(-r’-{(el(t)ll“—

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka

— *l ( tm) foundation

v ylppialires e | sad 1 e
NAME of APPLICANT | ' AGE-YEARS W9-w¢ | sex fiin

wwww ___[ala %adol (e
R
‘ 4 No—1 & - : ‘ ’ij-mf!!!"-m- . p | PQM
T Y7 T AR I1103)r'\¢4«13«clsxl

TOTAL ANNUAL INCOME - (Attach Proof of Income)
¥ =i = NA e L
PAN No. T TR WS
"ARE VOU AN NCOME TAX ASSESSEE (Tick whichever Is appicable): Yes | No
0 5% = st on € (@ =N W W Wl W PR et ¥ m (e
FAMILY DETARLS wftan fmm
3 No Name of Famdy Member Age (Yoars) Gendet Relation with Applicant
¥T woR Mi%wm ™ (%) f=n SiTE ® TR WAy
"BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
we % ot fiefs smam
8P Cord EWS Certificate Ration Card Any Other
(Attsch Card Copy) (Attach Certificate Copy) {Attach Copy) Basis/Proof
i b % ¥ mm ™ W= s wl wm T Fvien g figere fhtas
(55 T W) W st WS W (wam ws W) o oy e Wl (v v W wn oy s ¥
“PURPOSE" for REQUESTING ASSISTANCE:
woem ¥ el v feh W gt
Se No. Medical Reports/Prescriptions Attached
W W sesmevgien ® Wil Wt of sfieday gt se
K¥ - /}WSL
Ly - 5 0 ) P &
CLM ettty - 1L IS F IB!
e
ADSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w:«neudmmm&mmﬂmmm
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥7 d8n N v W W # nf e v

B B CC-H




DECLARATION by APPLICANT: stse 0 W w1, .

sabie for : »
2leemntycorh.-nmn|mm EWMKWQFMW.MMMWbN‘m'.uswodmthmn.meu
Was roquestod by me -

3) I horeby confirm that | have not & will not In futuse, avail of rembursement, N part of in KA, from any other source/ompioyer/nsurnnce company, of
fer which this assistance is roquestod

:;#mv‘cna(fcwmvémwmwmtnmﬁtmw«dh*-ﬁhwmmwmlm#ﬂmfmmt . |

z>==turtwmu‘r'mmmtﬁ!ﬁnmt.mmm:haﬂﬂthﬂwm,ﬂmmﬂwwh .

nawm(fvm“q-mdwt.mmwMnmmm«mmmaumtaunmdqm
AmmbyAMICAN‘r(mmm)

1) By affxing my signature or thumb mpression on this Form, | (Applicant) hereby agree & authorise Koshita Foundation and a's Trustees lo
use/publishiput-upireproduce My hame, address, photo & detads of the ‘purpose”, for which such assistance * requestedigranied, through any
modium, including but not kmited 10 verbal, pring. electronic, for soliciting donations for Koshika Foundation andior drasemnating informabon about if's
actyvities/achiovements. Such use of my photo & delails can be mada by Koshika Foundation befoes or after my treatment or fulliment of the “purpose”

-mw-mmmcmm*mm'

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
it & w9 a0 w B R
AT AL A

AGREEMENT by HOSPITAL (rmme B wov)

By affxing horeunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshka Foundation, we
(Hompital) heroby afem & accept following:

2) The assistance from Koshika F cundation is oady financial In nature, The choice of the veatmentpeocedure advised/'conductod by the Hospital on the
patunl, in based on the arrangomant betweear: tho patient & the Hospital, and is i no way influenced by Koshika Foundation Henca, the Hospital wil
assume solo & complete responsibiitty of the ireatment & i's oulcome & safety of the patient, and Koshika F oundition will kave no role or responsibiiny
0 ha matler,

mi:ﬁv,vmﬂﬂmnm#tm’dwm‘ﬁmmhhmaﬁtfwn(M)Mmdmtmmh
l.vwftaé%ﬁcﬂhﬂhmhhwﬁwmvwnmumﬁwﬂd&ﬂnalsthmwﬂumm'
ﬂmﬂmm‘mﬂ'mm‘onqukhﬂk'ﬂfﬂwurrm'tﬂmf&ﬁ Lt i o I SR T e S —
mﬁmﬁrmmtrce:ﬂmdnmmmMquva(mtnmqfvﬂlw,trbnifx wm e 9eg T ot oy el '
Mm#mnvfnnmwcimmml '
:,‘n‘mvm'nmdmmmmdhm-ammﬁﬂmwmwimq.m-*{nrv*r#nm_ =
s«rMu!wt'mmm'aukatl:;){t«#hnﬁﬁdmadcﬂtwnx{-f-.t.thrir‘q c‘witw:"‘ﬁtﬂ.ﬂ "
:

r'ﬂh'cﬁm'-&tﬁq&vwwumd-ﬂwn 'G.-
RECOMMENDED FOR ACCEPTENCE P §=
e % forg_ sty 2~ IR &
Date of ol 7 ‘.."\_, - 3 TRt K1y . 7 e - =
s | M Lo @ LN [ L7 % 4
- > N N
\‘( 839“-— —%mw-' ¥~ (Name, Designation & Stamp of Authogses Sy
o+ \ (Name of Dr. & Regn. No. with Stamp) on behalf of Hospitaf}
\\\ TR W IR W e Y TR TR AW v Hege sfed
FOR INTERNAL USE of KOSHIKA FOUNDATION sr=fts ava i{ ]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
TH T T a2

k—--J . Qe

pt S

28.04.2018




