APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUSh i ka
Y S e S Roadaine
Arruicanonte: 1210214 | 243 arpucanon oaTE | 02,02.90]9 ey
NS s AR BULAE DAS “"f‘;'t'o""‘ wf!"
s MANL LAk Snow

od KA1/

s
MATY KOAD K&l ’l‘ :-7.! AN T

e

PERMANENT RESIOENCE ADDRESS : Veaf 30mairy
AS AGOVE =
- |
OCCUPATION HOME MBACER- MARSUED (W) | UNMARRSED (st
TOTAL ANNUAL INCONE NI ’ Proc! of kacoma)
Ee s JEN (37 W WA we)
PAN Mo T TIE BT g
ARE YOU AN INCOME TAX ASSESSEL (Tick whichever |s applicable): Yoa I No
o =t =9 w0 on § (@ TR P Iw W W W e E o/m
FAMILY DETAILS wfimy faam
Sr. No. Narve of Family Mamber Age (Yoars) Gendec Relation with Applicant
e HE it @ weed W AW #® (w) fivn s % wa e
4 L) 4 [ SELE
q 555 E%S LS m a0
a. | mRNJU DRS ¥ . I DRUMMETE
i | J€TTH  DAS 21 = oS
5 Ry INES L el <
|
i BASIS for REQUESTING ASSISTANCE (Tick whichever Is appiicable)
- e % fd fefa s
BPL Card
‘ (Attach Caré Copy) (Artoch Cortineate Copy) (Atach Copy) 2oy over,
nii@ tem % A yum ™ sy s wl T sl i
(v w1 %) ww ¥ W wh (wam v ¥ w5 den et (9™ v W) ww o s Wt . .
“PURPOSE" for REQUESTING ASSISTANCE:
ween g fed m fedt W At
Se. Ne. Medical Reports/Prescriptions Attached
w0 wwa segvaiea ¥ Wil ¥ v s gl dan
L 1L 0SS~ CRT CT- RE
¥
T | SURGE Ry~ RE’{ (5 RIS B Y )
ASSISTANGE BEING AVAILED for SAME “PURPOSE™ feom OTHER SOURCES
WG ¥ ¥ o 5= e fedl s v 8 fer v W
5 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥Y W s i W e @ uf wege vl




DECLARATION by APPLICANT. Sivs §o sivwn 1
1) § heretyy confirn Mat all detalls in this Fonm are True o the best of my knowledge Any false statement will rander my Application 8 angoing assistance. if any,
Rabie for

rejecton/Cancoliaton
z)swmmm,cmmmwunmmbu'w,-wunmsmummm

WS requested By me.
4) | harety corfirm $hat | have not & wil not in Kure, avil of reimbursement, in part o in Adl, from any ofer souce/employenfingance company, of $he amount

for which BNs assatance s requested.

.)ihm(bwmiﬁdﬂhﬂﬂﬂ%mw«dl:*dw«wmwutiﬁmmdaﬂh

1) ¥ pu @ ween oy ~EAE T, f 0w o T g 0 atee W) g € St e i, @ wowen d wo w

3 e e s fen mhuﬁ-ﬁdtuﬁw*nmh“nmvwﬂialhiulnnvm-ﬁh
“AGREEMENT by APPLICANT (sodts 0 %00)

|)8yammqmywutuuuMWMMMIW)WWGMWWMNTWh
mwmm'mmm.mml“dNW'.wmmm-Wme
m.mwwmawwmmmmmmumwmmmmn
pctivaes/achievemonts Such Use of my photo & detisls can be made by Koshika Foundaticn before o afier my treatment of fuifikmant of the “purpose”

for which assistascs is boing requesied

2) 1 (Apphcant) forther agres that any such use of my name, address, photo & detads of e “purpose”, for which such assistance ia requesicdigranted,
nmmymmmwmumuwmmmummmumnmw
with the Trustees of Koshia Foundation, and thelr decision is this regard will bo fins! and accepiable to me.

1) 1 e T e et @ sbe W w e, A (soies) vt wee o) g v o eifon snitee st ol i W) st e (e S,
s, Wi s 3 Seeer g owve o wifer 8, 3¢ “wifn” g s, o3, weww et agtie @ 30 il s aeieed o fed fed o v som

@ safor wrt # S e & 8 ser W feem 6 poa € 9ol @ oc 8w ¥ A Csew vt e afege b

2) 4 (sbew) vo on § mrer  fs v we, v, o aly e W s e ot @ it § e e W o T e S

e T Tee ufed w Fele affw sht anewd T

APPLICANT'S SIGNATURE OR LEFT THUNS IMPRESSION :
it ¥ (v © W W Py

AGREEMENT by HOSPITAL (TWa@ DU ¥T%)

wmwmm.mmndwmwwummmwpwmmmm"
[Mospltal) heredy a¥irm & accopt folowing:
unmnmmeﬂnﬁmuﬂdMMMMNﬂOumewummunu
requesting 1o gel from Koshika Foundation, 1o the extent that such assistance is granted by Koahika Foundation. If the roquesied assistanca Is not granted
bymmFcurmﬁm.mmahumnwmthMupnmimMNOOam“mm

oot rmation essentially states that the Hospital wil not avail any duplicate assistance for the same pationticass from sy other NGO or any other source.
2) The assistance from Koshika Foundasion is only financial in nature. The choice of the trestmentiprocedure advised/'conducted by the Hospkal on the
patient, is based on tha arangement batween the patient & the Hospital, and i in no way infuenced by Koshika Foundation. Hence, the Hospital will
u;u.@mblmﬂehnw-mydmmmlh'omluhydnmmmanhmmmam
n maltae,

vt sfogn, yrmed ¥ aft @ wekdd W o wrrtee® @ fulle v By feeftn of w €, fd v (vvw) fe e R e v e s

1) fe v when abe % ¥ e | faf woren fed i wend Wome w el e A T Sl I @ @ of §, 3 N rst Ceifoe st
i fowfmfedn ve & s f s wEdne” po aee i 8 ok i st pa e el Sfseen B ot oo o 9 s
et s Ny weel Wim w fed sk W @ weer A w e e v e YR ¥ we e we | e s i o ol By el
& wonill wew w Pl s e o s

1 *wifre wrb” 1 o o spse Y e gl W od W v oo @ of Ty @ fed v Tvesfen @ g o o v

% €u wt fiovs | 2 " st st oo e pen W e cee ot ) e e 9 00 @ woe goe sht s wd W el Rl 00 of e

W o abe st W w W ol woes ol

RECOMMENDED FOR ACCEPTENCE
wheh ® g wwrfy
Date of Surgery !
e %agsms.)%a, P
02.02.2019 BES, b rR08 (Narse, SOPAR0Dirised Signatory
suf e o e
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=ffts 793 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T . ) @ a2

%77 /#?E‘t/l/g;

28.04.2018



