C‘JSIM-PO)Z{

" APPLICATION FORM FOR ASSISTANCE (Healthcare) Koskdea
-~
“ ( ) foundation
R e E I - e e e
? g AGE-YEARS SEX fuin
Mo:’:mt &“&‘ = .
— . PRESENT RESIDENCE ADORESS Wi sty S 2% :
. T —Lpmaiasion . VNN Mafhidea |
= : freep  frarep
Uy 28140
PERMANENT RESIDENCE ADDRESS : 71 seain 59
[ Aame AL Qbave -
' 5368) Sende;
ffanmu: ﬂown.wi{f MARRIED (FoufFr) | UNMARRIED (svarie)
TOTAL ANNUAL INCOME - (Attach Proof of Income)
= wile am NFA (alvw.l'*N) NA
PAN No. =apf W8 &9
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie): Yes I No
wmmumi(iwﬂ:‘;‘:mwﬁuﬂmn v mh—
FAMILY DETAILS wftast firsrmy
Sr. Member } Gender Relation with Applicant
nd':m me . A':m fain TS ® HY FEe
L5 Kiibexrl 1ol P ™ T bard
MA lﬁm.d.\_..hl a ¢ = SN
1 Alax Tk iy ™ a0
7] ﬁﬁ“““ 23 o hg%ﬂbﬂ;
BASIS for REQUESTING ASSISTANCE (Tick whichever is spplicable)
W W fo e s
BPL Card EWS Certificats
(Attach Card Copy) (Attach Centificate Copy) (Attach Copy) o b
e tay % 49 gy = w v soben s feaagare s
(T v W Wy wi e wh) (W or ) wiw iy s w6ty (v ) oo o TEE W)
“PURPOSE" for REQUESTING ASSISTANCE:
wrren ¥ 6 R el W I
r. No. Madica! Reports/Prescriptions Altached
¥3 wem et ¥ il W) nf s gt e
BRE — TmiAC
T — TmaACT
K i — @ (s FEl
N
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v IR ¥ by W e e fed e win | fen e W7
S No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVARLED
¥5 i = v w1 W # wf W o
i § SCEH

i—-_—————_____



DECLARATION by APPLICANT: 3icw B0 Www ¥1; Y
1)1 hereby confirm that a8 detals i this Form are True 1o the best of my knowledge. Any false statement will render my Application & angoing
hable fee rjocion/cancaliation.

2) | salemnly confiren that sssatance, # recerved from Koshikn Foundation, will bo used only for the “purpose”, ss stated in this Form, for which such
was requesiad by mo

J) | heraby conlirm (hat | have not & will not in Auture, avad of rembursament, i pan of in full, from any other sourcelempicyorinsurance company, of the
for which this sssistance & reguosied

1) v won e gw ey @ ol ol fear 20wl o gt e vl Wi b ot s fewrw o wes e we e € R 90 et W w
)W o0 W v ofn “efm vatwt i e b e sl e i Mt e nin, R mes i vuse b
3) ¥ g wm { w fan woen 8y wde o of £ 3a ofr W wfies @ wen fren Bal s dntrdwedn werd @ o fve § by ff e 2 o

AGREEMENT by APPLICANT (smite oU w01)

1) By affixing my signature or thumb impression on ths Foem, | (Applicant) hereby agroe & suthonise Kashika Foundation and &'s Trusteos o
use/publsh/put-upireproduce my nama, Sddross, pholo & detals of the “purpose”, for which such assistance is requested/granted, through any
medum, including but not limited 10 verbal, print, electronic, for soliciling donationa for Koshika Foundation andior disseminating infoemation about it's
activaes/achivvemants. Such use of my pholo 8 detalls can be made by Koshika Foundation bafoce or afiar my treatment or fulfliment of the “purpose”
for which assmlance s Doing reguested

2) | (Applicant) further sgree that any such use of my name, address, pholo & dolails of the “purpose”, for which such assistance s requesiedigranted,
will not aulcmstically eeditls me for receiving o continuing the said assistance. The decision for granting andior continuing the assistance will res! solely
with the Trustees of Koshika Foundation, and their decision i3 this rogard will bo Snal and acoeptable 10 me

1) v S e W s W e e, f Ooten) sl aesfh @) e e o “wifowr siten abt s cmind " sfep v e %0
o, Wi o fewrn o e ¥ e § ad Celfew” v e, oF, seew ot agtie O @ il st susdend ® fisd el o s oo

® s wrd o e sfoun B At e W feem 8t pea @ wd W oo 2w & T Cefow et w = sfegs

2) & (wwew) e o owrse T S0 ws un, wid ot feww @ i woen ® weed @ wfdy 4 58 ey woen W veor R v W e o

“wivw" e Tew e W i el o8 wveerl) Py

APPLICANT'S SIGHATURE
SN S T W W W

ME IMPRESSION ;
-

.

:’;f?: .

AGREENENT by HOSPITAL (vism o0 W)

By allving heseunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{(Hoapital] heroby affem & accept fallowing

1) hat we noither are presantly nor will in fulure aval of finencial assistance from ancther NGO or any other source, for the same patienlcase, as we are
mquesting 1o ped from Kostika Foundation, fo the extent that such assistance is granted by Koshika Foundation. If the requested nssistance Is not granted
try Koshika Foundation, in part o in Sull, then the Hospital reserves If's right 10 make up the shortfall from another NGO or any other source. This
confumation essenflally stales that the Hospiial wit not svall any duplicate assistance for the same pationticase from any other NGO of any olher source
2) The assistance from Koshika Foundation ks only financiaé in nature. The choice of the treatmantiprocadure advisediconducied by the Hospital on the
palient, it based on the amangemant botween the pasent & the Hoapital, and i in no wary influencad by Koshika Foundation. Hence, the Hospital will
assume sole & compiele responsibitty of the reatment & it's outcome & safety of ihe patient, and Koshika Foundation will have no role o rospoosibility
in e maller

vt Aop, v W @0 E mpiid W) Ceifen st 4 S s o et ®) w3, PR o (nees) e e 8w w e we

1) % e i B3 @ wfies o fefi mown fet & soet deee @ s s a3 we s 0 W @ A @ R 36 e ot eifew vt
W it fedl we e F “wifee SRRt oo we i I 6wt Cweifeer et oo ween St sfreowen £ o it few e § o s
i w= ol e w el W e @ Boes W @ sfoe sder v §ow e o e w e § e srenee e sec e St by el
it wowrd wem w el o we i e

2. “wifre st 4 ol nf woen S ey oyl vt 81 O 5t veeen g 9 of sror W Rt R TreusTEn W e o o

i TN

¥ W oW fees § 3 Cwrow st oo fel e W @ con b it vese F O o g e ad sl et @ \
o i sl “wifne T W W W @ fetod oo F o i \ =)
: ) \
RECOMMENDED FOR ACCEPTENCE Pl }
wigdt W fe e J*
Date of Surgery :;m;ggﬂm'r. // _ ",,/-‘ of
sivm ¥ 3ta M/ Reg No 86038 v . —:r’“ N
I L R O R (Name, Designation & Stamp of
0 (Name of De8 Regn. NGaweh.Stamp) ~ " on behalf of Hospital)
l46}, ° TR W W TR T2 - M A W pEEa e s
FOR INTERNAL USE of KOSHIKA FOUNDATION  s1fts 3583 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it e | 2 T 2

p! JFAE

- g4

28.04,2018




