FATHMER' SVSPOUSE'S NAME :

- APPLICATION FORM FOR ASSISTANCE (Healthcare) K(% hika
wergar By AL WiEq (e du) foundation
B yloolg | 1059 e s
o : AGEYEARS 3% | sex fon
i Catidh thaodya Al M

s/o

PRESENT
— ,J. \y 1'}
t m%%' aﬁ'l'!.l
SR X TVE 1059) Sadiah Chanda
oq-&nm: &mm L%Mrm(m
TOTAL ANNUAL INCOME - ; {Atach Proof of Incame) N B
¥ s s D0y ooo}' o = e )
PAN No. Turt wom Bma
mm.m;
nmmumt(iwﬂuwtﬁmmm' e L
FAMILY DETAILS wfomt fyepre
Bt No. Name of Family Member Age (Years) Gender Reiation with Appltcant
¥8 T oftan % 51 AW % (wd) fifn W W Fean
1 Faol DAV L0 E
9., l‘hnlsgr 3 Nyl SO0
T — Dok 33 = ﬁn&@ﬁ_—_?
X AT T K1 E m\.ﬂum
“BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
wome ® Pl fafy sman
8PL Card
(Attach Card Copy) (Attach Coroncate Copyl (Asach Gopy) o, O <1
wind ton ¥ B yam T weq wm v e o FToaen i x o o
(v o ¥ wrw v oy el (v ot o wrw iy wea Wt (wam 91 W vew ¥ W v
“PURPOSE" for REQUESTING ASSISTANCE:
o o fed R fed Wt
Sz Mo, Medical Reports/Prescriptions Attached
7 WA Feppaaien ® wd o of wise it e
K¢ = PP
L8 — TRIC
P ;
QJAW (@ SIC S - J Ol
ASSISTANCE BEING AVAILED for SAME -PURPOSE™ from OTHER SOURCES
w0 3% % B W 5 weren e sp vl A S o e
e No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥4 dm 5= T WS o v wese o
> OS]l o




DECLARATION by APPLICANT: SidTs g0 v o

t)mmmummmmucrmwubwdwwnmmwuwwwungung
: I ot

2) 1 solemnly confirm that assistance, If received fram Koshika Foundation, will be used only for the "purpose”, as stated in this Foem, for which such

wars roquested by me,

3} 1 heroby confiem that | have not & will not in Auture, avail of reimbumement. in part o i full, from any other sourcslemployerinsurance company, of the
for which this assistance s requested

1) & vy v {5 ower 3 fed v andk fieern 48 wd @ s s o b o W fevon o W e T om § o 46 spee o @ W el
2) ¥ pu % wpen o “wiiner wrdm, 4 @ w0 §, Tew Tvin o st @) i ¥ Bl fow win, A werd wom b
3) & g won { v fam wee ¥ v win 9 of £, 75 o W afor @ wen frem fed s o weet i 3 @ frm € obt o e T d

AGREEMENT by APPLICANT (304t U0 %01)

1) By affiing my signature or thumb impression on this Form, | (Apglicant) hereby agree & authorise Koshika Foundation and IU's Trustoes 1o
us/publshiput-upiroproduce my name, address, ohoto & details of the “purpose”, for which such assistance is requasted/granted, through any
medium, including but not lemitod to verbal, prind, electronic, for soliciting donations for Koshika Foundation andfor disseminating information about it's
activises’achirvements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment oc Aufiiment of the "purpose”
for which assistance is boing requested,

2) | (Appiicant) further agres that any such use of my name, address, pholo & detads of the “purpase’, foc which such assistance is requestedigranted,
mMMMmbmamnmm.mmhmmmmmwmw
with the Trustees of Koshika Foundation, and ther decision is this regard will be final and accoptable 1o me.

1) T T s pemet w st o) we e, @ (ovis) el e o) YR v o Cwifem i ob sed i T W e v {5 G
v, WA o b fever wa wer o e £, telfee” vy e, o, weww et gtve o g il s sodend € fird fealt o s e

¥ waltr wed & forg s B 8 o W famen §t g f et W ook § el & S Cwifom sl e s sfogr b

2) & (svbox) v w1 v 1% %0 A, w, 912 ol feeen @ e e ¥ gt @ wids § R e weee W weo o W T d

“sifre” g ok wfed W fele s b waerd B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

wire % pear @ M W fon
IR 4T

AGREEMENT by HOSPITAL (s 091 W01)

mmm.mdnmwmmmmwmmmmmmmn
(Hospital) heroby affirm & sccept following: v
1) that we noither are presently nor will in Riture avadl of financial assistance from anotver NGO or any other source, for the same patienticase, as we are
Mbwmmmbummwm-mwmw‘nuwmumw
bymwwmuhumuwmmm»mwmmmmmamw-wum
confirmation essentially stales that the Hospital witt not avall any duplcate assistance for the same patienticase from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choics of the treatment/procedure advised/conducted by tha Hospital on the
muwmummnmammmnnmmwwwr«mﬁm.mmmwn
hmmswwdmmm&nwmsmdmmmmrmum»maw
the matier.

Wt gy, wew ¥ s d AR ¥ i wtee @ fafn e dy feetn W wd 4, fd ve (veme) B e @ e v v b

1) % s 2 whne sbe v @ s o il wpee Sl & weed st @ el wm wie @ s Sloeed o o w A o 8 e e e s
® frofmAvd ve ¥ way ¥ “wfre wrdve” g0 o iy A b ok “eife st go woen fedh sfwowen #y w3 Sen e o s
falt s At e wew W Sedl s wsaes @ weee W W afvee o o b e d e e o | e e fpite e e it oy el
e siee w el spe wer 3w e

2 wifw st ¥ W i wem e file vl 9 6B v vee pu @ ol wew W vt Teousfen W oyoe Of o

® v W fvwe ol “wife wrtne” o feah sew e Wi cen W b yefied e o R R e e o s wd @ Sh¥a

¥ i abe e W W s At v e 2 ./'\0
Dr. ABHISHEK HANDRECONMENDED FOR ACCEPTENCE 7

wfght & fog wefy
Date of Surgery
wnau | SOt ANAAAC 4
o\ (e o O & Regn No, with Samp) g iy <
0<\ W W TR AR 1 | T R A s
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ s¥fts 37am ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2 v | o v 2

S’ AT

-

28.04.2018




