C- RS - |2-L 328

Kﬁ‘s’nika

foundation
=

Batlding ook of life
—_—

Sa Ug dru

APPLICATION FORM FOR ASSISTANCE {Healthcare)
wHeTgar By SAEET W (s AT
n.F'PLTGAﬂEH Mo, £ : APPLICATIOND .
A o '?)IDFUJOQR e | P — L-2.L
HM!EquPF'I..II:AHT AGE-YEARS m m 5E.K fisfr

FATHER'S/SPOUSE'S N Ty
firmRzee = AN AG? O—

%W

— PRES PR
H- P - P Q :
o Toag &ﬂ%ﬁﬂﬂ%ﬁ foa f
PERMANENT RESIDENCE ADDRE I
DCCUPATION - 20 MEM MARRIED ([Ra1Ee) L UNMARRIED (i)
TOTAL ANNUAL INCOME : {Atiach Praaf of Incoms)
o s M —  Opeos f — (#P W W)

PAN No. ‘1217 ) o

R T

ARE YOU AN INCOME TA}( ASSESSEE (Tich whichaver |s applicable):

i W Py B

‘fu:;fl;;;l,;_—’—
W

FAMILY DETAILS wffmm famam

ar, Mo, Name of Family Mambar Age {Years} Gendar Relation with Applicant
Enki e % geE % A 30 (=) f#n HAGE F Y Ty
i ) n e&c A —
N 7a O]
(U Fﬁm@iﬂg_ ¥ r
BASIS for REQUESTING ASSISTANCE (Tick whichavar Is applicabic)
Tz % ford fefa s
BPL Card EWS Certifioats Ration Card O
{Altach Card Copy) [Attech Certificate Copy) [Adtach Copy) ;:;Lrpmr
i T % A vy s a9 ¥ TR TS ) 3 W T
{ g T wen W e (oL Sy W W e (W T W T W A

“PURPOSE" for REQUESTING ASSISTANCE:

e g T Rl w oA
Sr. No. Medical Raports/Prescriptions Attached
FH et A i L

: i

[ &=

—

SEHHE——(d gt
< Jio Skt /

YISz, =)

1 3 4 T
_— - ~ —
T = =

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T IV @ T B -9 Wy e o wn W frw o e

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING ANAILED
W HE = AW W AW T e W
.= N AV SV ¢ ==y
D7 HES ~Z2EE6 17




DECLARATION by APPLICANT: =% [0 =wm 14

1) | harsby confiem that all cetads in bis Fofm sre True o this beat of iy kpewledg. Any false statement will render my Application & ongaing assistanca, Fany,
b for rjeciiomcancellatian _

) Esndamnly ooefimm thet sssistanoe. IF recelvise fram Eoehiks Folindation, will b usssd odily for the “purmpose”, as staled In ihis Form, for which sech geststancs

was reguesied by (ns

¥ 1 ety oonfitm thal | s nob & will nal in future, ausll of reimblesement (8 ssnae a T, om any ather seursalemployerinsurmnce company, of the amount

far which this aaslstance |5 feguestad

1y wwom o s s 1 et e Pl et s e o s B o w08 e s w6 S e e s b

2wk g = wEE R SwA W, € w4 s i T TR W Off W e e i, = w8 wes o ma )

nﬁshamiﬁiﬁmmwwmaﬁﬂt.?ﬂnfﬂmﬂwmmmmmmﬂﬁWﬁmMﬂwﬁmtmaﬂlﬁnﬂﬁm

AGREEMENT by APPLICANT (5w 51 577

1) By alixing my. signatare o hurmb mpression on this Farm, | {Applicant] heteby agres & authorise Koshika Foundation #nd its Trustees o

usaipublishiput-upiraproduce my nams, oddress, aholo & delsils of the “purpése”, Tor which such asslstance s requested'granted, through any

medim, including bt nat limited to verbal, prink slactranic, for seliching dosetisns for Kbshlka Foundation sndiar diszeminating Infarmation about It's

activitieslachievamerts, Such use of my phats & denills can be made by Koshika Foundation befors or after my treatmenl or fulfilment of Ihe “purposs”
for which assistance ks balmg renusstsd.

2} | {Applicant) further agres that gy such wee of my neme. sddress, photis & distalls of tho "ourpose”, fet which such assistance is requested/granted,
will nisk automalically entlile ma for receiving o donlinithg the sald asslatance, The decitlon for granting andior continuing the sssistance will rest salaly
with th Trusteas of Keshikn Foundation, snd their dacision i this mgasd will b final snd pesaptable to me

1) 7w s e A s W w8 (e sl we weogie w L an e wet ol sue i " i s ww f B A am,
e SR W A o i e s el o e et sgten B wd ol st vt # frd Fed o) W o

W it e i sl b oS e m e 4 e e o S fng e et 1 s s

2) A (s R e f 1 d o, v, Wl e S 8 e @ e 8 s W S e T e 38
"t T T St s Fre ol sy s w

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
FRm & KO 9 S W R

— R R

=r'ta
) NN AGREEMENT by HOSPITAL (T=W 50 )

By affiiwng heseunder, signntt r Authopeted Signaindy fof frecommsnding this case/patiant for liraniial assistance fram Koshike Fourdation, we
{Hospital) hereby affirm & accept MW

1} that wa nelther are prasently nor wil in fiture avail of inanciat sikistancee from another NGO of any othar saurcs, for the same patientcsss, as va are
requesting lo gal fram Koshike Feundation, 1o the exbent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshlka Foundstion, in pad or i (G0 than the Hespital resemes s fight to make up the shartall from anathar NGO ar any other sourcs. This
confirmat|on sbdernially ststas that the Hosphal wiil not avall any duplisate sssistence for the sams pallent/case from ary other NGO or any other.sourcs.
2) The asslatancs from ¥oshika Foundation 18 only linencisl in rature, The okolkee of ik reatmentiprooedure advisadieondusied by ik Hospital on tha
patient, & basad on the smmngement hebwesh the patlent & the Hospltal, and 1§ inmoe way Influsnesd by Kophika Foundation. Hance, the Hospital will
ggguma sole & complats respanaibility of thi treatment & iV's oumoma & safety of the pabient, 2nd Koshike Faundation will have ne role of responaibillly

in |\ mtiEr

wt e, vl it sl amdal e Vit s R BE e 4y St o w8, S e e P ww S an e w0 8

1) e 70 A b i a7 8 v o Gins s sl fos deos w few s s S T e S o w0 W o 8, 49 e v Swimm e
A Tawmfeh wm F w o sl s gm we g e ) o et s 5 W T ST 3y e T e o s
Towll &= Tt wowrll st fell o s 9 s o W afeR wien T § R TR e ww owm ¢ e s fdm e e i i e
e el wi w T e ow A A e

Z e W # e s fdw v wd T v weere g € e e T S Tmiem W g S o re

F W fiegy ot S e ma S e s oo @ 1 vl w3y e she s o o ek Rl o o wer
a1 it of et = gt = it 5= mee 8 =0t

s PN RECOMMENDED FOR ACCEPTENCE
Glauzo/ b b v

Date of Surgery W, oty By HO! A [
of Mitho

! ; {Mame, Designation & Stamp rised Signatory
91~ ( —Zé (Namo of Dr, & Regn. No. with Stamp) ; on behall L @
LT B R Dr, SHALINE ' _

FOR INTERNAL USE of KOSHIKA FOUNDATION Hﬁﬁw NS

STGNATURE of TRUSTEE 1 " Emm 9 ARORJBE-SCEF NEtwor:

il LAE




