c18)os

o8 9

" APPLICATION FORM FOR ASSISTANCE (Healthcare) thd@a
WETRA By SATH WIEY (v TETe) —m
et gl V/oBislo 455 e - 66[oB|018 o
m— : AGE-YEARS 374 #1 |’ sux n \
S e e €8 | ™M |
e olo Paesads

PRESENT RESIDENCE ADDRESS WAWA STwsia Sl

| - i Presp  Portep
RESIDENCE ADDRESS | o
T Y T l'/04’55) kMY\LA
e [Fasemeen WARRIED {E) | UNMARRIED (A7)
TOTAL ANNUAL INCOME of income
w7 w5 19580 — o e wwn, NA
PAN No. B! W =wat
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is apphcable): Yes I No
w59 3w om £ (R w8 m w o w s ey ¥/ \.~/
FAMILY DETAILS <ftum fiywmm
Sr N Nama of Famity Member Age (Years) Gender Relation with Agplicant
n#:l i & wual w5 W (wi) i FATE % WY T
1 Hamahiy Zq = m;}‘p
/] =axlin - [ ﬁqp#iﬁt;
3 émtﬁu@eo 2.9 M S
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
e = fot et s
BPL Card
{Attach Card Copy) (Alkach Cortieass Copy) (ARoch Copy) b Enove?
i T W A e Ty g =W vl . I w 0 O BN
(v 1 W) e W e W) (waw wx ¥ ww s st wh (wam 71 ¥t om o ¥EW w1
“PURPOSE" for REQUESTING ASSISTANCE:
werem ¥ el m fedt W agtem:
Sr. No. Modical R Attached
w4 Hew swmezien 3wl @ nf vider gl e
N - T 71AC
- — TNAC
Siigesy = E) Stk e700
(O
ASSISTANCE BEING AVAILED for SAME ~PURPOSE™ from OTHER SOURCES
w Tten W Ty W we feel e v @ fen e W2
S No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥H W N PN w1 & of weam v
1 SCEH




DECLARATION by APPLICANT. srive D whew oy; -

1) | hereby confirm that a8 detals in this Form are vmbmwdmm.wmmmummww&mm
Hable for rejection/cancelation. )

2) | sclemnly confirm thal sasistance, I received hom Koskka Foundeson, will be used only ki the “purpose”, o stated in s Form, Tor which such ass!
was reguestod by me \

3) | hacoby confim Shal | have not £ will not i future, avadl of resmburseanent, in part or i KA, from any ofhar source/empiayerfinsurance company, of the
for which thin assistance is requested

1) & v wan € 1% wEn @ RS 0t ad feam 08 et € st e v ) ot o fee Wt e wa v § o 40w e B =

1) ¥t pu % wou oin “wfve sEEwt, € @ w ol § we Ty 3@ st 6 gl € Bl fem andw, # g oo F st o )

3) & ot wom { % fom weeem g ww s ot o £, o of w sthe W wen S feld sen winfdwealin word v v @ S € ol 1 @ wiive F o
AGREEMENT by APPLICANT (ssiew pu war)

1) By afflung my signature or thmb impression on this Form, | (Applicant) haroby agree & authorise Koshika Folndation and X's Trustees to

useipubiahiput-upireproduce my name, address, photo & detals of the “purpose”, Tor which such assistance is requested/granied, through any

machm, including but not kmitod t0 verbad, prnt, electronic, for nolicting donations for Koshika Foundation andlor disseminating information about if's

activites/achiovements. Such wse of my photo & detalls can be made by Koshika Foundation beforo or aller ny reatment or Riiment of the "purpose”
for which pssistance 18 being requested

2) 1 (Apphcant] further agree that any such use of my name, address, photo & detalls of the *purpose”, for which such assistance Is requesiedigranted,
will not automatically ontitie me for roceiving or continuing (he sakd assistance. The decision for granting andior continuing Ihe assistance wil rest solely
wilh the Trustees of Koshika Foundation, and ihelr docision is this regard will be final and accepiable %o me.

1) T wT St st e s abed Wl wey weer, @ (sviow) s e w) e T { o s wdins o e il T el adiegq won e e,
wo, Wi bt @ fever pu v 4 i £ 0k Meifew” w e, o, wew gt agte @ gl fediefed a8 coedieed ¥ fid feall @ wmt e

4 sty wed ¥ T o § Gt wen W S 6t e ¥ W @ et @ st @ S twew wofoy” v ool s b

2) & (owiow) yo wa W upw o 15 S0 g, Wi o feew % e spee W agived @ ol g ve: ween W re T T W T Y

*wifpw" wm T el w i sl sl et v

APPLICANT™S SIGNATURE OR LEFT THUMB IMPRESSION :
WAt % waw W a0 W P

e

N
\

AGREEMENT by HOSPITAL (wws= Do w30
By alfixing heteunder. signalure of cor Authodsed Signatory fof recommanding this case/patient for financial assistance from Koshika Foundotion, we
(Hospital) heroly ofem & aconpt Kllowing:
1} 1hat we noither are presendly nor will in future svail of inancial assistance from another NGO or any ciher source, for the same patienticase, 8% we are
retuesting 1o get from Koshika Foundation, 1o the exinn thl such assistance is granted by Koshiks Foundation. i the toquested assistance is ot granted
by Koshika Foundation, in part o¢ In full, then the Mospital reserves II's right 1o make up the shortfall from ancther NGO of ahy othar source. This
conlmation essentialy ataios that the Hoapital will not avail any dupscate assistance for the same patienticase from any other NGO or any olher scufte.
2} The assistance from Koshika Foundation i only financial in natre. The choice of the troatmentiprocedure advisediconducied by the Hospital on the
putiont, is basod on the armangement betwesn the pationt & the Hoapitsl, and i In no way inflienced by Koshika Foundaticn, Hence, the Hospital wil

sssumo sohke & complete responaibilty of e teatment & 1's outcoma & safiety of the pationt, and Koshika Foundation will have no roie o responsdility
In the matler.

vt aifewn, v W ait @ b o “wifive ot @ felin ween f feedtn o) et £, Ak o (v F R W T @ witew e

1) wr B ot i bt 3 o wiee o fefie Snem S A vl seor @ feall e ol @ 7w o F @ w R o 4 38 oot Ceife et
¥ fewftnfvd v ¥ wuee f “sifow sty ™ po wee iy T bR Sl e go wee fef sl by e od fem e o s
Pk sen A gl vive w el s weow § aen 8w sdeen i e b g F ee e e | s gl ot e oo vy e
B W wem W fimit = W | i dmaln

1 “wfm wtmt 3 o of sew Sen fefen sl o § 0% v v o O v e w el e avErsien W g @8 o veeen

® W wr e £ s wifen worsinet oo fealt e W i wee o il weoe F 99 € pen gom de s wd o) ol A
wh wil abe “wiftvnr™ wt Wil sfivwr w fando® g oot F Wi

RECOMMENDED FOR ACCEPTENCE ' . ) 2
e S I o B o jatatof
TASHWINT K,
m'::"x ‘QQ/ gﬁes MS FICO o, '//// 2 S
S‘S o3 No. 66028 2
N

T tion & Stamp
(‘.\’ﬂ bl ) LS Dr & R-g.";ms‘mr* | | on beha!f of
TR W AT EL A s | ™ R v gl sfued
FOR INTERNAL USE of KOSHIKA FOUNDATION  sw=ifis 3uds ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
TR | o TR 2

rf JeAE

/4

28.04.2018




