CISJOGJq{\Q
~ APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc’s’:htka
APPLICA b " 4 foundation
ak!#:?.:“. v]oqls]esqg mmﬂ "\oq g g bt o .
NAME of APPUCANT : | | AGE-YEARS W | sex fsn ! g
w:mliw - e¥an 5% k ™ :" |
s e ¢\o- Sakuduq =

PRESENT RESIDENCE ADDRESS _U#N4_ WS Wl - FER AL =1N

[ uafl- Madhauice, U.F. 2081209
SERMANENT RESIDENCE ADDRESS - POt SIawrs o

Sares a5 olove (059¢) Neless
— Labous W:W(M
TOTAL ANNUAL INCOME - (Astach Proaf of Income)
Fa wite sm NA (1% W WS W) NA
PAN No. i 70 o
ARE YOU AM INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No :
w2 e wm st om t (R ws P Im W W W Fr ey UV R
FAMILY DETAILS wftar famem
St No Narme of Famiy Member Age (Years) Gender Relation with Apphicant
w5 How sfowt ® seed W Im 79 () i spies € We AN
I Soxiam ey =4 ¥ AV1S
E] Vq&.fbmm 23 4 _Son
RS A dadag Z> R Lo RCTTS
S | A TOPSEEG 2] F :
X' %‘11 IR F :
BASES for REQUESTING ASSIS TANCE (Tick whichaver i3 appiicable)
s ¥ e il S
BPL Card EWS Certificate Ration Card
(Attach Card Copy) {Attach Corificats Copy) (Attach Copy) s Ao
nid tan & AN T W w9 509wl v ™ TYv W o
(v w1 8 we o v W) (umwst W) wm ufe v W (s T W wm 9 e W ‘

“PURPOSE” for REQUESTING ASSISTANCE:

e ¥y fed mh et W ot
Se. No, Medical Reports/Prescriptions Attached
4 wom svpmevsie ® wl o vf vhee @ wen
EY — PP
L F — LINAC
e
Curdery — () Sy +~Tal—
{7 CJ Ncame?
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
@ I ® 1y W e v fed e w @ fen o 2
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lkl 5% Wi W TN o wemm o
1 SCr W




DECLARATION by APPLICANT. Write §o v i L
1|!wmmmdMnh:Fwwoimwnmdww.Mymmmnmnwwuon&onoohnn*
Sabie lor pecon/cancaliation.

2) | sciemndy coefiem thal sssistance. f received from Keshika Foundation, will be used ondy foe the “purpose”. a3 stated in this Form. for which such s
s reQuesied by mo

1| Beraly cordfem Bt | hive not & wat not in fulure, avall of reimbumement, in part or in full, from any other sourca'smployerinsurance company, of
X Wt el 309Nl Te W recuesied

£ oww ww { % m owen @ el vt e e 20 wred € wpm e o vl bl W feeon o wer o s om @ R 98 woae fre W ®
IS mews 'S st st e § W S Nl R fem i, Fwmasd e v b
3) g v { e T 0y w el @ ol £ ofn o @ wen e Sl e e werd 3 3t e f ol ) ofew f o

AGREEMENT by APPLICANT (sdts o2 w00)

1) By a%aing my sgrature o Sumt mgresson on B Form. | (Agphcant) heredy agree & muthonse Kothva Foundation and s Trustees to
useDublsh/Dut-upireproduoe My Name, Addmes. Aol & detals of the “Durpose”. for which such assistance i requedledigranted, through any
medium. nduding but not KmAac to verdal, et slecTonic. for s0boRng doranoms for Koshia Foundation anddor cisseminating informaton about i's

activies/achievements. Such use of my 2Acks 4 Setals <an De made by Koshics Founcaton befors of wher my reatment o luifilment of the “purpose”
for which assistance i being requestod

2) | (Apphicant) further agroe that any such wse of Ty aeme. astress, SRt & detals of e "purpose” for which such assistance s requesiedigranted,
will not automatically entitle me for roceivieg o contmung N s ssustance The docsion fr 7aming 9ndor coninuing the assistance will rest solely
with the Trustees of Kashiaa Foundston, and Bew Secuon & Ps rege? el Se fnad and acoesitadie 10 me

1) W T T A v e W ey e, # (st avd et oy e o “witow watben sl v cpdd " ud sfonn s o fe g0 T
wn, Wi b0 & feron i v f e § 0 Ceient o R o weew oF Tore © uf ol ade Tt fied Tl o we S

@ vafie wrd ¥ fig afogn b S voow feen @ pes o wt @ e €t € O CwTow e w et e b

2) & (s0hvs) W W U (G0 e, w2 ol fewen e s o anted @ s | o8 e wpem W wwor o o e |

“wifrer” vy sewt ofirdl w fasin o s et o

APPLICANT'S SIGNATURE OR LEFT THUME NPRESSION
witw @ R w ®E W fae

AGREEMENT by MOSPITAL (y=mw BT ST

By a¥uing herounder, sighature of our Authorised Signatory for recommending Bes casetatent kor Snancal assistance from Koshia Foundation, we
(Hospital) hereby affirm & sccept foliowing:

1] that we neithor are presontly nor will in future avail of Saancial assistance from snother NGO or any olher source, for the samo pationt/case, as wo are
requesing (o gol from Koshika Foundation, 10 the exisnt thal such sssistance is granted by Koahika Foundalion If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospitel reserves it's right 1o make ub the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital will not avall any dupicale assstance for the sama patienticasa from any other NGO or any other source
1) The assistance from Koshika Foundation is only financial in nature. The choice of the restmentiprocedure advisad/conducted by the Hospital on the
patant, s based on the arrangement betwean the patient & the Hosplial, and s = 00 way influsnced by Koshika Foundation, Mence, the Hospital wil
assume sole A compleds responsibility of the treatment & if's culcome & safaty of the patient, and Koshika Foundation will have no role or respoasibility
n the matiat.

wet sfegy, vl ¥ it @ el W “wife st ¢ Sl aeer o feee of of £ e (o) B wew 0w w i we

1) ur ek wbery 3B 3 wfes o el wpen el i weed oo w fesd e wle @ e Shaed d W w o ot b A e ot aifew st
W frwfm et va € wav € "wifive wrrstve” oo e by i B o Seifen ot Do sew fede sfesen By e o fen wm § 0 e
o s R wowd wee w fell s waee o e e sdiee i oee b oW PR @ we e e | e e (i see e Sl gy fed

M woed) den @ el e & = Sl

2 “wifrn wrtt 0 @ of v e el eyt W § 9 wopren po @ of e w e ot Treatee w pe O o T >

¥ @ W fewe £ ol "wifve st o St e e o Tee o b et weeme o R ¥ e o o oot W) W@§
W v s e W W w W Aol v el € ) )

RECOMMENDED FOR ACCEPTENCE
Dr-Achwint Rrge et
DlhpolSwpoq MBBSMSFICO
#9m v vy Reg. No )cf,':«za %‘“/i/
|7 TR rigod bbb
'210"}018 (Name cf Or. 8 Regn. No. with Stamp} -
TSN W|AITEN I T 1

FOR INTERNAL USE of KOSHIKA FOUNDATION  &1fts 3v87

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it pent | i T 2

28.04.2018




