CLBJHloZlB

// APPLICATION FORM FOR ASSISTANCE (Healthcare) KOS hlka
HWeTam By STEATT WEY (v Suw) e dstion
oundation
APPLICATION No, ! ’ T
st vom V\“‘B\Nj_»s . p{n] St
NAME of APPLICANT : J ~1 l AGE-YEARS %-¥¢
baaadhoh JUF(D.. —J';? A e
FATHER'S/SPOUSE'S NAME: O
Rvers W T8 '-",C %OMA(&‘Q‘LM -
PRESENT RESDENCE ADDRESS _Wiw sowry w4 T Kiavi Mbvo r
I 7Y 5 T % 7Y M 7 7 A EA K L fre of fotg
RESIDENCE : VOt Sewae W _ 1
7 B 8 WS 5TV W (0835) Heera doghs
icg'mm: W”"WG’ MARRED (Prfi) | UNMARRIED (v
TOTAL ANNUAL INCOME : ! (Astach Proof ¢f incoma)
@ wits =w NA Cww e vy, NA
PAN No. TW{ Wil W
[ARE YOU AN INCOME 'me'mnm Yeos | No
v A Wt ow § (N v N T wh W Aen e o/ "
FAMILY DETALS st figrw
™ Nama of Family Member Age (Years) Gender Rolation with Appiicant
¥ qo o ¥ O W (wl) e AR ]
I Kol d T ofe. F %
;X Telan .. = =F PASTIVCI Y ETE
~t! o 3 TIALA 49 [~ J____hauaides
“ | 7T % ™M =T v
3 LN AT 1] E “alghidd
[0 eal yxd [l RYA5"
2 st A i) Son_
X Bl ndag. a0 m <o
BASES for REGUESTING ASSISTANCE (Tick whichaver 1s applicabie)
woum W fird fafy s
871 Card
(Attach Card Copy) (Attach Corincas Copy) (Adiocn Cop Beaprost
i) tan o ANy vy uey 3ew wf yam T e v w1 ¥ e
(e W e o ey st (v v W Wy ot v s (o o ) v o T oWl
*PURPOSE" for REQUESTING ASSISTANCE:
w1 et A W
8¢, No. Medical Repocta/Prescriptions Attached
¥R HER st ¥ ol € of e g
kE — VI
& — HIAC
Suh.."m —— 4 - Y3 e 7Y
(I Sl
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W I ¥ vy o e wyre fed s vl W few v @2
8¢, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lk s v W W * »f soua okt
I C{ER




DECLARATION by APPLICANT, MHiTs B0 Wivsr T .
1) | oty confirm that o detads in this Foem aro True 10 the best of my knowledge. Any false statoment il render my Application & ongoing assistance,
Sable for rejection/cancelintion.

2) 1 scleomily confirm that assistance, I recesved fom Koshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistan,
wis requastod by me.

3)1hordbycrﬁmmauru-nnomwwhm.Mthmahu,mmewmmm.dn
for which this assistonce i regussied
'dhl

1) & v wor { % v w4 o ot ol fevry 30 wemd ¥ agmn we o w6 o S e of e s we we § @ 20 voon P © W

2) & pn o woew oy “wfew wwdert, 3w ot £, Tow e o vhee @ i ¥ At Row Wiy, W weowen F oo b

y) ¥ e wan € v faw woen By v e o uf £, om o W afew w oen T el e dafidandn werd 4 1 e ot v @ wivs i
AGREEMENT by APPLICANT (siow DU %00)

1) By affising my sgnature of Shumb Inprossion on this Form, | (Applicant) hereby agree & authorise Kostia Foundation and it's Trustees 1o
use/pubisivpt-upreproduce my name, address, photo & detalls of ihe “purpose”, for which such assistance s requested/granied, through any
medium, Inchuding bt not imited 1o vorbal, print, electronic, for sciiciting donations for Koahika Foundation andlor disseminating information about if's
actvitlestachiovernonty. Such use of my phola & dotalls can be made by Koshika Foundation bofore of aller my lreatmant or lulfimont of the “purpose”
for whech assiatarce s being requesied.

2) 1 (Applicant) furthar agroe hat any Such wse of my name, address, photo & detalls of the “purpose”, for which such assistance s requestod/granted.
will Nt autormaticedy entie me for recoiving of continuing the said sssistance. Tha decision for granting andior continuing tho assirtance wil rest sciely
with the Trustoss of Kostika Foundation, and their decision is ihia regerd will de firad and acceptabie 1o me.

1) TR T T st yeewr w obe ) w e, @ (soitve) st wre W R won w Cwifre wrter bt vl st w afe v (e R m,
we, wid o o fown u wor S 5 S e e, v, wves T wgtee © i il o veied @ fed e < T e
e-a:"v-ntmWhﬁm-ﬁﬂmdwﬁwuiﬁih'dﬂnwﬂ«'-muf'qat‘

1) 4 (e 19 w3 s {0 o s, T, w2 abe fever 4 v mewe o wxted o sl € ol v e W v ot v W vl d

“wifvwr” T TR e W fdda ol by wered vn

APPLCANT'S SIONATURE OR LEFT THUMB IMPRESSION :
wite ¥ TR ¥ &R

Sl

By efiang barsunder, signatues of our Authorised Signatory for necommaending this casa/patient for financial ausistance from Koshika Foundation, we
Dezagital) hecady ofvm & scoept .
':rx-cre:ramvmwﬂnmwdmmmmm@mnnymmm,lolmompam.nmm
meosing 1o get lrom Kashika Foundation, 10 the extent that such assistance Is granted by Koshika Foundation if the requesied assistance is not granted
:yfwn‘ww.mp-nerhkj.Mthml.ﬂgﬂwaNW*ﬂnoW:NBOumcemm.ml
Somfrreaton uuﬂahymmmlmnupcalwlmlndmyw.mmmsmmee&onmmNGO«mymm.
2) The assastance Srom Koshika meum'yMhmm.mdmwmmawpmcemmmm'mm by e Hospital on the
ceta~ n:on-ca-nwwmnb«mhw&wwwbhm“y&wwmeWm Hence, the Hospital wit
savase sole & compluts responbiity of the teatmant & if's cuicome & ssfoty of the patisnt, snd Koahia Foundation wil hava no role or responsdiity
» e rattwr
put oy et o ot € webod o “elfow vt § AR e By ot B w4, Rl v (ren S et @ we v vler et

s v 8w sbe v e F e o fedl & ool viva w el s wie ) Tm it F A3 o b o 8 0 By e Celfve et
# Sovfinfods v ¥ wae € *wifm st D wec iy % B R S wrda pu vee e affreee By v T fow s 8 s

ot S wnod vne w el wt e e O v e eilen o e o e v e § e o e wee v dhat el
H wot ¥ § o =3 o ¥ W wewd)

l;'ﬁnc-.-.-:tm'e-c.-smmmmﬁhﬁwmweﬂmuMﬁMﬁanMﬂ s Eye
v w feoe § o “wifows e on el s S cen ot & it wsos o8 ¥ v g skt Wl W)
@ B oy e ¥ o v w o v oo 4 i : %
RECOMMENDED FOR ACCEPTENCE ministrate” | ¥
iy !% i o /;4‘7 \M' x)
Date of Surpecy A\ X n 7 t\/p
[P . A MBBS MS FICO ) V 4 ,&VV
Reg. No. 66028 e, Desigration & Stamp p Y
'9'"‘0@ (Name of De. & REdR K6, Wil Staimp) ™~ = on beha of Hospital)
TR R W TR YL Y 1 % W e e el
FOR INTERNAL USE of KOSHIKA FOUNDATION 352t Wit ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e v | T 2

vl AP

-

09.08.2018




