C\& /)6 209

APPLICATION FORM FOR ASSISTANCE (Mealthcare) Kos,ruka
HETgW By ATy WES mramm T :
; oundation
APPLICATION No. P\\\\S‘OQJ'J %rmun 22fn)\ g Biing ticch of e
NAME ot APPUCANT:  [Reolaye St AGEYEARS W5-W | sex
FATHER'S/SPOUSE'S NAME: (200l n R
fomegs W
PRESENT RESIDENCE ADDRESS %937 SPUWIS oF
s . 3 > - ) 2.
Tyt - Alldase, Ro ot igon — — Pretor Yot or
~ Wedon
QX cuooe 0573 Seiru
OCCUPATION - : Jahouse MARRIED (PRefts) | UNMARRIED (svefie)
TOTAL ANNUAL INCOME : (Attach Proof of Incoma)
w3 afts W Eeooo (5" W B HEw) MY
PAN No. w1t 68 o8
ARE YOU AN INCOME TAX SSEE (Tick whichever 15 appiicable) Y.
¥ S WS W T ¢ (W W TR R e W R e :@
FAMILY DETALS it fem
Sr. No. Name of F amity Member Age (Years) Gender Relation with Applicant
a1 w5 e % ueel W 9= 7% (ml) s JdCE ® Wa wan
== Emdadnar 3T A Son
= p
| 74
a A X®) M Ty
oL [ U e 2 842 &
BASIS for REQUESTING ASSISTANCE (Tick whichaver Is applicable)
g % ford fiedh soum
BPL Card EWS Certificate )
(Attach Card Copy) (Attach Cortificate Copy) tmggi m‘mm
il T ¥ AN oy v st s vl v m Fesn il =
(vam 5% 9 we W ¥R W) (were v} v Wi W WY (v w1 9 o v e A "
“PURPOSE" for REQUESTING ASSISTANCE:
womm ¥y et e fel W e
Sr. No. Medical Reports/Prescriptions Attached
s sFwmess 3 wf ¥ nf s @t ey
bl RUASNOEFS  —— LL-Imic
/&= - T MiC
2 (\\?L?}Q,”lka —- K L SICS410L
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
R T ¥ By i S seew fa o o R fem W)
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
U W wq viE W W & weren ol

2 = 7




DECLARATION by APPLICANT. Sties Do whven v |

1)mmmuaMthmmTumnmdwkw WWWMIWWW&M

2) | solernrdy confirm that assistance, If recerved from Koshia Foundation, Will b used onty for the “purpose”, 83 stated i tis Form, for which, 1
was roquestod by me

3) 1 hereby confirm that | have rot & will not in future, avasil of reimbursement, in paet of in &, Mommwmkwmw
for which this assstance is roquested

)!w-lm(knmﬁkﬂdﬂm“mtmmﬂmhwdm«mmwuiammmn\
2) 3t gu 2 ween v “wifow W, 8 o @ ) ¥ e avn Gl dhre o o @ Sed e wdn, W@ e F v ve b
))le(hhwiqw-hﬂ'dO mthu*tmmﬂnmwﬂlltﬂdztmt*an&-ﬂ

AGREEMENT by APPLICANT (sioe o0 w7) A

1) By affing my signatiure or thumb impression on this Form, | (Applicant) heretly agree & authonse Koshika Foundation and It's Trustees 1o
use/pubishiput-upireproduce my name, address, photo & details of the "purpose”, for which such asssstance is requesiodigranted, theough any
medium, inchuding bt not kmited 10 verbal, peint, eloctronic, for soliciting donations for Koshika Foundation andlor disseminating information about s
activiies/achievemonts. Such use of my photo & details can be made by Koshika Foundation befoce or after my reatment or fufiment of the * '
for which assistance is being requested

2} | {Apgiicant) further agroe that any such use of my name, address, hoto & cetals of he “purpose”, for which such assistance Is requestedigranted,
will not automatically entitie me for receiving or continung the sad assatance. The decision for granting and/or continuing the assistanco will rost sololy
with ihe Trustees of XKoshika Foundabion, and iheir decision is s rogerd will be final and accoptable 1o me.

1) T T W A e w sl o o mee, @ (iew) el wrel Wt g e o Cwiee et oy s it W sfuee won (s G0
v, W2 A W foe gu v e f R sifen” T o, o, wenw et sxtve @ g wiefed sk Teedend @ fist fesll @ v e
# waftn wed & Py st ) St g W few @ g @ Wl W we 8wl g “ sl sl w Sl afegn &

2) & (sodes) v wr ¥ wene e e wm, w982 o ferre o e oo ¥ axted @ win € 5@ o e W et ot v ey § .
“wifirer” e v ofied W fode alfn b wwwd B \‘

.:*,.). GTE

AGREEMENT by HOSPITAL (wemm ot w3)
By afiing horeunder, signature of our Autharised Signatary for recommending this case/patient for Sinancial assistance from Koshika Foundation, we
(Hospital) horebry affirm & accopt
1)mumnmwwnhmm-maw“mmmamNGOamym«m for the same patient/case, as wo are
requesting 1o get from Kashilka Foundation, 1o the exient that such sssistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, n pant of in full, then the Hospial resecves i('s fight 1o make up the shortlall from ancther NGO o anry othor source, Thia
confirmation essontially states that the Hospital will not avail any duplicate assistance for the same pationt/case from any other NGO or any other source,
2) The assistance from Koshika FoundaSion is only financial in natura. The choice of the treatmentiprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement batwean the patient 4 the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will

assume soie & compiele responsibility of the troatment & it's outcome & safety of the patiant, and Koshika Foundation will have no role o¢ responsibility
In tha matier.

Tt s, vael W o O wsddd W “wifew wrtee” @ e woen #g feefm w1 i f, el oo (o) 99 weR R o v e wn b
1) o fe 1w ol 3 @ e o il wpee Sk A werd siney @ fel sex s @ e SRomel F o w A &, 36 s ot “aifre et
W fewrfenfedh 3o ¥ waw o “slifon wzdy® po wex by b o v Wt oo o fiedl e een g s o fen e B R sregem
faall o b woesd e w fed e v @ e W sfes e v b o g F e e ww f I e 98 s T odad i el
& wresl won @ el w= @ o Sl

“wrfm w8 of spew e fef i w1 PR w v o O of ey w et vt et wr e Ol o e
% dw w frew § ol “wifie vt go fest pent e o ves @ B peind e o R 8 g gow ol st w8 Wl Pesdod B o ceomn
W o ot e o = qfew @ featoh o F ad oy

RECOMMENDED FOR ACCEPTENCE \ /
% wheht ® frg s \ )V

Date of Surgery
st € wit
Qe
mmo‘m' SlGNATUgEdTRUSTEE?
E A ) T T 2
# A
-'1 —
/042018




