(Healthcare)
(g L)

T 05, A [

AGE-YEARS =0%-T4

&S

APPLICATION FORM FOR ASSISTANCE
HEET B EEA Wrew
APPLICATION No.

repucanonse: x [oare (1129
NAME S APPUCANT | nac  LAXIMI RPANI MONDAL.

ETRw w7 W
FATVLRSSTOUSS NAME. MANICK CUAND PMONDA{L___
ADORESS win RUwis &

| 2 PRESENT 3

IERT BENGBL
PERMANENT RESIDENCE ADORESS : &3t SWHRIY S

X PO VE ——

fo nnda.l_iié_n
Diding block of We

sex &

C

OCCUPATION ; HAOME MAKEE__
TOTAL ANNUAL INCOME - Attach Proaf of Income)
WA it 39 NIL — ‘(mumdm)
PAN No. TGl T W P
ARE YOU AN INCOUE TAX ASSESSEE (Tick whichaver Is applicabie): Yes !
R R R R N RS Rk o & R n‘?’wg
| FAMAY DETAILS ¥ fmm
. No, Namo of Family Member Ago (Years) Gender Relation wih Applicam
¥ ¥ fowt ® wEEd W A e (i) fein FATE ¥ W w-y
) & D (%Y F SE L/
(| YW /- M b
BASIS for REQUESTING ASSISTANCE (Tick whichever s appOcabie)
Ty & o fiefa swem s
BPL Card EWS Certificats Ration Card
{Attach Card Copy) {Attach Certificate Copy) (Antach Copy) Wmam
wird tw ¥ R yEm v wes s Wl yIm TTE W s we

*PURPOSE™ for REQUESTING ASSISTANCE:

v 3 et nd el w et
Sr. Ne Medics! Reports/Prascriptions Attached
T sepmevten § w0 € uf Wi @l W

DTPAGNGEG - C IR RP Ca- LE

P VA a
i SURGERY-ITE [ SICX F70L_]

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ trom OTHER SOURCES
T oW % 8y Wi &= wm fedl s v 8w
HANE of OTHER SOURCE mumu;swma:gnmm

®3 W W T i wersm

Sz Ko,
B




DECLARATION by APPUCANT: W% TR WToeT T5:
111 nerety; condrm 1nat an delads o 1ho Form arg True 10 1he best of my newdodge, Any false statemant wil render my Applcaton & ongoing assistance, if any,
hbie for rejacsonicanceliation

2) | selemay confirm that assslanco, If tecersed from Koshuka Foundason, will e useg onty for the “purposa’; aa sinfed in this Form, for which such assistance
was requestec by me

3} | mwtwtry eaerberns nat | have not & wil not in Juture, avall of renbursement, i pan of in full, fom any other source/employerfinsurance company, of the amount
for Wrech Yl SSSISIANCE 5 reauesiod
1) 4 sy wrw f Pe pu ser of o2 me ol fawry @) weRh F e m o T 4t o fevm o ae s s om B 9 9 v fm W e b
1% N W e e Tee WA, 6 A W v R, awe T T wgre 9 1 @ el e wdw, o o anes F wo we

1) 2 we % fan sese o) v ook A nd R T oy @ wfee o TR fren e o sfdasdn el 23 S st o s S o

AGREEMENT by APPLICANT ( sprce 3o wint)

1) By alfixing my 359na0ura o UMD enprassion on e Foom, | (Appacant) heredy agree & autnonse Keshika Foundabon and IU's Trusices 1o
wselpublish put-UpiTaproGuT my name, address, photo & delas of the “purposa’, lor which such assistance is requestedigranted, through any
median, iIndang Bl nal kmoed to sordal, pond, elocyronic, for sobciling donabarn “oshika Foundalion andior disseminaling informaton about s
acovitewachiovements. Such use of my photo & delals can be made by Koshika roundaton before or aller my reatment or fulimont of the “purpote”
forwhich assistance 8 being requestoed.

2) 1 (Applicant) Surther agree that any such use of my name, adoress. phalo & dolalis of the “purpose”, for which such assistance |s requestedigranted,
wel 1ot automatealy entitio mo for receiving or continuing the $aid assistance. The decsion for granting andfor continuing the assistance wil rest soluly
wih the Trustees of Xoshia Foundalion, and thair docision |3 this regard wal ba nal and acceatadle 1o me.

1) T TR W ST R W S0R W1 o wwe, § (ove) svl wefy o e wm | @ Csiiwe wada sl vt smind * e sfep e { e S 3w,
wn, w12 3% 9 foen gw o d v 2, 9 SR o cwd, o, e gt webve @ e wfiivied sy aeefend 9 Bl Aol @ o sem

¥ g wrd & ey a3 6 v W Bewre St TR F e w o § W P teife sadec v sl ol

2) & (swtem) W we § vm f e ¥ o, om, w5 o fours o e oy @ TxEre A ot § R wm woom w et e v @ vy 9

*wfra” g ek wfed @ fovin o 3 o T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
WA ¥y | R fams

AGREEMENT by HOSPITAL (¥IS78 G0 wut)

Bnﬁmngmm.wolwmwsmmlumumummuwmmnmmmm-
(Hospdal) heroby sifirm & occopl fatiowing,

1) 1hat we neliher e presenily nor wik In future avall of financial sssistance from another NGO or any other sourca, for the same palientcase, as we are
requesing 1o gat Lom Kashika Faundation, 1 the exiend that such assisiance s granted by Koshika Foundation. If the requasied assistance i3 not grantec
by Koshika Foundanan, mpmomMmmuolﬁthMﬂmMupmmmmNOOummmms
mummncuemnym.mumewﬂmmamuwmmmmmmMummm,
2) The assstancs from Koshka Foundalion i anly financial in natwre. The chcice of the reatmenyprocedurs advised/conducied by the Hosgetal on Cie
nmub.nedentnmmmbmmmwn&mwmhhmmmwmmw.mmmﬂ
assume sole & complete responubity of Ihe troatmont & if's autcamae & safely of (ha patient, and Kashika Foundation will have no (ole or responsibllity
N he matter

Fet wey, vemah W) i W A W “wife wrrdne @ el woe iy fretn ¥ o 4, Pl o3 (o) e R R W N whwn vl b

(s v f5 % wh bt 3 A v | B wem fol A s e © e e w6 § T Dl 2 W @ @ o 4 8 E e Cehm wRmt
i et AER 70 € T 4 “wiEn snEmT g T i fE b o e wrtme oo W e e o v T Fen o o s
S wm & Tt wer @ AR e wen A e R W e vl vom b e F e v oom § RS e folis s ove S ¥ Aeh
& =och em g feal wem EneR § WA SR

1 "aiST et ¥ A s o el s W 4P W v go @ ol TR w i W smafEe W T ol o e

¥ e m s b o CwETe W o Ferd e w ot oo o b pofiet v o 68 v e ol sl o W) el feded O o v
= i e B 3 o w Pl o § o i

RECOMMENDED For {Tick Acceptance or Rejection as applicable) ACCEPTANCE REJECTION
i w1 frem @) = i
Date of Surgery pr. K. GhOSTL B2 arSen
w5t ¥ ehsszoa‘f’"“,‘f,? ! . V1, patich Cenire
P ?’,!' e : ‘
A pey e TR
05.09. 12 yrol B FOU (Name, Designation & Starp of Authorised Signatory
{Mame of Or. & Regn, No, with Stamg) on bekalf of Hospilal)
W T A e e R v e dfan

FOR INTERNAL USE of KOSHIKA FOUNDATION  s7efes awdn &y

SIGNATURE of TRUSTEE 1 : SIGNATURE of TRUSTEE 2
= | @ R, o




