cialoijv313

/ APPLICATION FORM FOR ASSISTANCE . (Healthcare) k0~ ika

“ ( , ) 1ounshtlon
APPLICATION No. : APPLICATION DATE : Buiding Mock of .
e vow (3] 0qqL 22y ’9

NANME of APPLICANT : l

ol T«H}%mm' {D M ! |

FATHER'S/SPOUSE™S NAME : q[b
gy wr aw
PRESENT RESIDENCE ADDRESS w1 Wrows W

B iy fresh Afep
PERMANENT RESIDENCE ADORESS - we @qn) Pﬁ#‘vg g,%\

L ALY I W Y4
. Favrrnen (i) /| UNMARRIED (sivafie)
TOTAL ANNUAL INCOME : ~ (Atach Proct uf income)
= Witw w9 jeso)— (509 & WAR W) Nﬂ

mmus'wn‘u
ARE YOU whichever is appicabls):
nm:uw (= 0 T W A W A e ?f'é A e

mnvum wm

1. Mo, Nore of F amily Member amu Relation with Applicant
Y Wen oftar ® w 'u(«) srtey § W waw
e (=B N 4] ' F- LWIET
L Kol da bty 79 - M a) )
QK RCI_\); [Q vl &l;
") e Lol >0 = o ?ﬁ‘ 3% |
whichever ks spplicelse!
wrre © ford fefy spar
BPL Care LWS Cothicate Raton Card Any Other
(Amtach Carg Copy) (Attach Certificate Copy) (Amach Copy)
wirdt b % N yo v sreq s wh yum W Trden ol ..‘“""w"'
(v vy W) ww v o Wiy (v v ¥ v o e Wt (wrs v ¥ ww v o st
“PURPOSE" for REQUESTING ASSISTANCE:
wrrem ¥ fet m fedt W gt
Sr. No. Madical Reporta/Prescriptions Atached
¥R wem segrvaieet ¥ Wil w) of wiviy e W
_KE — ADAC
18 — ;rZHAL

% e @ Tl F e
v

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v gty % ¥ W o wwem et sew vy @ few v o

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED

No.
N Wow N veY W wn w i mpre ovk
o

LA




-—

DECLARATION by APPUCANT. WdTs 51 @ o -
1)1 heroby confirm that a1 dotals in this Form aco True 10 the bast of my knowledge Ay false statoment will rondar vy Appiication 4 angong mssistance,
Babie for refecsonicancediation.

?!lso‘wwqc-'ﬁmmusrw.'mmmwﬂmmdmybr?omu'.nﬂaadnmFmbrvoﬁchlu:h
wiis roguested by me,

3)thcmbgcormﬂm|mnuammr.m.denMomwhmawdwmm'mmymmmmm,dh
foe which this assistance i requested.

1) 8 srew wow (o g e @ RE ok o Sovew 38wt ¥ e e o o Wt Wi e 1 S s we w38 weee fre o wed
:)fx'rm't‘wmMw‘mvm',imwwt,mwmmnwdmmm,iwmdwmh
3) ¥ e wwm { W fam wnes dy v i o) of 8, 95 v w2 afew w wee feen el w1 viaftands ol 4 1 a B f eyt e T i

AGREEMENT by APPLUCANT (smies o0 wot)

1) By affing my signature of Sumd impression on (s Form, | {Appiicant) haredy agree & acthonse Koshiks Feurdation and if's Trustees 1o
useipublisivput-wpitaproduce ovy name, eddress, sholo & detalls of the ‘purpose”, for which such assistancs Is recuesioed granted, through any
medium, ncludirg but nol limied 10 verbal, prinl, electronic, for soliciing donaticns for Koahiks Fourdation andioe gissemnatng information about Iy
adtivitiss/achiavemants. Such st of my photo & detsils can be made by Koshika Foundation befors o altar my treatiment or Sdfiment of the “purpose”
for which sasistance |3 being reguested

2)1rwnmwwmnn,'muuofm,m.m.m&mdw‘;m‘.vxmw»srmnmm.
W& not sulomatically ectitle me for rocoiving or continuing the swid sssistence The dociaion for grantng and/or continuing the sesistancs wil rest acloly
mmTmsMame‘me.wmuMbummummlmnooopuolomms

1) 78 T S A e w ot e, ¥ onbow) aoed mvit o it won o “sifewr wtiey she e suriie * i adfegr wee f e o e,
v, W o @ for w v ¥ W § o Cwen” o i, w, wvee it agtes § o wRied it yvateed @ S et @ g wom

*® wwfte wrd ¥ Svg oo &1 6 wer o faner 4t v o el w oy @ @ ey wifewr sode v sl sfege

2) & (ovtew) o3 ¥ swe { e A T, o ot A @ e woms @ wotrd § o § o8 T woe W wenr ot e s e R

“wifiown* oy v il s fede afen aly wal v

APPLICANT'S SIONATURE OR LEFT THUMD IMPRESSION :
DY ¥ TR © 39 w fon

AGREEMENT by HOSPITAL (ywoom pu wur)

By affuing hareurrder, sgnahare of our Authortsed Signetory for recommending s case/patlient for fmancial sasistance from Kosiika Foundation, we
(Mospliad) heroby affym & acoept ]

*) Shat we neither are presently nor will in futre aval of financial sssistance from anothar NGO or ary other sowrce for the same patientcase, as we are
recuasting 10 get from Xoshika Foundation, 10 the sutent that such assistince Is granted by Koshiks Foundaton If the reguestoc sesistance i not Granted
by Koshika Fourdation, In part of In K, then the Hospitel reserves ' right to maike up the shortfall fom ancthor NGO or any other source, This
confirmation essardially states that the Hospal will not evall any duplicste assistance for the same patiorticasa fom any sther NGO of BTy ORr SOUrce.
7) Tha sesistance from Koshika Foundasion is only fmancial in nature, The choice of the trosament/procedure advised/conduciud Dy e Hospitsi on the
pasient, Is tased on the arrangement botwsen the patien! & the Hospital, and Iy In no way influenced by KostAn Foundation. Hence, the Hospital will
255ume scie & complele resporsitlity of the weatment & I's outcome 8 safety of Ine patient. and Kosiiks Foundatiico will have no role o responsidiity

in B malter

= s, uzmv--vrmmt&'mm':mmnmnutfnn(m;fwmﬁw'mﬁh

1) SET 8wty Sy 0 e F Rl v el S woed e @ 0 W vl @ s S0t € o w A ot £, 80 v vl “sifew et
® fevfmiei 3. ¥ waw { “wifvs st on v iy e 6ol Caifw wrster” o men fe st dy s e e ¢ 8 s
Mnhmw:wn‘aarnnwm*ﬁwmuq*umhmﬂﬂmmmtﬂrmm%mmMﬂmnM
¥ wond ey w Sl w3 o

2 T wrm " & W o s o il ot o S8 wove oy O of wer w fet T vresies w T 08 o
%t-xt.vh«Qér'st%mwrhn'azrwmudmdhw&tmim&mm:avsvr'n:-u‘m-’.
o v ol “ifont W Wi st @ fedul ek 3w ol

¢-
RECOMMENDED FOR ACCEPTENCE Adm.ﬂ\m“
()

Dr Ashwinl Kumar  ofieht & forg degfy

Date of Surgery MEBBS M'%: yv_g: 5
: = Reg No. 6802 A
sivivm & wia s \BN"./ ¢ | "5“
Date ., e i, LAt (Name, Designaticn & Stamp of
AN (N 6 5. & Regn. Ne. with Stamp) o behat of Hotptal)
YV TR W UG TRy T ¥ W A W aived
FOR INTERNAL USE of KOSHIKA FOUNDATION  its awan
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Tl o |

7 AL

-/

L

09.08.2018




