C s lelig

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(g,'li ka
3 ( ) foundation
APPLICATION Neo. © APPFLICATION DATE o . Steck of Me
sty v El oo | ooso fowama o %1618 aoos
MAME of APPLICANT : == ' AGE-VEARS 57-u% | sex fien
STHCE ®1 4w _Lélx <y e '
weod odiwal, 55 "
FATHER'S/SPOUSE'S NAME : : " J
Nwgs W W Moy
S B, PRESENT RESIDENCE ADORESS WASH SINIHR WAl
AV/1I[ 79 e douna T tebuil - Gonat
0
' Preop Postop

LN
ABITE IR

0083 Ishwar Singh

{
T (ADOVC.—

ocwcmmu: Lu\mu . MARSUED (Pes) | UNMARSIED {afvnfte)
TOTAL ANNUAL INCOME - : [ Procd of Income|
W wfes W LT nmes |~ (¥ W WER W) (R3]
PAN No. ©I7 W1l W [RNI A il
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ts applicable). Yesi No -
T A% % om (W W 0 IW W w0 W A e d{m\_.‘
FAMILY DETAILS st Sovmrey
¢ No. Name of Famity Membac Age (Yoars) Gendor Relation with Applicant
5 Hen wWean # W1 A v (i) bk T ¥ WY T
A W P = N
Ls L i ey — Al ™M SN
z_ (V.AQ\. AN Lo N
= i)
-9 Rovged T :;1
4
- f\"“A‘_j{J = 15

BASIS for REQUESTING ASSISTANCE (Tick whichever s appiicabla)
wrres % fist fodfy s

BPL Card EWS Curt) Ration Card
(Attach Card Copy) mmumom (Attach Copy) a’:?““'
wir tan & 94w g #¢ 3w wi e W T wié Sapir¢ o
(waw v 8 o v wem wh (%= vy % ore 2 we W) (o 51 %) wie ¥ s wh
“PURPOSE" for REQUESTING ASSISTANCE:
wem ¥ feR T fed W g
Se. No. Nedical Reporta/Prescrptions Attached
¥R wepmaten W Wl w nf sivkey o wWer
& (\‘L q T' ——
\ ])'hci\'l(\‘.l\ — KL . | 1\‘"
1" = VIVISC
\7 o 2 L
¥, r\jjuLQlC\ Lj | o A 1L
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
vE TR W g W I v e s wie @ fem v W
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FN T S T W & W ot

& NETTNEE




DECLARATION by APPLICANT: sivies $0 sy =1;
1)mmmumhm#ammtmbuudmym.mmmm«mmw B ongoing assistanca, I any.
2)1 sclomnly confirm that asalstance, # received from Koshia Foundation, wil be usad only for the “purpose”, s atabed i this Foem, for which such assistance
Wars 1eguesied by me.

3) | hegoby confirm that | have not & wit nol in futues, 3wl of resnbursement, I part o R, from any ot sourcelsmpiayerfinsurance company, of the amount
for which this assistance is

13 ¥ o i f B W @ T nd wh Seeret 0 v % s v o w4 i s Bevr oF wer o wm w § @ W e fae 9w el b
2) it gu # wewn ofe “wife Wb, & @ ot b, e v w stee o ol F et fem e, o W oW F o e
))lﬁu(hm“q':ﬁddtwmn#-mmunmwinihttaaﬁiﬁu

AGREEMENT by APPLICANT (so%c% w0 Wu0)

1) By alfixing my signature oc thumb Impression on this Foem, | (Applicant) hercty agroe & aulhonse Xoshiko Foundaticn and It's Trusiees lo
usaiputlahiput-upireproduce iy name, address, photo & detads of tha “purpose”, for which such assistance is requestodigrantsd, ihvough any
mooum.mmmtmww.wnmmmmumrmmmmmm
nctivitiesiachievements. Such use of my photo 8 delails can be made by Koghika Foundalion bofore or aler my trantment of fulfiimant af e “purpose”
for which assistance is being fequesied.

2) | {Appiicant) burthor agree that any such use of my name, Addross, photo & dotails of Ihe “purpose”, for which such assistance & fequestodigranied,
will not automatically enlite me for recening of consinuing the sakd asuistance. The decsion for granding andior continuing the assiatance will rest solaly
wih 1he Trustoes of Koshika Foundabon, and thair deciskon Is this regard will be final and sccaptable 1o ma

1) 0 TR W A T W A W s e, 4 (miew) 2w wedl o) gfe s { od “sifre st s Sid t e e s f ol wm,
op, wad ol o Bewew g W 4 sifen 3, 58wt vl el o, e T whs W g il s st R P fesd 8 vt e

o wanfia wTd % e sept § St v w foaer 8 g ¥ WA w e R wed F B e sty w sl e b

2) 4 (swkes) W w3 wre € B ¥ =, e, v ot e o fi T ® vty @ v § i s wen e e e aeed

“sifm* v 7 =afied o fede sl b wraped vim)

APPLICANT'S SIONATURE OR LEFT THUMS IMPRESSION
s ¥ g w s w oy

AGREEMENT by NWOSPITAL (w@m go 31)

wmmmmmdeWhmmmwMWthmMMn
[Heapial) hereby atfern & accopt ollowing:
ummmmpmwwﬂmbnnavwdwmmmm«mmm.wqumm.uwm
m»wmmrmmnmmmwmaomwmwumwmuww
wmm.hmahm.mmmmnm»mwuwmmnmummmrh'-
mmmmmmmﬂwwmwnwmmummmmmmummm
2) Tha assistance from Koshika Foundation is only Smancial in nature. The cholca of the trestment/procecure advisediconductod by the Hospitsl on the
pw-m.uMmummum;uw.muhmmmwwmmm.m.uwwm
:mmxawwmmﬂydmw&hum‘ K safeiy of Ihe patient, and Koshita Foundaticn will have no role o responsiity
w!dqa.v-dﬂ&Qmd’mwﬁm"Ommq&uandw'.ﬂwtmpmlnew'ﬂmdh

1) o f 7w s x ) vl F Tfe e el A amed diees @ fall s wiy @ T SR ¥ o A of b & o e s
A Brastrn e ve ¥ wey o *wifiyer woret” o wee t i y ofe el s g s fed e d s an Fen e ) oF s
et o B wod v w feal S WG @ woen @4 e sdven o o b R e 3 e v o 0 s i s ze et i e
W werl wiven W fadt e wes @ =i st

2. “wifrw wrdm” 4 o vl woen sy fufey g € & 08 s remm g S of e W e o oS W T TR 09 e

® dw W five & ol “uifee STt Do el ve w oY von b yefed g F 0 8 eeoq s w3 e o8 W fedoh oF w pe

o ol ol “wifn” W Wi e W fndod e et 4 W B

“"'m “!;1 JOSHI

a mi Ehreclor
(Name, Designation & St of Autherised Signatory
)88 IIS 1731, o bahalf of Hospitall o/ 1.
: g TRV e gy sfenh
" FOR INTERNAL USE of KOSHIKA FOUNDATION TR
SIGRATURE ol TRUSTEE 1 SIGNATURE of TRUSTEE 2
RIH T gl s 2




