.__citloalpov

APPLICATION FORM FOR ASSISTANCE (Healthcare) KO~S hlka
Heram By AT Wey (TmTT THOA) Sy
oundation
i ) RO oA -~ ] ] AL
NAME of APPLCANT AGE-YEARS W% | sgx fex
e @ T —Tuls, Zo 8
¥ :
e w = . NOY\C{)’\ ((_‘L,(,
l_\ﬂ%( PRESENT RESIDENCE dmudtw
g 1o < =
Vet 0f ., Pogtof
0412 “Tol
OCCUPATION : (qboqma, um&/Mrmo(M
TOTAL ANNUAL : Attach Proof of Incoeme
[ PAN No. Tf wm WER N B
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is spplicable): Yes
g a9 SN W om § (R w N Tm W wh w A e o A
FAMILY DETAILS wftue fope
. No. Namw of Family Member (Yoars) Gender Relation with Applicant
wN H ot ¥ o ‘ru(ﬂ) filn aies € G Ty
X Yinod ST\ | &) S
= Y:in/y R X3 ™ So
BASIS for REQUESTING ASSISTANCE (Tick whichevar is appiicable)
o w ok i sn
BPL Card EWS Certificats
(Attach Card Copy) (Attach Certificate Copy) 4&%) ""?o"""
Wi o W AW g Ty e e wl g oy T wré i
(W  w e ol e wh (v T ¥ o v W (v 1 @ wrw A WL .
“PURPOSE" for REQUESTING ASSISTANCE.
oo ¥ 5w fed W e
$e. No Madical Reporta/Prescriptions Attached
¥ t ST @ wh W v ufvker @ Wem
2 ! t/l'] 2 _— KL " TMSC
— (t - PP
V'
o
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
¥ I W i W s werem fedt o vy @ e v w7
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
S W 3 R W T i =f sm ot
= QC EfH
‘ —
e ————————— ct— C —




CECLARATION oy APPLICANT ®WTX T0

e ™

'\IWWMGMnthmTMbMMde Mymm:ummvwaam
sapectonscancelaton,

Satye for

2} | solaemnily confien hat assistance, If recesvad Som Koshial Foundation, wil be used ooly for the “purpose”, @3 stated In this Form, for which such

wis reguesied by me.

33 | hareby confiren that | have not & will not i future, avadl of remBbumoment, n part o in 1UR, fom any other source/employerfinsurance company, of the

for which this sssistance i roguested

1) ¥ v wor { e 1w 4 RE o ok e O el ¥ st o o o Bl o e o W e ww we € @ A upe o o w wed

2) %t pu % wrm o “winw skt 4 o w o # aEe i T st o o ¥ e fem wie, @ W wer F wo e b
5) ¥ e wom { B faw werem ¥y o wde @ wf B ow ofn e s w e B el e diafiewdn wed @ o e £ deor ) wies F b

. AGREEMENT by APPLICANT (sodte m0 $U0)

1) By a¥xing my sgnalure o humb impression 3y this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and £'s Trustees %
Use/'pubishiput-upireproduce mry name, addruss, photo & detais of the “purpose”, for which such assistance is requestedigrandod, through any
modium, nchadag but ot nited 1o verbal ornt, electronic, for sclicting donations for Koshia Foundation andor disseminating information about if's
BcOviles/achievements. Such use of my photo & details can be made by Koshika Foundalion bofore of after my treatment or fuifiiment of the “purpese”

for which assisiance is being requesied

2] | (Appicant) lurther agree that anry sach e of my name, address, photo & details of ihe “purpose”, for which such assistance is requested/grantad,
will not avtomatically entitio me for recaving o continuing the sed assstance. The decision for granting and/or continuing the assistance wil rest solely
wit the Trustons of Keshika Foundation, and thair decision is this regaed witl bo final and acceptable to mo

1) T W ST v o ey owuen, § (aotty) wvE wee Wt g won { o it st s v el ) sfioge won f B g0 o,
o, 90 o % fewen 1@ o s ¥, @@ Cwiow” o i, o8, wee qet ke O gl i st susdeed @ fird faslt o s s

Wyt wrd ¥ S sfen B St ver W fenee S opee @ wH @ W @ @ e twife wedet v ol sl §)

2) A (sobowy wown U wee f S0 w9, w2 she feeer o B epon ¥ agted @ wfin o e e W v o e ol o

“wifrv* v vo ufed W Pefe sfis o wepet v

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION

srite ¥ wenwt W St W e

( w,u ' X715
ﬂacﬁ"

AGREEMENT by HOSPITAL (ywmm gu wot)

By affixing hereundear, signadure of our Authorised Signutary for recommaonding this casa/pationt for financial assistance from Koshica Foundation. we

(Hospital) herelry affiem & accept following

1) that we nelther are prasently nor wilf In fubare bvall of fisancial assistance from another NGO or any other source, for the same patient/cass. &8 we are
rsquesting %o get from Koshiks Foundation, 10 the extent that such assistance is granted by Kofhika Foundation, If tho requestod assistance is rot granted
by Koshika Foundation, in part or in full, then the Hospital reserves if's right 10 make up the shortfall from ancther NGO or any other socrce. This
confimation essendially states that the Hoapital will nol avad any doplicate assistance for the same patienticase from any other NGO or any ofher source
2) The assistance from Koshda Foundabon is only financal in natuwe. The choice of the rosimentiprocedure advisediconducted by the Hospital on the
patiend, &5 based on the srangement between the patient & the Hospital, and i3 in nd way infiuenced by Koshika Foundation. Hence, the Hoapital wil
assuene solo & completo resporsibility of the veatment 3 It's outcome & salety of the palient, and Kostika Foundation will have no rolo of responsibiity

In the matier.

wt sy, peaw ¥ sl 3 ol Ed W “sife s @ el e g fewrie W ot ¥, el v (o) e et @ w w el v

1) = 3@ wher b ) wfe F i soen el § sl s W el w e E e ddeoet F W w @ o B R o Csitfes St
% fimfmfede sm € v F “wifpn st ® po soctg e b ol Cwifive sndeet go s el sfewen iy weg ) fow e £ R sesem
fah ww & e e @ faslt w0 S @ T B W sfue o vem b v e F wee e w € f o ity wer v Sdapos iy et

fr wowlt W W fet W= A O ) SRl

2 “wifew wrster® 5 o8 ol sevem e Rl ugle o & O v v g € ol s @ e ot aveusfew W g S of viawe
® Wiw w vy § shwifs st oo Bl e e o T ) i veree o O & peoe goe sbt s et o Wl Pedod 99 of o

w) vt sl “witre” W W e W festod w ot € = ol

N

RECOMMENDED FOR ACCEPTENCE
=it W forg s

W\

\oq\\o (Nugi@n SRegr Nb. m

3 ey K

X -
o8 r C CF\(
(Name, W&dem
bohalf of Hospifal)
o, Sm!*m:ﬁwm

FORINTERNAL USE of KOSHIKA FOUNDATION  Wrsits v 1

SIGNATURE of TRUSTEE 1

ol ye |

SIGNATURE of TRUSTEE 2
e . 2

/3

7

/};34/9;

>



