APPLICATION FORM FORASSISTANCE ~ (Healthcare) Koshd@a
weTam ¥ STAZT WS (v ) " foundation
mu; Kl 1012 I 1394 wm: Oy 10[18 Riing bloch of bla.
: mmaslg—ﬂ SEX fdin
m":’n AMIN HO&UF < M
o PRESENT RESIDENCE ADORESS Tha <
i |

o S R
\!' ‘ ¥ ! ! -
: = I-\‘\. ""Ljn

PERMANENT RESIDENCE ADORESS : 3t 30T0iU Sl
— = W 2§ YAV 4
SECUPATION: AONTRACT LABBIURER. whvacd () 1 unuaRRIED (sfvate)

AR
TOTAL ANNUAL INCOME -
xe s P38, 18007102 0, £00)- Heewe e
PAN No. T3 &7 WG
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applcabler Yes 195
8 3% 5T wt vw § (W = R TE W R0 W Ao aet W/ W
FAMILY DETAILS wftmt fyams
S, No. Mamber Age (Years) Gandar Raiation with Applicant
% WA me ﬂ(d) P’ ® WY
T, = [T EEI_‘E? ’5;. gﬁz?_‘——
% S (h?IH 1AL §A 7 [N
“ R ' “)%. o
e d 5 :
~N M STV INT
= )2 S Z DR
BASLS for REQUESTING ASSISTANCE (Tick whichaver 13 applicatie)
werem % fd P aman
BPL Card EWS Ceruficats Ratioa Card Any Other
{Attach Card Copy) (Attach Certificate Copy) {Attach Copy) BasisProof
Tt ¥ sy s m vl v o TR = Wi ww
(vem ¥ e ¥ e st (v w1 o) ww ufd e Wy (¥ 71 ) vy ol v W
*PURPOSE" for REQUESTING ASSISTANCE:
mhﬁﬂﬂwm
e No, Reporta/Prescriplions Attached
Y W mtﬂdﬂﬁ«ﬁm
T DI NEA:- CHABRACT-LE
L T 1) /4 Y 2 S i B S A LG, 381 oY A
& = - > 4
ASSISTANGE BEING AVAILED for SAME *"PURPOSE™ troen OTHER SOURCES
W TR ¥ R W aR wen el s Wi R o W2
e No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARLED
¥5 WeAl T v W N wit =uf wwem vl




DECLARATION by APPUICANT: 3rite §o Sives wa:
1) 1 hereby conliem thal ot delals in Bvis Form are True (0 the besl of my nowledge. Any faiso statoment will render my Application & crgoing assistance. ¥ any,

badie for
2) 1 sslemedy confim that assistanca. If roceived from Koshila Foundation, will be used only for the "purposs”, a3 stated In this Foem, for which such sssistance

was requesiod by me.
3) | heroby confams that | have not & will not in future, svall of reimbursement, in part or In fdl, rom sny oher sourte/employerfinsurancs compary, of the amount|

Jor which this assistance is requesiod.
pldmesp{Sumifamdimfowidammmumti R e mtd D we s b
2) 4t oo @ wrem o Cwirer s, o o m et 4, e Teehe v wte ) 3 At e wim, @ o o o wo o )

3) & gfe woe { fv fam wowe 13 o5 ke 9 o 4, 50 ofn W T w v e el e et el @ 1 e f sk v ) o Sl

. AGREEMENT by APPLICANT (sshow 00 wot)
uoyMquMammmmmbmwmwwammwmnmn
vse/publahput-upireproduce my name, address, pholo & detais of the “purpose”, for which such assistancs s requested/granied, through any

medium, Ingluding but nol limitad 10 verbal, prinl, electronic, for soliciling donations for Koshiks Foundation and/or disseminating information sbout it's
aciaatiesfachiovernonis, Such use of my pholo & detals can bo made by Koshika Foundation beforn or after my treatment or fufiiment of the “purposa”

for wiich assistanca is boing requested,

2) | (Appieant) further agrue thal any such use of my name, address, pholo & delads of the “purpose”, lor which such assistancs is

wi not automatically entile mo (or recaiving o continuing the said assistance. The decision for grasting andior confinuing the assistance wil res! solely
wilh the Trustees of Koshika Foundation, and thelr docision s (s regurd will bo final and acceptable (o me.

1) v v st vt w aed WY e, 2 (adw) e w9 ok s w Seifre widder d R it W) e e e o 1,
v, i oy W feree g v € i 4, et qey o, ©R, e el gt O g viielied b weefend ¥ fled el @ vt e

2 yafts = ¥ Sy wfege 818 wor w fraw 3t e @ et w or A e @ g Cedfee sudve” ool e b

2) 4 (slbcw) W own @ wrer 05 do we, o, ob2 ol freen @ I wese ¥ agivd W e § 52 v o W weor T vemn e o

*wfvw” oy e fid W fidde affim ol werend dim

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
apicw ¥ yow w 53 w fam

| AGREEMENT by HOSPITAL (wisast pU %01)
By affixing hereuncur, signature of cur Autharised Signatory for recommending (his casespationt kor fmancial assistance krom Koshika Foundation, we

{Hospital) horeby afinm & accept following:

1) that we neither are presently noe will In future avad of financlal assistance from anolher NGO o any clher source, for the same patienticase, 2s we o
| requesting to get from Koshika Foundation, 10 the extant thal such assistance is granted by Koshi I the requested assistances is not granied
‘ by Koshika Foundation, In part of In full, then the Haspital resorves It's right (o make up the shortfall from another NGO or sy cther source. This

confirmation easentially states that the Hoapilal wil not avall any duplicals assistance for the same patienticasa from any cther NGO or any other source,

2) The assistanca from Koshika Foundation is only financial In nature. The cholca of the treatment/procaduro advised/conductad by e Hoapital on the

patient, ks based on the arangement between the patent & the Hespital, and Is In no way influenced by Koshiks Foundation, Hence, the Hospital wil

sssume sole & complete responsility of the Ueatment & it's outcome & salaty of the patient, and Koshika Foundation will have no role of responsibiity

In the mattes

vt sfuge, vered ¥ 208 i W Cuit st 3 Ml wosn 1 Andtn o =@ §, el v (ve) B vl S v v

| 1) w75 39 win odr 1 W) ofew o el o el A weel sheot w fedld s vde 3 v Olwwd 7 w A a4 & e st et
' W Fesfmded v9e ¥ wae 1 “wifrw s po ety b ok e et oo wee el sfesen By W S am | @ sen
| ot = & srerd v I o v @ wwes W W afeen g vem W e d W o won § e s e v sw et iy Tl
I

& wred wre @ fed w= we 4w el
1 *wfpm yem® 1 W o seen e fafiy g @ § SR S v oo 9 of vew w el ol e W e O of veen
€ x W fovn § ob “oliow yrdea” oo 8 v w o von o & poled wen 4 89 2 wve gow sl snd ) @ wd fedod O o v

;ama-m-uaam-w‘-waww
. RECOMUENDED FOR ACCEPTENCE
|

widt & fog daqh
BTN s (57 Pl
& e b P00 NO.559008 (Naree, Designation & Staomp of Authorised Signatory
6”4,!0 [ [Naine of B S.Regn. Mo with Ssamp) : 2 oa behalf cf Hospital)
TRERIFARIN N u W v g sl
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ axfis v i
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
T PR = TR 2
Q‘M'?r] /Q7'°4/?~
— -'[ q—

28.04.2018



