_(i18]12los9]

" APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hlka
oA By SATH WE (v o) Touadation
s wwa : V) !OI!"]WZS e R U (TR G |

NAME of APPLICANT : AGL-YEARS 315-we | sex fuin

=S Pamchaial 7

= J‘%m W _owa ‘

UTaH — Falhana, TP a0l :

PERMANENT RESIDENCE - S (R‘c(or POF‘OF

T L N—Y YV - lozs)rﬂamckqbd_

e lQhQ"’l WM:W(M
(Attach Proot of Income|

TOTAL ANNUAL INCOME -
w0 wis s NY (s w W w4 N fi
PAN No. Pl & WHI
[ARE YOU AN NCOME TAX ASSESSEE (Tick whichever I applicable): Yos ! No
w5 e wt om € (W W I8 WR W e e Wi~
FAMILY DETALS vftart feew
Sr. Ne. Name of Family Member Age (Years) Gender Retation with Applicant
N W5 s % W W W m () hisia WETE ¥ Wu ey
o Hinel DEVC =3 F N
2. Snolln 2L =1 .. 3 R
X —_Bahooan M Son
9. muu_n \ 7 [~ S0n
S: 11 |8
L 1..&.“#‘:____“ =¥ et——
Tor REQUESTING ASSISTANCE (Tick whichever Is applicable)

wrom % fed ffa s

SPLGod EWS Cortficate Ration Card Any Other
(Attach Card Copy) (Astach Certificate Copy) (Attech Copy) BasssProof
=it tm ® 99 T o Foq =% i v W agvien W o o we

(wa v W) we ufly vhe (wsre o b v o ey Wt (gmre v 9 e i e wh

“PURPOSE" for REQUESTING ASSISTANCE:
weam ty et el = gt
Sr. Ne. Mecical Reports/Preacriptions Attached
w9 W sEprgien @ Wi w1 nf st o vee

) TMNC

= J s

SWer] — @ Ty = 100

A9

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W 770 % ¥ W S wpwm e s vhe @ fe o o?

8. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH W 0 T W 98 = nf s o

- & QLo




DECLARATION by APPLICANT: sséox g whow W, =
1)lw&mmumhnNMntmbnmdww Any false stalement wil ronder my Applcation & ongoing assistance, A
Kabie for repecion’cancelation

Z)IMwMMM.WMMMMW.MNMm’ybvu\.’mm'.nwnm'-rm for which such assiatance
wils requested by me.
3) | heretyy confirm that | have not & wil not in future, avail of reimbursement, in pant or in ful, from any other sourcsemployerfesurance company, of the ‘
for which this assntance in reguestied

wok t

1) ¥ v v o e 4 ol ok e 30 el ¥ s e od @ & ot 9 fev W e s o w8 99 s e W W
2) 4t gu % woen o “wfive vt 4 o w ol B, sew sedy ol stre o) @ 4 Bl few wde, o v owey S o v b
))ﬂﬁw(hhwﬁw!ﬁﬂif.wwumtmmmummﬁvﬁaaafmt&aﬂﬁivl

AGREEMENT by APPLICANT {sice o0 %00
1) By affixing my signative o thurb imprassion on this Form, | (Applicant) heroby agree & authorse Koshika Foundation and It's Trustoes to
use/putlishipt-upireproduce my name, sddress, photo & dotals of the "purpose”, for which such assistance & requestedigrantad, Brough any
medium, mclading but not Imiled 1o verbal, prind, electronic, for soiiciing donations for Koshika Foundation andlor disseminating information about it's
aclivites/schevoments, Such use of my photo & detals con be made by Koshika Foundation belore or aftar my treatment or fulfliment of the *purpose”
for which assistance 1S baing requested.
2)!(WpMw.gmmtmmmdmm.m,msmdw’wm’.umwchnuumnmqucma.
will not automatically entitle me for receiving or continung the said assistance The decision for granting andior contivang the assistance wil rost solely
with the Trustees of Kashika Foundation, and thair decision is this rogard wil be final and acceptadie 1o me
1) T8 WS N e W and W e, § (soiw) sl weel o) e won { o Cwifw et s vok st sfosn s o f o W,
wm, widt ol a fewen go wer o i £, 3 el s e, o, wene et aetve @ gl wisiefdd st renfeed ® fivd farl) @ v wum
# waftr wrd @ B sfage &5t vmow e @ e # ool @ et wE W B e sk v ol sty
2)  (ondew) vo wr o weer e G e, v, ok ol fower o S e o soted @ il § g sen: weres W wwst o wey e e o
“wifte” oo % ofed w1 Fede 3By b vl B

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
sotex % v W B W A

AGREEMENT by HOSPITAL (T#a@ DU %wT0)

By sfixing hereunder, signature of our Authorised Sigastory for recommending ths case/pationt 1or financial assistance froe Koshia Foundation, we
(Hospial) hereby aftem & sccept

) Ml we nether are presently rer will in future avadl of financial assistance fom snother NGO or any other source, for the same patient/case. as we e
requesting o get from Koshika Foundation, (o the extent that such assistance ia granted by Koshia Foundation If the requested assistance is not granted
by Koshia Foundation, in part or in full, then the Hospital reserves i7's nght 1o make up the shortiall from another NGO cr any other source. This
confemation essontially slates that the Hespital will not avall any dupicate sssistance for B same paticrt/case rom any othee NGO o¢ any other scurce
:na-.:ammnmurmtwbmmmmmmaummmoymnmmm
patiert, is basad on the amangoment between the patient & the Hosptal, and is in no way influenced by Koshiks Fourdation. Hence, the Hospital will
nwm‘ohlootv;MoWdydmmmln'owmAMuNM.NMFmeIHMMMNWW
in the matier

vt s, vl W) ol @ webth o “aifn st ¥ S soee b feestn o it & frl we (e e s o ey e v )

1) ur v o iy ol 3 @ v F fafen s fesl A sood see @ Bl oW @ e S € o w o o 2, 3 e vt Csioe v
dmﬁﬂwemﬂ'mm'mmhkh*‘mm'wmwmmﬁ;w-mkv b2 e
ol == fowwrd v @ fed s T @ e @ s e T bW e F we wn o £ e s e e se ddes by Bl
At v v w Tl oo aree o ol el

1w et R R w weew wam At el ot b S wovees oo 0 i e @ fet o Trense W T T T T
W v faws § abe “wifowr wiastee” oo Al w0 w W T o £) veted weame of O o g e abe s ol ) R
w1l sl “wifet o Wi sftve @ frol yuowR F o o

RECOMMENDED FOR ACCEPTENCE .
—Dr-Ashwinl Kumar o © i ey P
Date of Surgery MBES MS FICO /
e @ e Reg No. ¢ : £ 4, \
cwith ) on behalf of Hospital)
?3 TR R WISl M ¥ % van sfegr sfeed
FOR INTERNAL USE of KOSHIKA FOUNDATION  59=2ft% 79 #
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
25y | aﬂt/\iz‘zg
, B

28.04.2018




