance is grantad by Kashia Foundation. If the requestad assigtance is nat grantad
by Koshiika Foandabion, in part of in full, they the Hespital reserves & rght 1o make up tha aheritall from anaihar NGO o any other sourcs, Ths
cenfirmation assentiaily states that tha Hospital will nol avall gy dupbcals nssistance for the ssme palienticase from any other BNGO or any vilar sourca,
2 The assistance lroen Koshika Foundation i only firancial in nature. The o® .8 of e Ire @i Apocadure afvised condusted by Ihe Hospilal an tha
patinrd, |5 based.on the arangement beswasn the patient & the Hospital, and s It ne way influsnced by Koshika Foundatian Hence, the Hasptal wil
mEsuME gale & complote responaibiity of the treatment & iFs auicome & aatety of lhe patiunt, end Koshike Foundation will haye na rele or rasponsbiiny
in e makier

W Al semd T ¥ e st wT e % i weegs ] fawlfw 30 w6 R, ) e (eeme) fe e 4 g wiem w4
13T R e s T R oSy R e e G R R A R a—
7 frunfiefef os % v F st et B T ¥ P b e R e el e b e o6 few e f o smem
Tk a1 Ay el wew 6 A e AW AR apefem T &) g e § wan e omn & i s fpiey T ey e
e wowd wten m fl s mae 9 A A '

2 IR WA T W o T e W mmﬂtlﬁwmmmﬁmmﬁﬁﬂmmmmm bR

=i m b ¥ s seekiet g B v w wd v o0 &) wed pe o a0 & e T A aet A @) ae A 0 dee
wt v b wifen T W W sftee m frel e s e

RECOMMENDED FOR ACCEPTENCE

WAl & e vt

Date of Surgery = '

S g L 4
@}fﬂq% ! : ﬁ:ﬁ:&; S PINAK
N | TERRD ) A

mmmm FOUNDATION _ it 2

SENATURE o TRUSEE el | SIGNATURE of TRUSTEE 2

il FE | I e

T AL

d Fd SAHSA




