ciginlvo¢s

- v )

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika

o e ( ; foundation
ot b V,"\B\O’}GB O A
ST Diweday Sk,  [Eem ATl

FATHER S/SPOUSE™S NAME : fZI/,hVCC'f gm&‘,!q

sy =
" PRESENT RESIDENCE ADORESS W= 3wwra o
erw b
o Presp  fotep
PERMANENT RESIDENCE ADDRESS : T4 3uraIs o
Same _a) ahove 0}6}]9«:1\&&" &XL
_L_melm,wd AR (ReEi) | UNMARRCED (v
TOTAL ANNUAL INCOME :
s N# o e vy, A
PAN No, W
ARE YOU AN whichever (s apphcatia): You I No
wmmwmi(dwﬁwuﬁummc - S
FAMILY DETALLS wfitwr fome
. No. Name of Family Memoer Gender Relation with Applicant
w4 W ot ¥ W ?I((Yg)" fitn e € BN WAy
T Romiesh &Y -3 Lot
oL Fin? 21 QO [4 ’Jibjé}ka
= € Eagu Z3 ™ <o
7] Km‘(? 4 & [~ %ufrxkﬁ
=9 Hok 7] * S
or (Tich whichever 13 epplcatie)
wren ® el el s
BPL Card WS Cortificats Ragon Card Anry Other
(Aftach Card Copy) {Anach Certificate Copy) (Atiach Copy) Basta/Proof
wid T ¥ N = am vl yaw e v v sk
(W v o o uf s wh (v ¥ wew o sy wh (v v W) wu o v s
“PURPOSE" for REQUESTING ASSISTANCE:
wm 11 fed 1 el W gt
Sr. No. Madical ReportaPrescriptions Attached
wN W s A T ¥ nf e ol v
Rt = I nhXC
[T =T Xk
Suaﬁ—@&‘q F I
ASSISTANCE BEING AVAILED f%or SAME "PURPOSE" from OTHER SOURCES
wmihdﬂwﬁd«ﬁa*m'um
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W wen 5= ol W o wf wwm o
J- Hp{{l'




DECLARAYTION by APPLICANT; 8t B0 wvw o

mmmmmduusnm Fonm ace Truo 1o the bast of my knowladge. Any lilse statement wil render my Application & orgoing ass,
Kable for re}

m|MMmmm If recetved from Koshika Foundation, will be used cedy 1or the “purposs”, as stabed In this Form, for which such
WSS roquesied by me.

3) | heraty confm that | huve not & will not in Riure, avall of reimbursament, In part of in Au%, from any other source/mployedinaurance company, of
for which this assistance is requesied

1) ¥ v w {  vm wer d RA ot vl Peere 30 ol @ e we ol W ok S fewon o wer e o wn | 8 50w P @ w

3 #gu % vour o ‘wim v i e it am T sl e i e MR e i, e

1) ¥ g woe 0 fom v £y o sy o of £, o oy W wite @ e e Tt ops dafrdeneda ol 3 5 0 fow € allon @) Wi 4o
AGREEMENT by APPLICANT (mees oo &0

1) By affang my signatura o thumb impression on this Form, | (Appiicant) hereby agree & authorise Kostiios Foundation and it's Trustees S0

Uae/publish/put-updreproduce my name, address, photo & detals of the “purpose”, for which such susizlance Is requestedigrantod, Bwough any

mediom, incluting but not limited 10 verbal, print, elecironic, for soiiciing donations for Koshika Foundation andfor disseminating information about it's

activibenfachivvorments. Such use of my pholo & detalls can bo made by Koshita FoundoSon baforg or after my troatment or hifiiment of the *purpose”

for which assistance i3 boing requasted

2) | (Appicant) furthor agroo that any such use of my name, sddress, photo & dolads of the "parpose”, for which such assistance Is requestadigranted,

wil not automatcally entitie me for roceiving or continuing the said asststance. Tho decision for granting ancior continuing the assistance will rest solely

with the Trustees of Xoshika Foundation, and thelr decision Is this regard wil be final and acceptable o me.

1) B v w aet wt @ fed o) ue e, @ (alew) wed wref o g e { g sl wtes o wR iy W e o 0% o

v, w2 abe o Poers yuowe o wiee € o e g e, o, weow (et ke ¥ g ofiled ol senfed @ it el ) e e

W wador wrd o g adwr §1 0 vy W feere Ot pem ¥ W w e % el @ e “sifee widoy v sl sl

2) & (i) wown & vene f e v, o, 9 abt Ty of 0 woes % kel @ wils § oo oen: s W veor W v W vy o

*sifew” oo Tee wfedl w Pl sl ol woesd v

APPLICANT™S SIGNATURE OR LEFT THUMB IMPRESSION :

wity ¥ waw W 53 W W ~ C )
'3!5}{ k"l’?}’z

AGREEMENT by HOSPITAL (wsvse pu &%)
By affuing heroundes, sgnatre of our Authorised Signatory for recommnending this case/patient for financial assistarce from Koshika Foundation, wo
(Hospital) heroby affem & accept folowing:
1) ol we nailtvtr are preseatly nor will in Rture svel of finsncial assistance from another NGO or any other sowrce, for the same patient/case, 23 we are
requestiog 1o get from Koshika Foundation, 10 the axient that such assistance is granted Dy Koshika Founcdation. If e requested assistance i not granted
by Koshida Foundation, in part of In full, then the Hospital meorves X's right %0 make up Bo shorttall friom anather NGO or any othee sourpe, This
confirmation ossentially states that the Hoapital wil nol avall eny duplicete sssistance for (he same patient/case o any other NGO or any other source.
2] The msistance from Xoshika Foundaion is only inancial In nature. The choice of the Mestmerd/procedure advisad/conducted by the Hospial on e
potient, s based on the armangemaent betwsen he patient & the Hospitel, and s In no wary Influsnced by Koshika Foundation. Hence, the Hospitel will

25sUme sole & complads respooaibiBty of the ¥oaiment & s outcome & salety of the pationt, and Koshiha Foundation will have 10 role or responsiitity
n e matior

et o, remuft o ol @ Seed o “wifve eyt 9 fele T oy foradte of it £, R 1x () %=t v @ s e dlie owak
1) W e 3o whoe oy o e F Ay gpes sk & gl e w A0l o wle d T SRt ¥ AN w o & 1, 3 I el e st
o Bl e ¥ v d Ceifen wrdee” po w2 e ) ot Cwifow wordtva” po woes Tedn afseres B vt vt few e 0 s
et o owd v w fesd s et o weee @ W afoer ot Tom o e F R v wom £ A oo S s v Stk iy ek
b ooed sfvm w ferkt s ey 9wt Yy

“wfe v d W of wese e Aty o o & 94 o vevew oo of Sy w fet v avaediee W oy o W
% dw w fawn § ol wtiow st on I vent @ S qwn o i vman J 99 9 v e et Wi oY
o o Ceieg T ) w o © fystol wr e ¥ o B

RECOMMENDED FOR ACCEPTENCE {
whyh ® frg wafr Pl
Date of Surgery Dr. Ashwinl Kumar o
shim < vl W MBBS MS FICO év/
Reg. No. 65028 ! Name, Designation & S euthg
QSMNQ (Name of Dr. & Regn. &m) on behatf of Py
T W WY i) uawmmm
FOR INTERNAL USE of KOS?RKAFOUNOA"ON WA IR
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
TE T | s TR 2

- JeAE

>/

L

09.08.2018




