C198}ox{o1ee
Y.
_~" APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETAA ¥ STATH WEY (P Tawe) Tavcatticn
T Joateess)  [See o ealon o
™ Madhs Singh “""‘“_’f;:' n"‘

FATHER SSPOUSE'S NANE Slo-ﬁ NW«J) gw\&k

fomwrs w =3
PRESENT RESIDENCE ADDRESS W5 Sneraie WA R

__z.H—_ﬂbsr..sJﬂ —Diatt— athiadyay . U S

R §.§|;20'7_
PERMANENT RESIDENCE ADDRESS : 31§ 3PeIq W0

Same QA above

i
4
: OCCUPATION | &wm “n umw | UNMARRIED (sfufin)

TOTAL ANNUAL INCOME - (Attach Proof of income)
W W e e (o e wam) | NA
i PAN No. Waif Wil W
' [ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver 18 applicable): Yes I No
@ A% s st ow € (0w @ 7 W fee ay R
FAMILY DETARS wftar faamm
s $¢ No. Narme of Famity Member Age (Years) Gender Relation with Appicant
w3 o o % wodl W 3w (wl) fufn s % W A
1 Condeul & 1 AN
2 NMiahny  Kupah Ay 5 AT
X T barnden =4 ™ Con
! it ‘ 22 jal TN

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabie)

weram W ford farfiy sman
8PL Card EWS Cortificate Ration Card Any Other
{Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Bass Proo!
i tan ¥t e W sPq g Wi T v o Wi 73 9 e
(v v 9w v we el (e ) e il wee Wl {(wm o1 %) wen 5 e wh
“PURPOSE" for REQUESTING ASSISTANCE:
weren ¥ fed m et W agdee:
Se. No. Medical Roports.Prescriptions Attached
Lk seprstie ® wit ® of v g dom
BEE - PV
IE — “FMAC
CTaarit — (b Gtk bl
3_
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
@ Igere ¥ ¥ W w= wpren R o e few o
1, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lkl CoR B ok # W o

s RUEH




DECLARATION vy APPLICANT. SniTe gi W Wi

!)lm:wommnMdMIanwm True 1o the best of my knowledge Mycmmmaﬁmmwaw&m
wable for rejection/cancelabon

2;.=womr,cmfrmmwu,nmmmfww mmmwiun‘wﬂuwanm.mmm

wia roquesied by me y

1) 1 hereby coofirm that t have not & will not in future, Mn)cl'mmbu'wmﬂ‘ku\pﬂanIul”mmyu"mmmxw)wﬁmmmm.d"

for which this sasistance is roguesied

1) & <o won e = w1 fed ok o P 59 achtwjmw«-ai-!ﬂmfmqiimmw'mtﬁiﬂwmdt

3) %t pu @ s vy “ e swdet 2 o w oft £ T T nﬁmd#tm&um.vlnmﬂwwh

.\.-i\‘wtn(whﬂmqwmddtnmcmtummmi!ﬂmm@m*wimtdnnmit!m

AGREEMENT by APPLICANT (setrs DU ¥01)

1) By afiuing my sighatiee of Bumb impression on Sus Form, | (Appiicant) heroby ogree & authorise Koshika Foundason and il's Trustees 1o
wee/ptAShpU-UP/MErOduos My rame, MGesS photo & detads of the “purpose”, for which such assistance is requostedigranted, theoagh aay
medum, including dut not limited o verbal, print, slectronic, foc soliciting donations for Koshika Foundation andlor disseminating informatbion about i's
setivities/achievements. Such use of my pholo & cetaits can be made by Koshika Foundation bofore or afler my breatment of fuiment of the “purpose”
for which assistance is being requetied

231 (Applcant) further agroe that any such use of my name, sddress. photo & details of the “purposa”, for which such assistance is requestedigranied,
will not automaticaly entitie me fof recolving of conlinuing the said assistance. The decision fof granting andior contnuing the assistancy will rest sololy
«ith the Trustees of Koshika Foundation. and thesr decision i this regard will be foal and acceptable to me

:.mmvwrwnmmmm‘ﬂcm;wﬂ“dﬂum(«'“wﬂmaﬁxﬁwﬁ'ﬁ@m(kmu,
w,vi’.e:bnrwr.wmdm',wﬂ'u'mm'mw,m,mvwmﬂwmmﬁdtﬁmﬂtmm
nm.-nhtw::f'qnhﬁimcnmefnmcmﬂuud.rltfm'dﬂnmtm'u:&ﬂwh

3) # (srbew) yu o 3@ weme {8 R0 W we, Wi bt fowrm @ s oo ¥ agted ¥ wién § g vm s W pest Wt won e {
~wfion” v e sufd W Pin s ol weel v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
sres ¥ wiawt w 5 WL

T
"
¥

AGREEMENT by HOSPITAL (w=m B8 WiR)

By affixing hereunder, sgnatre of our Authortsed Signatcey for rocommondng (s casepatient for financiad sssestance from Koshika Foundation, we
(Hospital] heraby atfem & accept following:

1) that wo neithet are presantly nor will in futre avail of fnancial assistance from anothet NGO or any othar source, for the same pationticase, 35 wo are
raquostng to gt fmem Koshika Foundaion, 1o the axtent that such assistance is granted by Koshika Foundation if the requostod sssistance is not granied
by Xashika Foundation, in part of in ful, then Ihe Hospital reserves X's right 10 make up the shartiall from another NGO or any othar sowrce Thia
conlitrnation essentialy states that the Hospital wil not svall any duphicate assistance for tho same patienticase from any other NGO or anty olher scurce
7} The assistance from Koshika Foundation is only financial in nature. Tha cheice of the treatment/procedure advisediconducied by the Hospital on the
patiert, is based on the acrangemant between the pationt & the Hoseital, and is in no way influenced by Koshika Feondation. Honce, the Hospital wil
assuew sole & completn responsibility of the treatmant & IT's ouicome & safety of the pationt, and Koalvka Foundation wil have no role of responsity
in ha matier

vt e, veoed manti“tmva'dmmmmﬂﬂl,Mw<m)hnmﬂﬂ'mtnh

1y wy et whes aby 3 @ e F fufe Seen fee At el e @ Tesl ———— e RS R R B R R R U s
PR p——— R o MR R R R R TR R Ll fedy wBwwes by v 90 few om & o s
el u= i molt shen o S xamamc&hum«gﬁwmhmvzﬂmmuth s ot e e Urivesl g Tl

r womrd) e w Peall s T 8 ot S

2 ‘:ﬂmwr:hn'inffdmtnfﬂnmﬂheﬁvmmcﬂmvmﬁma‘mvwm:-n
dm-.'lftv's‘lq'\?!m';m‘cnwmuwtmmhtafmtmndtydtmtpuuhw:wz’twﬂf :
¥ ot o wifon” W W e W fodol ve s F ah e

RECOMMENDED FOR ACCEPTENCE \
o¢ w _:.W 7,./";;
Date of Surgery . cO - = :
_ ‘egs NS FIC / e
m “ m '\*\})z-“ "Rog "-o 28 D'St‘;:. _Y.,\--
X{\ '/ TUNVD < ocorinsaisnrare = Miumaanests (Name, Designation & Stamp of Auth atory
21of (Name of Or. & Regn, NQ.aneh SEamp) e — wes= on behalf of Hospital)
l ) ?{NQ TRImIWIGERR I 1w v s W
FOR INTERNAL USE of KOSHIKA FOUNDATION s 35 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
o T | il v 2

[ AL

28.04,2018




