APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika

e “m ey (Vv Tavm) foundation
*m“:m: K/OQ-I‘)/GILo? mm“ un:qmm. i ek of S
AGE-YEARS 30-N | sex fin

NAME of APPLICANT |

sce @ SAITUN B3 42 £
. 3 . ' | - ‘
' A ‘*L

OCCUPATION : HOULSE W FE MARRIED (Rib) / UNMARRIED (staips)
[TOTAL ANNUAL INCOME Proct of
o i Pai— e w1 e )
PAN No, 7% w01 Hem =
[ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes [ No
¥ AN [ 6 (iwﬂmeMwﬁn LR

FAMILY DETAILS wftan fiyaon

Gender Relation with Appicant

Se. Mo, Name of Family Member Age (Yeans)
TN W sftan ® woed w1 W aw (nl) ® W
f - N [N -~

TI<
~)
>
<
%
r

4T3 I
A

i

BASIS for REQUESTING ASSISTANGE (Tick s appicabla)

wen ® fad fefd soun
BPL Card EWS Cortificats Ratice Card Any Other
(Amtach Card Copy) (Astach Certificate Copy) (Astach Copy)
nid tan @ AN w9 == W vl e o wid “"""“"‘:
(v o % ww wh wem wh (s v W) we o vem ot (7 71 % vy xfh wWeem W
“PURPOSE" for REQUESTING ASSISTANCE:
w3 et 0 il . ot
Sz No. Nedical Reports/Prescriplions Altached
#5 Wwa /73 s ¥ wi %1 v sivkcr ot dera
L DAPOA 08K CFTARECT - LR

13 - D )
2 | =t s =

ASSISTANCE BEING SAME “PURPOSE” trom OTHER SOURCES
wmthdmmﬂmﬁtﬂwum
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ T = v W w o wpsa o




DECLARATION by APPLICANT: 30908 10 vivw w;
mnuzmmnmhuramu True 1o e best of my knowledge. Asry false statement will render my Apgiication & ongong assistance, f any,

Z) | schermely confiern that assstance, If receved from Koshiks Foundation, will be used only for the “purpose”, 88 stated In this Form, for which such ssustance

was requesied by me.
3) | horady confim Mat 1 hawe not & wit not 1 future, avad of reimbursement, i part o In full, from sy other sourca/emnployesfinsurance company, of the amount

for which s assstancs is requesiad
pivmemifmosifid vt v el d s RS W s st W S et b
2) % g weovs o Csifre et it e vt e et s e P el u wie dw e T ww B

y) & e wan {1 Bew woee 0w wde W of £, v w s w v e el s dnflaeda werd v o e ot e @ oiee F

AGREEMENT by APPLICANT (09¢% D0 U0

1) By alffiing my signatiare of thumb impression on this Form, | (Apglicant) heredy agree & authorise Koshika Foundation and it's Trustees %o
use/publishvput-upireproduce my name, address, phota & detals of e “purpose”, for which such assistance is requesiedigranied, through any
medium, inchading bt not imilad 10 verbal, prind, eloctronic, for sokiciting donations for Koshika Foundation andlor disserminating information about W's
sctities/achievemonts, SUch use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”

for which asalstance is being requosted.

2) | (Applicant) hurther agree that any such use of my name, sddress, pholo & detals of the “purposa”, for which such assistance Is requestodigranted,
wil not aviomaticaly entitie me for receiving or conlinuing tha $aid assistance. The decision for granting and/or continuing the assistance wil rest solely
with the Trusises of Koshika Foundation, and thee decsion is s regard witl be finl and acceptable 1o me,

1) ¥a et 5t vl yenwt W et W o e, @ (svdes) sl wrelt oF g v o “wifw waitne obt vt sl * o sfegn won { v 90 W,
v, Wi b o Pven g v o Wifen £, 3@ “sifoer” wng e, o1, weww et agtve @ g0 oifefed st aonfad ¥ fivd Al o gy ey

2 wafty wrd % forg s §1 9 v w fewon B e ¥ e wowt e ® B sifew ssder” v e afege

2) 4 (sndow) v o @ wre A du o, e i ol fewen o e woee ¥ otvd § wit § g0 e weee W peer ot e o w4

“wifive® ey ee dled w fedy ey sl st W

APPUICANT'S SIGNATURE OR LEFT THUMS IMPRESSION ¢
wics ¥ paw @ ¥g W R

AGREEMENT by HOSPITAL (vws DU %01)

By nfng hereundar. signature of our Authorised Signailory for recommending this case/patient for financle! assistance from Koshia Foundation, we

{Hoapital) hereby efirm & accept following:
mmnnmaMw‘thdW“MMqummhmmmunn

requasting 1o get froen Koshika Foundation, 10 tha extent that such assistancs is grantad by Koshika i the requested assistance i nol granted
o,mumm.mmahu.mnwmnmnmwumthM¢mmmm
confirmation essentialy stales Mat the Hospital will not avasl any duplcate assistance for the same patienlicase from any olhee NGO of ary cther source.
ammmmrmuwwummmaumwwuwmu
patient, is based on the arangement between the patient & the Hospital, snd i In no way Influenced by Koshika Foundation. Mence, the Hospltal will
assume h’::meduw&nmlmdnm“mwnmnmmam
"n 1

wiot ooy, wieed W) ade O wodd wt “wifire wrratey® @ fults weren fy frsttn o wk , ot v (veeee) B g ¥ e v eten v

1) ur s 2o whse st o e faly wprem Tt A wred e @ el s vl d ve Dol F W w o 4, &9 uwd C e s
# ffinivel 3w ¥ wav € *wife vt oo wee ¥ A R Cwifom wne® po ween fedh sfecwen iy v W few o § 8 s

ot s e wont e A S T @ s e adleen e vee b ve e we e s € T s fode s e Ot 7 e
Howed) wee W el = e § R daed

2 *wfiper wredne® 4 o of woom wus e gyl Wt & 9% W e po € of By W Al W TTeTEe W g R of e

¥ &u w e £ by s str” po A vt w W v o 1 peled v ¥ 0 @ per yow oby o wd w wd fastoll 9w v
o o abe “won” ¥ Wi ofve w fauiol oot 7w O

RECOMMENDED FOR ACCEPTENCE
wiht w forg wogfr
Date of Surgery ; Giri 4
s ¥ win N - . 3 %a
‘ ‘l‘? x #"“m, lre (tame, Deai ‘EWM
. ' Y ot or. WA T1) F .M.. Hospital) ’
A1° TR W T Y W U T B e v Wt vl
FOR INTERNAL USE of KOSHIKA FOUNDATION  S5fts 7% #Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i R | il e 2

7 Bt

28.04.2018



