APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos “uka
. . ) 2 foundation
v & llojg 1465 arpucamomonts: ¢ [ o118 iy e
MNEUPUCT:  Q HAHEDD BF GAM “‘"""‘,&,"5“"‘ ';"""
R ABUL. HPSAN

SIDE: q POV Y
iS5/ 50 1 PIK TIUE KOG ,'u-:l.)anunun::.muumm |
NOKKTH ZN FRKGIENEBS, [ N

PERMANENT RESIDENCE ADORESS : wari sumguty wm

258 FHAAVE ——
OCCUPATION : Lnpf MAPR. MARRIED (Prefis) / UNMARRIED (fvedi)
TOTAL ANNUAL INCOME {Aztach Procof of Incama
w3 afte wm NI L .
PAN No. ¥a1f o0 Wl x
ARE YOU AN INCOME TAX ASSESSER (Tick whichaver I8 spplcabia) Yes Ny
w1 % xm oW on t (R o= o W W P e ;':'na
FAMILY DETAILS wftart Freom
St No. Nazme of Momber Age (Years) Gencar Raistion with Applicant
9 W me ¥ T T (f) fin ooy ¥ WU TN
AT AUTA R eﬁgg % o 7 UG AL
J L ' | S
o I DOAR] A0 2% —h%\.‘ i o

for REQUESTING ASSISTANGE (Tick whichever 1s sppilicabie)

méMMm
8PL Card EWS Cartificats Raton Care Anry Other
(Attach Card Copy) {Attach Certficate Copy) {Amach Copy) Bav sy Prool
wid ey 3 IR W W s vl ym v e =il npere s
(var vn %) e ufe v wh (vaw v &) o o e wh (v §1 9w 5wy sl
“PURPOSE" for REQUESTING ASSISTAKCE:
woren ¥y et W e W v
S« No. Medical Reports/Prascriptions Altached
w5 woa ~ sesevaten § wl o) of siden el Wam
I 12TFGPOEE - LI‘ qREee 7 - [ F

z I T 7 )
| SO mErY- lgls,zcww”

ANCE BEING AVAILED for SAME “PURPOSE™ lram OTKER SOURCES

ASSIST.
g % e 5% wma e s v @ fa v W
S Ne NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥4 W 5 v W W w i wyme v




DECLARATION by APPUICANT: sadew §u wven sx:
mm.zmmumnmr«mm True 1o the best of my knowiedge. Any talse stalement will ronder my Application & ongoing assistanca, ¥ any,
Labie

rejectonicanceliston.
2] | sefemnly confirm (hat assistance. |f racaived from Noshika Foundation, will ba usad only for (he “purpose”, as stated in (his Foem, lor which such sasistance

was reguesiod by me.
3) | heraby confirm 2l § have not & will not in futies, avadl of reimbursament, In part of in &, from any other source/employerfinsurance comparny, of the
for which B¥s ssesiance is requesied.

Nicmsm{Frneiidd oot isgmmumMb R g s midd e e dsssd b
)t e @ ares ofn “eioa vt H i bR R S HE Bl m i dmwss A womw )
3)  ofe wmx € fe Faw woew f or wede @ of §, v oft @ e w wen five fed s dvfrdaoda el @3 2 e £ ahd 0 e F o

AGREEMENT by APPLICANT (snits ©U 00

ummnymummmmmrmawmnwammmunmﬁau
ust/publishiput-upireproduce my name, address, phato & detals of the “purpasa’, for which such essistance is requestod/granted, Bvough any
medium, including but not kmided 1o verbal, print, elactronic, for soliciling donalions for Xoshika Foundation andlor disseminating formation about Ir's
scuvilesfachiovamants, Such usa of my pholo & detads can bo made by Koshiks Foundalion balcen o aflar my trestment of fulfiiment of the “purposa”
lor wiich assistance Is being requested.

2) | {Applicant) further agree that gay such use of my name, address, pholo & details of the “purpose”, for which such assistance is requested’granted,
will not awlomatically ente mo for roceiving ce continuing the said assistancs. The decision for granting andior conSmuing the assistance will rest solely
with Ihe Trustoes of Koshika Foundation, and their decision ks ihis regard will bo fnal and accoptadie to ma.

1) v R W e @ e S o e, (i) SRR e W) o e o Csifn ity adt aed codd ¢ o afig s v do W,
wu, vtz it 9 fvees o oo of e 4, vl “sifow® oy ol o, e gt gt @ gl il st raded @ fird fed @ v wem

¢ yufts wid ¥ S ey b W e W e # pma @ wd @ o s @ fieg Csifoe wadet v s afeg §

2) A (avivs) woer & wa { % o o, o, 93 ol foe @ B woes § wgted @ uftle § 52 v wose W veor o vom o v

“sipa® gy ved wfed W fiedn afen abe wevnd v

APPLICANT'S SIGNATURE OR LEFT THUMD (MPRESSION :
wivs ¥ yeow § oigd W Pom

| e
| AGREEMENT by HOSPITAL (vwTd 00U %T1)

By alflring hereunder, signature of our Autharised Signatory for recommending s casa/patient for financial assistancs from Koshika Foundation, we
{Hospital) heveby affirn & accep! folowing:

1) $hat we neilher are presently nor will In futwe avall of fimanclal sssistance lrom anolher NGO o any other sowroe, for the same palienticase, as we aie
| tequosting 10 get from Koshika Foundation, (1o the mdent that such sasistance is granted by Koshika FoundaBon. U the requasiad assistance is not pranted
by Xoshika Foundation, i pant of In full, then the Hospital reservas itU's right ko make up e shorttall from ancther NGO or any olher source. This
coalrmation easentially stales that the Hospital will not avad any dupiicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance fom Koshika Foundation Is only financial In nature. Tha cholco of the treatmentprocadure advised/conduciad by the Hospital on the
patien), is based on tho coangement between the patient & the Mospital, and Is in no way influencad by Koshiks Foundation, Hence, the Haspiial wil
i-w.mmcmmdmwanmsuwaumummumnmum
in the matiar,
| vet sfrge, vand W iR AT 3 e et 3 R e i fed 9 w6 8, Ral ve (ree) B el e sdeaovad

, 1) ur f 3 8 ey obe v @ wfas o fiefim wpres fell el we u el ses wle € v Slasd T w Rl u 4, ) O e Caifw woRmt
# feefileds yo & waw F "= srdne” go e iy % & R “olf wrtm® oo veer el Sfeeee i w5 9 e o S

l fosh x=x Br woesd wiom W Pl o Wt @ s #Y W sfess e s 1w g § we vn e 1 e ave e ek et i A

. i sl wew @ Meall 5w W A vt

, 1 “wipm w4 W of wien v Nl vl @ 4 S v oo @ o war W el v el W e O O veea

'ti‘hlmwtm‘mm'mkﬂmu«mﬂhmmiﬂimw#ﬁﬁﬁ-ﬁm"ﬂﬁm

| o virh oy Wit 9 i fen @ Pestod ou ot F B

RECOMMENDED FOR ACCEPTENCE
gt % forg ey
Dste of S 127 G
C .2 NO0.-60578 (Name, Designation & Stamp of Asthorised Signatory
R hg‘:% a0tk Stammpalre on behalt of Hospital)
it i e S
FOR INTERNAL USE of KOSHIKA FOUNDATION  &aits 9541 ¥
SIGNATURE of TRUSTEE | SIGRATURE of TRUSTEE 2
E T | gl R 2
| /27_04/?4

28.04.2018



