APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%h[ka
g R WA= WE (Farean TATR) toundation
;;;;C:;'DN.RO W l 042 /' DE3 ::‘n;nc&:;ouwte: daloq ,’8 Buiding black of e
.YEARS 3-74 | sEX ¥
HAME of APPLICANT ADH ] HA‘N AGE-YEARS 3]
alchan s DURYADHAN MANDAL ‘
e & _PRESENT RESIDENCE A e ) _
HTHP ARG oA _f
o799 i ~ BENGE Tk
PERMANENT RESIDENCE ADDRESS | Tl 3oy St — —
38 a0V ——
OCCUPATION HetSE eaIFr £
TOTAL ANNUAL INCOME Attach Proc! of Income
33 wies s NI — ‘(mwwm)’
PAN Nn 0T Ty
ARE YOU Al INCOME TAX ASSESSEE (Tick whichever i sppiicable): Yes !
ol o R zmﬂmwmnh;ﬂm' ﬁ,/:;
FAMILY DETAILS wfram fm
S¢. Ne Name ef Family Member Age (Years) Gendet Retation with Applicant
= T o W = TG 7w (d) fign B L R B
| GOHRENON M, 34 t QL LL
:#l [ S 9 HL S JA AN 1D
] | a3 31 NGO
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabie) =
- weem % ford firsfn s
8P Cared EWS Certificate Ratlon Caed Any Other
{Attach Card Cogy) [Antach Certificats Copy) (Amach Cony) Basls/Procl
=)t ¥ TR T O wq 3on Wl wn T w18 3w BN
(== w1 ¥ wa 75 T (v W) wRe R EET wh (7= ¥ %) v v e wh
“PURPOSE" for REQUESTING ASSISTANCE:
worm 4 e R fod = ke
8e. No Modical Reports/Prascriptions Attached
5 T sreravate @ @ ®) vl wfedea g we
1 ) 3 . TR - MKE
P ' A
Z QIR E K T KE R'ELRNE F oY i
ASSISTANCE BENG AVAILED for SAME “PURPOSE” from OTHER SOURCES
ms«wenwmmwmmamw-\r
¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
T TR = T W W # i wremm o)




DECLARATION by APPLICANT: 370w @ whown w3:

'11 hetetyy confirm hal ad delads n this Form aro True 1o the Best ol my knawiedge. Any (ilse staterment will rendor my Applicason & ongoing assistance, # any,
liable for repectonicancetagon

717 golgmnly confirm Mot asssstonce, | recerved fom Koshios Founcalion. will e used onty for the "purposae”, as stated in (his Forrn, for which such assistance

WS 10Guesied by me

31 hereby corfiem et | have nat & will not m futuro, avad of rermbursement, In pant of in WL from any other sourcafemployesfinsurance campany, of the amount
{or which ihs assistance s requestod

11 e wrn € S o ooen & fot o = forn B e 6 wqRe e o we B vl i fowen o o e ww wa W0 T Boe W @ et 4

nEmYmm e et i et wm T i g e sl A eI o b

1) A yfe son 5 fan wnee of v s W) 0 3, wR oin W wfew W owen e A e friaeas w03 @ fm d b e e 2 o
AGREEMENT by APPLICANT {sadow om wut)

11 fiy aMmng my signature of LMD impresson on s Form, | (Apphcant) horsty agres & authonse Kashika Foundation and if's Trustess 1o

vseipublishiput-apirepeoduce my name. address, photo & delais of the "purpose”, for which such assistance is requesiedigranted, through any

macium, exudng bul not limded 10 verdal, pam, electronic, for soheiting donatior v.eshika Foundahon sndior disseminating information about i's

actmtieslachipvomonts. Such use of my photo & delaiis can be made by Kosluka roundation before or aller my treatment or luliment of (he "purposa”
for which assisrance is being raquesied.

21 1 (Applicant] further agreq Ihat any such usa of my name. addross. phato & details of Ihe "parpese’, far which such assistance is requested/granted,

wiil nol avtormatically endtle me for receiving or conlinng the said assisiance. The decsion far granting andior continuing tho assistance wil rest solely
witn (he Trustees of Koshixa Foundation, and Iheir decision i3 this regasd will be final and acceptablo to ma

1) T TS SURTE VRN W S W1 o, § (e e wend o) gfe v o o st st ol 2ol sl s sl s B R wm,
w2 s @ e ot oevr O vt 2, ot Cwifen” oe v, oy, e st g @ ol wfiidied st Teefied @ fied Bl B v sy

e wdon wrd & fry sfioge B st ova w1 for e 8 o @ o 4 s @ e s e @ Sl sl b

1) & (atew) o F A { i T, o o e @ T e € agoed @ ol § o2 e e w1 petR T wom T W §

“wifrm ™ @ Iwe Sy W By amm st wereht B

APPLICANT'S SIGNATURE OR LEFT THUMB ILPRESSION |
WaTE ¥ yenn 2 ¥ W Pon

By affixang hereunder, signalure of oor Authonsed Signalory for recommandng this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affem & accupt loliowag:

') that we nether are presontly nor wil in future avavl of financial assistance kom anciher NGO or any other source, for the same patisnt/case, as we a0
recuasiing 1o ged from Koshika Foundation. to the extent that such assistanca |s granted by Koshika Foundation. if the requestec assistancs is not granied
by Keshia Foundation, in part or in full, then the Hospital teserves IU's right 1o tade up the shoetfall from anather NGO or any other source, This
confimnation essentinlly statos Mat the Mospital wal not avall any duplicate assistance for (he same patient/case rom any othee NGO or any olher source.
21 The assstance from Koshika Foundaton is anly financial in nature. The choice of the treatment/procedure advisediconductead by the Hospilal on the
patiert, s based on the arangement betwoen the patieat & the Hospital, and is in no way influenced by Koshika Foundation, Herce, the HospRal will
assume sole & complgte responshity of (he fraatmont & s ouicomo & safely of the patient, and Koshika Foundation will have no rale or responsibility
in e matter

Tt fewy, el W S @ wwdah Wt sifen st W S e 1 frerm ¥ and §, Bl o (rem) fr e @ s o eden wd

1) w5 3 @ who ol 3 ) Wi ¥ Afan woom Gl At weaf sivas w e s v @ T oot O o A R 4, 48 s el el oot
W fewimAodn vo € woea € “aifin sorm® ga s i % G o Ceifen sRmt oo s fodh sdsowee 8 e W few o R e
el &= fr srd e @ R A R W e R W s i e b oo F we e e s By st ee e iy fed
i wl Wl W e R W R S e

2 “wifrm TRt ¥ W o seem wen i g o) bods o veere g 9 of W w B0 R TrouTE W T O o yeem

% ¥ W fren § ok “aifpw s oo el v W 9 o W ol e 9 0l € wea goe o s o o il Restol 08 of v

# v ot s 3 W ot fasiod v oweR o e :

RECOMMENDED For (Tick Acceptance or Rejection as applicable) ACCEPTANCE REJECTION
wah (whenm W e ) ha hai |

Date of Surgery ) er N85 _
sistr 9 i Or AV i a‘s“::}-‘n\“‘ M -

-~ ﬁ%g'_ﬂo 860 L cantre

e «q!1% A N Name, Designation & Stamy of Authorised Signatory
(NarBHDT TS Regn. No. with Stamg) on behalt of Hospital)
AW IR Ty ™ A W A s s

FOR INTERNAL USE of KOSHIXA FOUNDATION 35t i

SIGNATURE of TRUSTEE 1 : SIGNATURE of TRUSTEE 2
=1yt | TR, o

nummo w;c%so - M




