(4@'09}9115 !‘

”
APPLICATION FORM FOR ASSISTANCE (Healthcare) thih L
*'Q. ( ) foundation
miﬂmh V0918 0624— m;‘umb.{Q,QGJS SASPIAE
AGE-vEARS 305-w4 | sex fein

e Lok Dass 6 |M B o
FATHERSRPOUEE'S NAKE : Q. ?RL%-(L\QMC’&%

femw W W
PRESENTRESIDENCE ADDRESS %¥8uH NI W
k- O Afxgsoun P P
T T ST vesp  Pardep
PERMANENT RESIDENCE ADORESS - ¥ Saris o0
-
Sowe A akeve (062.9) La) Day
s Unempdsygec -W’M:m(m
TOTAL ANNUAL INCOME - Nﬂ Y > (Afzach Proof of Income) A
%2 wits s (v = W ) N
PAN No. I} Wl WHR =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
% s s s on t (9 TR NI WA W e e IR =T
FAMILY DETARLS <iam s
& No. Name of Family Member Age (Yoars) Geacer Relation with Applicant
L st € wged W oAm 73 (i) S %imm
) e lage r AAD (6
BASIS for REQUESTING ASSISTANCE (Tick whichawes s applicable)
sorm @ ol Sl s
BPL Card
(Astach Card Copy) w«cm» umg;:) w..mw
it ¥ N s e wd oy oy ITThE ST gy firind
(v v % o ufn seer w5t (s oy ot vew Wit wem Wy (7w o = v 3 el s
“PURPOSE" for REQUESTING ASSISTANCE:
wpam ¥ fed e fad . It
Sz, No. Medical Reporia/Prescriptions Attached
| wWs sevesreien ¥ Wi w1 o wfseey st sy
KL o 77)).
Z-% - T MAC
- Wi
Yary = D =
\!Ued W
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ trom OTHER SOURCES
¥ T ® ¥ W aw werew fs s vl B o 6
5e. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N e 30w W @ wf werwm v
o B8 SO




DECLARATION by APPLICANT. it DU www W,

1) | hereby confiam hat & detais in s Form e True 1o the best of my knowlodge. Any false stalement will render my Applcation & ongoing assstancy, if &
Latie for rpechon/eancelaton
2) | sobermrty confemn hat susistance. f recerved tom Koshis Foundation, will be used only for tha "purposa”, as staled in s Form, for which such assistencs

g = jeg By e
.“:':“:r‘r‘— Dt | hawe fot & v 2ot 0 Aaure, vl of roimbursement, in part or in Sl from amy othar sourceiomployeriinsurance company, of the
OF eCT T mSAlASCE & "eQUeIRel
£ won o € % = s £ 0t ot v feern 48 wee? € arpee e o Wit &) e W fomm o wer wee ww e £ oS e P 8w sl
28 on % s o et wnter”, 0 W ot §, anw e R stre @ i © fed e el o g e o s e

0 e wn f % fem w0 e owdw o of £ Tw of m e @ v o Tl e v fawde werd @ 3 W e # ol 3 @ o F o

AGREEMENT by APPLICANT (soles o0 %01

1) 8y aFuing my sionatte or humd Imprassion on this Form, | (Applicant) herety agroe & autharise Koshika Foundation and &'s Trusteos 1o
eseputiaNput-upineproduce My name, addross, pholo & detais of the “purpose”, for which such assistance is requestod/grantod, through any
madum, ndusng but not imited to verbal, prnl, electronic, for solicling donations for Koshika Foundation and/or disseminating information about it's
sctvilies/achicvoments. Such use of my pholo & detals can be made by Koshika Foundation badore o nfler my treasment or flfiiment of the “purpose”
for which assistance 1 being coquested

2) 1 (Applicant) further agroe that any such use of my name, sddress, photo & cetalls of the “purpose”, for which such assistance is roquestod/granied,
will nol automatically entiie me for receiving or continuing the said assistance. The decsion for granting andior continuing tho assistance wit rest sololy
with the Trustess of Koshika Foundation, and ther docision is this rogard will be final and acceptable 10 me.

1) W WV A R st W s v, § (svdor) s wrelt W) g e {0 Ceiibe it obe sen i W e won e i v,
o, wi ok w fewoe gu wen o wifen £, 3 “eifow” e e, o wwaw g Tctee @ ud oied sh yeedeed © fiek et @y e

¥ e et € Py afegn §@ woow fewe 3 prw ¥ el W we 2wt @ D e weder” v ol i b

2) # (srtcw) v8 W @ e 6 o o, i@ ol fee @ f woes ¥ agted W wis £ 9@ vw wee W orest v wom g e

“wifpn” g 7ad <ol w1 P affan sl wet v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
sricw ¥ pemat Wi e fo

I

AGREEMENT by HOSPITAL (wvwps DU 9)
By afling hereunder, signalure of our Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospial) hereby alfirm & accopt
1) ;hal we nofiher are presently nor will in fture avail of financial assistance from another NGO or any other source, for the same patiert/case, 3 we are
roquesting to get from Koshika Foundason, 10 the exient thet such assistance is granted by Koshika Foundation. If the requesied assisiance i not grantod
byxosnuanbn.mpmo:hu.MMWWKleMwNﬂmmmNGO«nwmm This
chnnnymmmmHospnuwilnouvnﬂm@oﬁu!eumtmlorlmumwwmauhwnwocwuso«mywm
21TmmMmmuFmdmhmmumm.mmamwmmmmmawwmwmm
patent, is based on the arangoement betwean the pationt & the Hospal, and is in no way influenced by Koshika Foundation. Honce. the Hospital wit

assume sole & compiote responsidiity of the treatment & if's outcome & sadety of the patient, and Koshika Foundaion will have 0o role o responsiiity
" tha matter.

vt sfegE, wwd ¥ ot @ sabid 5 Cwife st @ Niie woee g foadtn W wd £, fe wn veme) P g 3w v s v

1) %8 5 3 o whe ot o @ w3 fefs soen fed A werd vee @ Tt are el § e Shad f 9w o o B 99 e pst “wine s
" fevftnfed sw € waw o “wife esrtve” go e iy e b ok e wordee” g e el sl iy s o foe e b sre
o wm & g diem w el s W @ weeme W deen den v & o e F e wm o # fx wo fodn wee 7w oftesdd # Pl
¢ wwid wem w ferl s wer @ o Emard)

L "W wat W vl e e S vl o b B8 woweee g0 © of wor W fet o Tveusen w e o o
itumhwts&'tfﬁrtlm'mﬁtemwtﬁima\htﬂ':wmdv}rﬁ&mzwuktw#-m‘n‘tmﬁ
w1 o e Cwifne” o w e W faioh ot o B

RECOMMENDED FOR ACCEPTENCE
wight % g wdwpfy

Date of Surgery Dr. Ashwini i -

IHqholg (Name of Dr. & Regh, N, with Stamp) ™~
TS WY TRy T N W s s s
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ ®=iit® 3% ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2t west |

7 TAE

28.04.2018




