e &sﬁmnn"(u"\

s APPLICATION FORM FOR ASSISTANCE (Healthcare) ](()Sh[ka
- 3 HEHT B A WiEwq (Frem Jg) foundation -
< !
AP#L:C;;?N No. G ) ] o026 / o ga = ’ :]g;;l(:égou DATE - 1«3‘ ID‘QM Burldeng block of life.
NAME of APPLICANT ZYQ’hh a.}J AGE-YEARS - & | sex fay
HEF T TH [« -

FATHER'SISPOUSE'S NAME !
favage =1 M Dhepu

PRESENT RESIDENCE ADDRESS I 3EE g

Novete - ™Malerr . TeL. — I Zaddg
=18t — Blwas, Retedthan — ‘30\'401 Pre of. Post oF.
PERMANENT RESIDENCE ADDRESS - =% 3nararq
005 T&’h‘hod'l
X okove
gggm";’mo"‘- 'HQYY\L Yb’lnkeft MARRTED iﬁmﬁm) ! UNMARRIED {sifafi)
TOTAL ANNUAL INCOME - 2 {Attach Proof of Income}
Fe At o FooTo CPEMLL&,L (s = ey wary) A
PAN No TuT¢ wR Hear - [
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): You /N0
R A R G I T T e ey :C‘)
FAMILY DETAILS sfiws Faaoy
Sr. No, Name of Family Member Age {Years} Gender Retation with Applicant
¥ g@n - e % vl & m 39 (ad) fein IR F WY gAY
L.
i\ BLY SN LO ™M SO
vy Saway X F= B S

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e 5 ol fimfy smim

BPL Card EWS Certificate Ration Card Any Gther

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy} Basis/iProof

TE e S 94 g IR 3 o W I wE S
(v T F v v WA wh (% A ® ot Ha (o 53 5t e Wik o i

"PURPOSE" for REQUESTING ASSISTANCE:
w3 e m Rt s

Sr. No. Medical Reports/Prescriptions Attached
F0 e ARSI § il F) w whEed e s
' SDfot.(g,m/Hs — RE - Senale Caf.
e _lg_' ry

.(

2 b\umoq; — ME- SICS A Jo U

vy
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T W # W ory wewm fER w9 oA @ fr T &) N
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 T Y g # Am ot 7§ Weraar ww p

1L F




— e — E— e — - — — — _j_ -
DECLARATION by APPLICANT: 3irdzs & glyon g3, ‘ i :
1} 1 hereby confirm that ail details in this Form are True (0 the bes| of my knowledge Any false statement wil ‘ender my Agplication & 0N9GiIng assiganck any
liable for rejectionicancettation. . ) _ 7 i B N , | -

21 sulemnly confirm that assistance. it received from Koshika Foundation; will be used only for the “purppse”. a5 stated in this Form, for which such assislance
was requesled by me - . ,

3} t hereby confiry that | have nol & viill not in future. avail of reimbursement, in Partor i full. from any other sourcelemployer/insurance company, of the amoun
for which Ihis assisiance is requesited

AGREEMENT by APPLICANT (3% T wm)

1) By affixing my signalure or thumb Hmpression on this Form, H{Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
uselpublish!pul-uplreproduce My name, address, photo & details of the “purpose”, for which such assistance is requestedfgran!ed_.‘lhrpugh‘any
medium. including but not limited 1o verbal, print, electronic, for soliciting donations for. Koshika Foundation andlor disseminating_ information abouyt it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or after my treatmen! or fulfilment of the “purpose”
for which assistance is being requesled,

2}V {Applicant) further agree thal any such use of My name. address, pholo & delails of lhe “purpose”. for which such assislance is fequesled/granieq,

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -

mﬁmmmd@mﬁm

AGREEMENT by HOSPITAL (*¥t 3 &)

By affixing hereundar, signaiure of our Autherised Signalory for recommending this case/palient for financial assistance from Koshika Faundation, we
(Hospital) hereby affirm & accept following; . .

1) that we naither are presenily nor will in future avail of financia| assislance from anolher NGO or any other source, for the Same patient/case, as we are
requesling o gel from Koshika Foundation, la the extent thal such assistance 1s granled by Koshika Foundation, |f tha requesled assislance is not granted
by Kostuka Foundalion, in part or in fuli, then [he Hospilal reserves ir's fight 1o make up the shartfall from ancther NGO or any olher source. Thig

1 ihe maller, :
mm,muﬂﬁa}zﬁmﬁﬁnﬁﬁ"s\ﬁmmﬁm"ﬁfaﬁqmﬂgﬁwmnaﬁm%,mm(mmﬁqméWmamméu
r)wﬁqﬁmmwﬂmﬁ%m&ﬁhmmﬁmﬁw}mmﬁmﬂﬂmﬁﬁﬁﬂmﬁr&é,ﬁﬁ%zﬁ“aﬁﬁmm%‘m"
ﬂﬁwﬁnfﬁqﬁmﬂmﬁ“mﬁmm"z:mm%a&?luﬁ"ﬁﬁmm"mmﬁaﬁmmﬁwﬁ%mmémm
ﬁr@mﬁrm'mmmea:quaﬁnmmmmmmmtnmﬁﬁmmméﬁsmﬁﬁwwmﬁﬁwqm
hmmmmmwﬁ?ﬁﬁwﬁrﬂl ‘

2.“aﬁﬁmmm"ﬁaﬁnémﬁaaﬁrﬁmwﬁﬁ?uﬁwmmmﬂrﬁmmﬁr«iwmﬁmmwﬁ@i’m

RECOMMENDED FOR ACCEPTENCE » g
oy W D g A\

Date of Surgery | (W, i N
ety 3 B, NUP GU‘S" % W‘E?‘E?m o
f. HA (Name, Designatignds 8t hip of Ayt Signatory
“\\ \o \LQ {Name gfrt8 J(ng! QOQW?) Ke ggjg Mﬁitan
. —— . MWL;T e e o MEWIR e g arfyam)
Reer INTERNAL USE of KOSHIKA FOUNDATION a7t 37ain a
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 .

e T FHm | —

T . | A

30.12.2019




