APPLICATION FORM FOR ASSISTANCE (Healthcare) K()‘S’hlka
“ ( ) foundation
- : ' ! I S—— ——
Arcamonte: 1 /6219 3339 arpucanonsare: T3 T v e
NAME of APPLICANT © AGE-YEARS 9-Y | sEX fiy
o bl GrosTn SerAAR e T
TresoRea ANy wUL SARDME
FTEGORE R : :
)
—_— UN EMPLOYED MARRIZD (M) | UNMARRIED (36ata)
P P —— e e )
PAN Mo, i Tl WS
mmum v-ur
w3y S % om ¢ (% w0 I W R P v/
FAMILY DETAILS wftet fyam
Sc:; Md: Member Aam;! Gender Relation with Appilcant
L3 w0 Y
=% 3 i éY %_W
9 . Eer . ™~
"BASES for REQUESTING ASSIBTANCE (Tick whichaver i applicabia)
woen = A Sl e
BPL Card EWS Cortificate Ratice Card Any Other
(Attach Caed Copy) (Attach Centificats Copy) (Attach Copy)
wid tm % 9 yom s s vl wm = Ty Wil gy
(vem 1 W) we ) TRew wh (v W o i de et (5 w1 %) wem ¥ e wh b
“PURPOSE" for REQUESTING ASSISTANCE:
woan ¥ fed mt field w ade:
Se. No. Medical Reports/Prescriptions Attached
w1 W srads ¥ wld 9 of s gl W
I BOONOCIL - CATWIACT — liIE

o mmaﬂq'_lﬁ CSICS F20LC)

ANCE BEING AVAILED for

ASSIST SAME "PURPOSE” from
wm%hdmwwaﬂlﬁﬁ!mm

NAME of OTHER SOURCE
QT W S

AMOUNT of ASSISTANCE BEING AVAILED
ot nf v




DECLARATION by APPLICANT: sl U sww w:
v)mwﬁumdmnmm” True 10 the best of my knowledge. Any false statarmant will rendier my Application & ongoing stsistance,  aery,

rajectioncancelation.
2) | sclomnly confirm Bt assistence. I rocoived from Koshika Foundation, will be used onfy for the “purpose”, as stated in this Form, for which such sssistance

was reguesied by me,
3) 1 heraby confern that | have not & will not in future, avail of reimbursement, In part o in Aul, from any ofher sourcalemployerfinsurance company, of the

for whach thes sssistance 13 roquesiod.

1) ¥ whwn wor { s 1 wey 4 et ok ol S 98 el ¥ anper e v w R s fevon oF wer s ww o § o 90 woee e @ w el
DHprd e o wm vt il w W L et Rt e s e e T ww

3) 4 v wan { 5w wmes by o sy o of £, w0 it w sl w e frem At s dirdeentn werd @ v o fve § sl @ e

AGREEMENT by APPLICANT (ssies o0 %U0)

1) By affuing my signature o¢ thumnb imgression on ts Foem, | (Applicant) hereby spres & suthorise Koshika Foundation and It's Trusioes io
use/publalVput-upireproduce My name, address, photo & details of the *purpose”, for which such assistance is requestedi/granted, Brough any
madum, Induding but nol limited to verbal, print, elecironic, for solicing donations for Koshiks Foundation andlor disseminating information about it's
acthvies/achieverments. Such use of my photo & detalls can be mado by Koshika Foundation before or afler my restment or fulfiiment of the “purpose”

for which assistance is being requested.

2) | (Apphcant) hurther sgree that any such use of my name, address, photo & dotails of the “purpose”, for which such assistance is requestedigranted,
will not sutomatically enliie me for recesving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solety
with the Trustees of Koshika Foundation, and thair decision ig this regerd will be final and accaplable 10 me.

1) T e s yemer w i W) o wewr, f (swiew) svd wedt W e wor o “wifte et sl sodt i * oo v (v e,
wr, Wi adt 3 feren yw wer Wi £, 0 wiver oeg s, o, weww (ol agtve ¥ @ i st s o st el o v e

2 yaftn wid ¥ fivg sfeqy ) Ry W e 3 e @ o w e S e ¥ g Cwifre sder” v el sfege

2) & (avbew) v W ¥ s {0 du v, v, ol ol e @ e e ¥ ated @ wile § g e wese W veor W v v e 4

“wiftrer” woy oee wlld w fnds sl s st vem

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
ey ¥ vow w ¥g W AR

AGREEMENT by HOSPITAL (WiSme B0 %W0)

nmm.wuwmwumuwummmmw-

(Hospital) herety affirm & accept following:
um-.mnmmahmmummmmmauzmmuummunn

mbpmmwnummmmnmum If the requesiad assistance is not gramied
by Koshika Foundation, in part of In full, then the Hospital reserves I(s right 10 maks up the shortfall from ancther NGO or anry other source. This
confirmation essentialy states Dal the Hospital will not avall any duplicats sssistance for the same patierw/case from any other NGO or sny other source.
ammmmrmnwwummmdumwnumun
pasent, is based on the arangement batween the padent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complote responsibility of the Yeatment & I's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibiity

in the matier.
vt sy, el w8 st @ wekdd wi “wiftw e ¥ fdte weew 1g fewtn o i £, Al ve () fex wet ¥ e v e vt

1) i o wiu aby 3 V) s o e wpe Sl i woed v w ferd e ve 8 Te St F O w o §, 8 I et Com weatee®
2 frwfmfeds ver € waw ¥ “siftos wrdtee” oo wee g & § ok “wifow wrdm pu wees fedt sfirowen By v W Bew e 8 s
fexd 3pn i woed wiee w feed 3o v weee B W afeen gove vee b e F we v e | s e s T Ot o el
it wrend wew w fealt e e S

1 *wifs wrsater” @ o of W S ffy vl W O w v g O of wer w el ot aveive oy OF o veee

# e w foee £ s *wifow st oo el vt w1 o von ot 1 peied w00 @ v gow ol st wh o wd fesiol R o v
v ok Swifom® @ N e W kot v T e

RECOMMENDED FOR ACCEPTENCE
v % fire vy
Mdm il , ¥ S!\‘.' -_.y“‘. g~
o % ata 1S POt RO earinC
w[ ! mu"twnﬁ . ..J.':?J.m
AL B e 2 W vEE e )
FOR INTERNAL USE of KOSHIKA FOUNDATION S0t 3¥a i
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
R | 3 v 2

%77 /ﬁ:‘c”‘/g_.

28.04.2018




