APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S kdca
mm : ( m’, foundation
v w0249 | Bo4Y ] DGR P
APPLICANT - e AGE.YEARS W5-Y | sEx fifn
e TY0TENA CHYTAUAL =T r.
i e NIUCHI L. SHYAMPL
mm‘n?wam wn
PERMANENT RESIDENCE ADORESS : Wt 3Gy o ';
—— RS BEONE -
T
OCCUPATION HOUSE WIFE NARRIED (Rref) /| UNMARRIED (i)
A Wil == N| L (m:.::ﬂn)
PAN No. Tard 30 H&0 =
mmum Yea I NY
w3y S st om t (% wm 9 TE W W et e v/
FAMILY DETALS wftam fawm
5¢ No. Name of Family Mamber Age Gender Relabon with Agplicant
R W 5 - W WS w ® WY Ry
TTSFATC) g
0 _CAYBINAT
BASIS for REQUESTING ASSISTANCE (Tiek s spplcabie)
v % fivd felf soam
M. Cond EWS Coruificate Ration Card Ay Other
{Attach Card Copy) (Atzach Certificate Copy) {Attach Cogy) Gasisroof
i@ tex ¥ 8 wum ™ o o wl o Tyhen Wi =y O v
(v 1 W) we W Vs wh (v v W) wew sl W S (v 71 W) vew o wew S
“PURPOSE" for REQUESTING ASSISTANCE:
won i fed it fendt W b
™ Mecical Reports/Prescriptions Attached
1 WoR SRRt # wl W o sfirier el den
T DAL AN — (ATRBE7 —  FL
-l SORGERY - oI+ AL
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
WO 3T ® Fe 5w Pl v v W e v W2
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥E e 3 vl W o segw o




DECLARATION by APPLICANY: S5ies wo Wi S
1)lh¢-zmm.lmknhsImnnhmmmb.ndmyuwpmuumumwwsmm.tm.
alin

remciordcancedation
2) 1 sclemvdy confirm that sssistance, If recesved from Koshiks FoundaSon wil be Lsod only for the “purpose”, as siated in Bhis Form, for which such assistance

wirs reguesiod by me.
3) 1 heraby confirm that | hive not & will not in Iuture, avad of reendumsament, 0 pant or in full, from any other sowrte/employeefinsurance company, of the amount

for which s ssistance b nequestod
niiﬂw(kwmﬂd-ﬂﬂnmmcrwaimmﬁdh*dh«dwmw-tiﬂwhﬂtﬂh
7) $t o @ woes v “sfsm et it s b om v End @e M s wie e i w e b
niﬁw(khw—q--ﬁdwO.nwv*twwﬂHMMitamt*naﬁim
AGREEMENT by APPLICANT (soits Dt %00
1) By affixing my 3:0raturs o themb impression on this Form, | (Applicant) bereby agre & authorise Koshiks Foundation and if's Trustees to
meli“dn‘m‘.uMMMbWMw
m.mwwmummmhmmuwwmmmmn
activitesiachievements. Such use of vy photo & detalls can be mado by Koshika Foundation before o after mry treatment or fulfiment of the “purpose”

for which assistance is being requested,
2mw)mmnuwwmamm.mwamaum‘.ummmuw
nmmmumummmamnwmmmummmnmnmm
with the Trusiees of Koshika Foundation, and thasr decision is this rogand will be final and acceptable 1o me.

1) T wer 5t st pewe @ aud wt e wewe, 3 (sbow) sl wed wt e wor o “wife wites ol s s o g wos { % i o,
v, Wi oAt @ Peev wu wou F wif B, 3 Vi we sl o, e g agte ¥ el il s senied ¥ ik ol o v e

# weefty wed % fieg sfegn 1 3 wor w1 w4 e ¥ w w e S el § T Ceifw vt v e oo
:)i(-tmu-t-(fchw.w.%ahhndkmtt&li*.’mw--wdmuﬂi

“wifivnr” we v i w1 feda alow odt wewd Wi

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION ¢
S ¥ vEW T SR W R

AGREEMENT by HOSPITAL (viome 00 %00)

aymm.maumwumuwnmmmmmn
(Hospital) hereby affirm & accopt folowing:
Umuummmwﬂhhmmawmmmmammm.ummmunn
mhumxwhfm.bmmmwwhmthMINMMhmm
wmthM.inyman“.thmhMbmwNMMMNOOuw“mm
MMMNWWﬂMMmeuuumMmmMumWW
nMWmthMMhmmmdummquGM
p-ﬂ-u.hhadmhWMNMCNMNhhmmMMMFMM.NWﬂ
assume sole & complete responsibiity of he treatment & i cuscome & safety of he pationt, and Kashika Foundation wiil have no role o responsidilty
in the matior

vt afoge, wned = o 4 sl W “wifrn et # s e By fewftn o il £, A (nee) A e W e w wier i b

l)wkuddudnﬂdhim“Mkm*.“mﬁiniﬁnﬂit.ﬁhﬁ'*uﬂ-r
& fosfnfedy 7o € vy € *wiftve wrrte” po e fy e b <R i wrtne” pe wnem el s B v o few am A svone
ol s e wrwd Wi @ e e W O woue @ w sl g e b e 3w e | s aneee Sl e e et # fed
e wrerd e w few s e o o Sy

1. “wfow wrsdne” @ o of Sy S S ol ¥ b o wsee po @ of weor w %R Tveusfen W po O o v

% @ w fove £ 530 “wow St oo e v @ con o § veted veae O @ pow yow alit st sl o) el feadold 0 o e
o v ode i @ Wi e @ Pecdel v oumd F e evh

RECONMENDED FOR ACCEPTENCE

v & Ty werY
Date of Surgery nr. Abhisek Mondal
sishe @ i "o
PRSI ML .

2 ’o\q No.-
1| bt

FOR INTERNAL USE of KOSHIKA FOUNDATION  afts 3% ¥

SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
=il et | v 2

%rj 4&04/?4.

28.04.2018



