O\

k&¥hika

foundation

-t 5313

) APPLICATION FORM FOR ASSISTANCE (Healthcare)
HeEgal &4 =Ee 9 (TR S )

ﬂl;lmmuwo, \p}l C'j,ZJ‘('g‘Z cﬁ: ummmuw 9 Zj

Usiliting {nkeck tof e

HAME of APPLICANT :
STET . W AN

AGE-YEARS ST -a%

E'...“)M

S%M %a = @;m 5

RESIDENCE ADDRESS : =17 Sarara g

::::amei M;-:w! MARRIED (Fraifem) T UNMARRIED (i)
ANNUALI (Attach Proof of | ]

R wiiE 368&& f — (5% 1 T )

PAN No. T4} &TH He

A.FIEYWMMDHE;M#E&EESEEWHHEHWHHWIMMI Yos | No i

AN W W W R (9 SR W SR O T W e e LR

FAMILY DETAILS wiam Famm

Sr. No. Namw of Family Member Age [Yoars) Gand Relation with Applicant
#Y He e 1 3w (=) ﬁrr" "ﬁﬂﬁm
I@“\ o A ik — FhrS
] q eYed) i =

= LA

= F!Iﬂnﬁﬁl’ll 25 g

oy — 7

i P

[ i BT if_‘ p [~

XS] O V2 LRI S i ]

BASIS for REQUESTING ASSISTANGE (Tick whichevar Is applicable)
wErm % i ff smm
BPL Card &S
{Attach Card Copy) {Attach cmwﬂ ggmgﬁ] B’:".Lm

Tt S wE F A Wy T I w2 i
BRI UM N S (o g% W v e (s 73 %1 W v de W %N W

“PURPOSE" for REQUESTING ASSISTANCE:

wewm ) Y m e W oIt
5r. No. Medicsl Reporte/Prescriptions Altached
W HE sEmEvER 3§ Wit w o o ge wee
— T I T ), T AN ] :
w, = KC I VI HW
" r:'r-f”H_p:' Fl'ﬂf!' ’9=
- _——) = — Ll
737 ) B R~ 7 87 W ' PRI G WA
‘@‘5!11? 2 A 5 == ettt

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T I W T WN S werw e s v | fe v w0

S8r. l{u.
FH HE

ulHEnlUﬂ-IEH SOURCE
el

AMOUNT of ABSISTANCE BEING AVAILED
il ovit

§ T

I ™t -



DECLARATION by APPLICANT: ST g St sm;

11 | heraby confirm thit all detais in fhes Form @ Trae fo ihe best of my knowisdge. Any isa siatoment will render my Application & gngoing assistance, if any)
linkier for rejection/canceliation,

211 sotemnly canfirm that assistance. if roceived from Koshéom Foundation, will ba used enly for fm *purpone”, as stated In this Form, for which siuch assistonce

was requasind by ma,

3) | hereby canfiem that | have mot & will nol i future, avail of peemborsermient, in part o n full, fromany othir sourcafamplovarinsurance company, of the smnaunt

for which this assstance is reguesied

1) & vy o T v we el o o 48 sl s owm owd e b ol s e o e s e & @ S weee e % ow wed |

2) ¥ gu W T 0 KW v, i A T A s e R i e e i f m v A womm b

3) A e wee o fare e o o e stond & e e sefne e femn PRl o dmfeismale g 2 e i ek st 3 8 i )
AGREEMENT by APPLICANT (smas 7o )

1) By affixing my signoture of thumb impresgion on this Form. | (Applicant) hbrlhjr agrod & sulhorise Koshike Foundation and it's Trustees 1o
use/publish/put-upfroproduce my anme, adidress, photo & detalls of the “purposa”, for which such asaislance s requestod/granted. through any
mieddiurm, including but not Imited 1o vertal, print, slectronic, for seticiling donations for Koshika Foundation and/or disseminating information about i{'s

activitisn/actipvements. Such use ol my photo & detalls con be fnade by Kashika Faundsiion before or afier my treatmen or fulfiment of the “purpose”
for which-assistance m being mguesind

2} | {Applzant) hrther agnes that any such wee of my nane, sdaress, photo & detalla of the *purpese’, for which such assistance is requestedigranted,

will ol autamatically enlitle me for reselving or santinuing the sald assistance, The decision for granting andiar continuing the assistance will rest solaly
with the Trudtess of Koshitha Foundallon, and (el gecigion e this regand will be final and accepiable o me,

1) ¥R VY W R W S W e e, f (e sl sl w1 e won f e s weidm ol et il " Wt sfog wm s to
i, wid skt <t e g v o e B, 9 e e s, o, wen R i N o) il s swedeed @ i fad o v S

# i W % T i S w oW Fee S ¥ w W w8 e % fr i et W i s §

2) A (swhrw) v wR d w o o, e i she Reren s e e 9 gk @ ofiln & R e s e e e

“wifyr1" T Ten fied W Bely sl S wsa o

APPLICANT'S SIGNATURE DR LEFF THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wme §0 ¥

By nffixing haraundar, signaturg of our Authorised Signalory for recommending this case/patent lor financial assistance lrom Koshika Faundation, we
(Hospiial) hereby affimn & accept Tollowing:

1) that we neliner are pressntly nos will in futues avall of fnencial sesistante from snather NGO of any othar sourca, for the same patient/case, a6 wa are
raquesting to get fram Keshika Foundation, 1o the extent thal such assistance /& granted by Koshika Foundation. If the requested assistance is nol granted
by Koshlka Foundation, in part o in Tull, then the Hosplial reserves {'s right o make up the shortlall from snother NGO af any olher soutce. This
confirmation ssssntially stales that the Hospitol will not avail any duplicste essistance for the sama patisnticass from-any other NGO orany other soutca.
4) The assistance from Koshiky Foundaiion is onfy financial ln nalure. The cholee of the treatment/procedurs advised/conducied by the Hospital on the
palient, is basad on the srangemsnt botwesh this patisnl & the Hoepital, and |8 in né way influenced by Koshika Foundation. Hencs, the Hospital will
assume sole & complets responsibiity of the treatmant & I's oulcome & salaty of tha pitienL. and Koshika Foundation will have no role or responsibility
In the maltar.

want s, yemd W e R wndaad Wl Cwiften wrete @ fefi e o frefter o ol @, B e (wemere) B wn @ owe s v b

1) % 75 7 7 w2k f wite F Sl s ed b el der o e e s e diered O w2, 8 B w A T
# firsifonffa 790 & e o “wfem T oo o B O B ol el et o W Tl siTeonen 8 oo W few W € 9 s
folt o= &t sl Wen W fe = T @ o B e i v o e F e wm o i s i wee s i 4y fe
v vew W el w= w1 9 A

L "t wEn " A Rl T e e Wi awf ol §od o vees oo @ oo s o Bed o Svsnafien e g G0 ol s

W W Wl o # S Cwifme weEna " g wen W oW wee 9l b i weem F ol % e ogoa s swdoww W Wi Pl ol of ves

w1 ol i “wierm W s i @ Pl w o o o

RECOMMENDED FOR ACCEPTENCE
il O
Date of Surgory

st 7 v j‘/i’
2. 9-25 (Name of O, utagn} Stamp)

T W A RO g, 0

mmmﬁwsmﬁﬁﬂmﬁﬁmuu S T ﬁm Health & prqgas-acEHNm (i

EL.'

SIGHlTUREﬂf'I'R‘lIETEET SIGNATURE of TRUSTEE 2




