C ,teloqlom‘

//

APPLICATION FORM FOR ASSISTANCE

(Healthcare)
(rvag TRV

K ¥l

foundatios

T N[ow8Jocay e I ——
NAME of APPUCANT - . AGE-YEARS 579-3% | sEx fen |
M w T“‘QQL'LOV?YI 2 | 1
FATHER'S/SPOUSE'S NAME : c L
e Dle — }25% %ﬁﬁ:
PRESENT HPEETe WE
[ Wand Fagasuys  Jeb- mat
Ph - Lot J
RESIDENCE ADORESS : Vaf it 98
Came a\ I 052.3)01 I %
o Hoauws ey MARRIGS ) | UNWARRIED (Fefen)
TOTAL ANNUAL INCOME - (Aftach Proot of income
e wis sm NP (muwi{n)’ NA
PAN No. Suw
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): You / No
w5 SN W oA € (% W n o woan W e ) :1. =
FAMILY DETALS witarr faerw
Sr.No Name of F amily Mamber Age (Yesrs) Gonder Relation with Applicant
w9 offan & & AW 25 (w) iy W Wu e
. dlenctsa e ot | Hubloouad .
~
2 TVone* G 23 = Bg.uﬁkl\_x___’
kv M¢'5L e TV T on
e e e = T 44 CO7L
S Wah‘: Z) I Dmg};m;__
o Yo = L =on.
Y S A or REQUESTING ASSISTANCE (Tice whichever is appicable)
wooe ® fd foefa s
BPL Card EWS Certificate Ration Caed Any Other
(Attach Card Copy) {Atach Centificate Copy) (Amach Copy) BasiaProol
wid ta & Ay W == 3% wi yam Tndey =i eagereiee
(v wy ¥ wa o W wh (wam s W) wou ¥ Sy W (v o o w0 s W

“PURPOSE" for REQUESTING ASSISTANCE:

weam ¥y Mol wi fed W e
Sr. Ne. Medical Reports/ Prescriptions Attached
FN W ssmeTien % wh ¥ nf sty gt Wem
N ° 4" — 1IhC
J - ——in
uyYQe » -— l@] b,‘:A + T
(/¢
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
wﬂtﬂii\ﬁﬂmkﬁmw*hﬁmﬁ?
Sr. No. NAME of OTHER SCURACE AMOUNT of ASSISTANCE BEING AVAILED
¥H WA 4 W W W et nf weqm o
- SC B W




N

DECLARATION by APPLICANT. #9its 50 s w1; y
1) | hereby confinm that alf detais in this Fom are True to the best of my knowledge. Any faise stsement wil render my Appication & onQoing as:

kable for repection/canceliaton
2;lmmmmm.«mmmwrm.nuumwyhorm'.uumnmmm.wwmm
wis requosiod by me
3)-mw,cu«mmnnmnuaunanw-.muummnpmomu.mmmmmmmcmw,dn
for which thes aasstance is reguesied
1) & vy wem { e o e 2 fed wt ol feern 49 wend & soper we o WA ) o s fewe e ae ww e | A 30 seee Foa W
1) % e % woen ofn “wifee b, @ o w o §, T v 3R st W) @ Ol few wde, @ owes § oo b
5 !-,‘vm(‘tMmq'ﬁddt,uwwm‘mmhtwMMdnuhttaﬁmivl

AGREEMENT by APPLICANT (saiee oo wut)

1) By affixing my signature or thumd impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundasion and It's Trustses fo
usa/pabishiput-upiroproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestodigranted, theough any
nmn.mdudmgb.nnolmodtombd.m.mmmmem:hWnmewmmwm
mnwmmm4Sudtmdnwm&oowsmmewﬁmmwawmym.mﬁuNMMoln‘W'
foe which assistance i being recuesiod
2)!tAophcml)M\h«ngranaxhwolmynm.ddmu.M&mndm‘pum‘.wmwnduu\ccammwmoo.
will not sutomaticaly entitie me for roceiving o continuing the said assstance The decision for granting andioe coninuing the assistance will rest solely
wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable 10 me.

1) T8 T 5 v renet W s W e mee, § (wdee) mel el W) e wom o “wifon wrftne sbe v sl " o afen e { e 4o em,
v, Wi ot o fevre gu wen o wier f, @ “aifve” oo s, o, wvam T st @ g8 ol st aoefend € Bt R o e e

A vkt wed & Ty o b S won W feam 4t e ¥ e W e @ wd o e twife wder” v sl s

3) & (svboe) 10w @ w6 0w, e, o o fewr @ A e ¥ acted 3 il § 3 v woes W re SR e T e d

s qry ywd el W fig afw 3@ el v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sobow ¥ viowt @ A W e

. *.‘(;‘v' o

AGREEMENT by HOSPITAL (wwa= DU ST0)

ByMmoohomnou.wmnofwmwwmwmmmwmuw.lmmmchnfwm.m
(Hoapital) horetry affirm & accapt following:
1)Ntwmtﬂummﬂywnthﬂdfnmmmmm«onyWW.brusamopamuau.umm
requesting 1o get #om Koshika Foundation, 10 the exient that such assistance is granted by Kostia Foundaton. If the requested assistance 18 not granted
by Kosghika Foundation, in part of in . then the Hosptal reserves i(s right to make up the shortfall from ancther NGO of any cther source This
mxmmwymmmmwwm-mmmwumwmmmmwaMNwamyw;am
2) The assistance from Koahika Foundation is ondy financial In nature. The choice of the ireatmentiprocedure advisadiconducted by the Hosptal on the
pationt, i based on tha arangement botwoen the potient & the Hospital, and s in no wary Infloenced by Koahika Foundation Hence, the Hospital will
sssume sole & compiote responsdiity of the troatment & it's outcome & salety of the patient, sed Koshika Foundation wil have no role or responsibsty
In Hha matler.

vt e, vouwd W) it @ b W Cwifm v ¥ feim e By frefn o) wd § fed v () P v R WS o e et b

1) or f o whes oby v @ e o feft e faald St wrerd e w el s wle @ v DRt d ) w @ o 3 & T e Ceifon W
¥ fewtn/ ey v % v A “wifre wwetne® o aee by e ot e wortr” oo wee Tl sl £ eogt ot fon e # A s
fand = & eeid e @ el e wawen § wes B W s e T o g O s e e | seaes folm e v ot iy fed
A ward sem w fesh s wwe § ot Emabhy

3 “wifow v W o of wemm wun fufrn ogf 8 ) oF 5 v po @ of vy w St Tveusfen W 9 o seaEm

% v w fevs § ol "o et ol e w o v o § ik woven F 0 ¥ pew e ol et et ot wd Pdel g pe
Th ' A

w1 it obt “wifrn” o W g w fecto wowed Tt el LN %
nscouu:no?roau:cerm <SS \:_3
. ‘1!5'" m / ' i 'J""/'. =
e e -~ = v =4
Date of Surgery MBBS MS FICO / ,/;// =\ ‘@« ) 5y
m&m Reqg No. 86028 W/ \‘_':s,ﬂ < J r\'/
- TR rvversscionin s oo Tk | (Name, Designation & Stamg’e d Sighatery
J'}lq ,”018 {Name of B B'Regn. No. with Stamp).. on behalt of Hospltal Vet ="
TRINWITaRIfl W 1R R A
FOR INTERNAL USE of KOSHIKA FOUNDATION  727% 798 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
5 e | o VR 1

y JAT

2L

28.04.2018




