APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
*l ‘mm} a foundation
mav: KIlg/lees mrsamone: (=l 18 g s e
ML ANREAT:  TAHANARP BB “'“;."’2:"" ";:""‘
bt NURBAKS &HPZ1

HERI e

PRESENT RESIDENCE ADORESS WS Z0WHIG
rmanuur -uq.u.mml.muﬂu .

PERMANENT RESDENCE ADDRESS : VIl Sals S

23 IHAOVE —

Mo e MAKP P,

MARRTED () 1 UNMARAIED (sfvafi=)

OCCUPATION :
WIES
TOTAL ANNUAL NCOME " {Attach Proof of Incoms
= B NIL - (muwdm))
PAM No. %uIf W1 WeR
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is spphicable): Yos Mo
w0 &n s st om (R B w3 wRn W s e t.t'nn
FAMILY DETARLS wftam Ty
5¢. No. Name of Family Mambar Ae (V' Gender Relation with Appikcant
w9 HE mfﬁ & TN 7™ (m) i by ‘
TR A ag_ = gﬁ;"—
';' TRR = e 7 I e
’li. 74 850 T _‘ff Tal ]
BASIS for REQUESTING ASSISTANCE (Tick whichevar Is sppiicable)
e © i el s
BML Card EWS Cartificate Ratica Card Any Othae
(Attach Caed Copy) {Attach Certificate Copy) (Attach Copy)
i ten € Bl sun W wes s ol e T W W g v
(W vy W) O 57 W st (warer v WY i R e st (vm 71 %) wa ¥ e xh
*PURPOSE" for REQUESTING ASSISTANCE:
o vy et e = et
™ Medical Reporta/Prescripions Atlached
Y W Frrveen 3wl ¥ o wing gl dema
. DG NGQIIS - CHTPREPCT - KPP
PIES B4 A8 3 A 6 S N (S A 1)
ASSISTANCE BEING AVAILED for SAME "PURPOSE" trom OTHER SOURCES
W I % v w &< ansn fel s v R few o oW
5 No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
¥ Wen 3N it W T w v e v




DECLARATION by APPUICANT: sofcw 0 wvm Wa:
mmzmmuueunsmmsmmtmbmmamw.mmmwmmw&mmum
Labdie )

rejecton/cancelaten.
2) | selemaly confiem that assistance, ¥ rocaived iom Koshikn Foandation, will bo usad cally for (he “purposn”, as stated in this Form, for which such assistance

was reguesiod by me,
;)uwmulmmlummMmdmhmchummmmmdu-nnj

for which this assistance is requestod

1) 2 Som wea 55 1w A el od ol Pere 40 sovend © Sy o o w9 Do o faeon o wer sem ow wn € o 30 s P R w wed

N dprd spen vl vifre bRt il b e s dn S fid it e oin dw e dsona b

1) ¥ ofie smm  fe fam woen £ oy oo o of e ofn @ Ao @ wen fio fed s sefedecde wed @y fes B ol x o S ol
: AGREEMENT by APPLICANT (svs DU wUT)

l)ay&n‘-ymmummmﬁ&nlm)m“&mmw-dﬂtmuh

Use/publ SNpUlBirEproduce my rame, sddress, photo & dotais of the “purpase”, Lr which such astistance ls requested/granied, through any

modium, including but not limited to vorbal, peinl, clectronic, for scliciting donations for Koshika Foundalion andlor disseminating Information about I's
acivitiet/achiovomonts, Such Lzo of my photo & delals can bo made by Koshixa FoundaSon before or aflor vy kesiment or Asirment of the “pumposa®

for which assistance is being requesied,

2) | (Appicant) further agree that any such use of my name, address, pholo & detais of e “purpose®, for which such assistance is requesiedigranied,
will not avtomaticaty enldle ma for receiving or continuing (he 523 assistance. Tho docisian for granting and/er continuing (he assistance wil res! solely
wilh the Trustees of Koshixa Foundation, and their docision is this regard will be final and accoptable fo mo.

1) v s vt w ol @) R, (k) w9 el W TR v o s srbe ot vedt i * W e v {6 =,
W, 9t st 2 feeen e wve e f, R SR W o, TR, s et gt O g3 wieiod att senfeed @ fird Al o st e

A sty vt ¥ Gy w1 St W e St pws @ ot 9w R e R AR Csfoe sade” v v

2) & (apdes) w5 & wrs f e %0 ey, s, 982 ot Pewee @ B woem ¥ aghid @ sis § R v wew W veor o v o

“Fifm” o T2 fed w fedy afen b woned vim

APPLICANT'S SIGHATURE OR LEFT THUMD (MPRESSION !
e ¥ vt @ &@ w feen

AGREEMENT by HOSPITAL (gwma o0 ST0)

By alfxing hereunder, signature of our Authorised Signalory for recommending this case/pationt for financial assistance from Kashita Foundation, we

i (Heapital) horaby afirm & sccept faliwing:
umunmmmuyouwlnlnnmonﬂdwmmmuwuuszfammm-ﬂm

! requesting © gel from Keshika Foundation, 1o the extant (had such assistancs s granted by Koshika If 2o reguesied assistance is mof granied
by Koshika Foundation, In past of In full, then the Hospital resarvns if's fight 1o maks up the shertfall from enother NGO or any other source. This
confirmalion essentialy stales Uit the Hospilal will not avail any duplicatls assistance for the samo patienticase (rom any olher NGO or asry other source.

. 2) The assistance from Koshika Foundation ks only financial in nature. The cholce of the trestmentiprocedure advisadiconducted by the Hospital on e

pasen, Is based on e onangement between the patient & the Hospital, and Is in no wary iafluonced bry Koshiica Foundation. Hence, tho Hospital wil

assume sole & complele responsitiity of tha treatment & It's outcome & safety of the patient, and Koshika Fourdation wil have no role o responsidiity

in the matter
Tt sfg, v ¥ st § ARl w) taifve st @ Nl e € feedte 9 o 1, tl wn (veson) e e 8w oy e v b

1) o B5 1 whes sby 1) Fina o fefle woen Gl & soed ey @ fesd see vie @ v D) T N wm A @ 4 R it v
W firedtnded oo & vy ¥ *wire W oo e i e ok el vt oo o frefa sfeeese iy s e e a s
foet s B ooed vhe w T 5 e § womm W sty o b ow R 7 v w6 s Gt oy s dRa g fed
1 wwed W el sem we W S vl

1. “wfrw wrtr” 9 ¥ of wesn dun fdle gl 9§ Oh St e R O of e @ A avantee W o O o vean

& & o frve £ o Wi et oo fel ven s e con i B veers ¥ 91 @ p e sl s W) e feslod O o mson
w e twem” ¥ W e w faetoh wossd ol ol

RECOMMENDED FOR ACCEPTENCE
vt & oy Wi
Date of Surgery Dr. K. s h r Bageh
sishm & =ia MBRs.00 6871 Direttor
1% Rog. N8 ¥ gy O o, D S NS e
\'c’r," (i OO KRG Ro. with Stamp) on behall of Hospilal)
TREWATEAATL W 3§ ¥ yEEa e sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  ®1=fts 37 i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= s | i v 2

p s

. /4

28.04.2018

L4



