c.m\ s> 0140

~~ APPLICATION FORM FOR ASSISTANCE (Heaithcare) K(’s’htka
i, ¢ : foundation
;gcmuo,: \1\0,310” L4\ mmﬁ:{alq\n bosting Yo of e
APPLICANT ; ) AGE-YEARS S15-7¢ | sax fufy
:ﬂ“:cﬂm o (l’\)am Gch;Q 5 n M

FATHER'S'SPOUSE'S NAME :
fmwy=m = = %lhn 1&]:!_
SENT RESIDENCE ADDRESS wWhtry smersste wm
- - s
| : ’ . Pas o0 Pesd o
ST \

e () Rom (nopel

PERMANENT RESIDENCE £$S :
mﬁm:um(m

Sahp ar  Cnmiye

OCCUPATION
TOTAL ANNUAL INCOME : " [Attach Proof of income)
w® afés B Nﬂ (3g W WK o) Nf\
PAN No. T0% W W ————
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yos /No .
w5 5w om0 R I R W A e ¥/
FAMILY DETAILS <hurt firem
§¢ No, Name of Family Megmber Age (Years) Gender Relation with Applicant
S Hem ofa % weE W () il FeleE § Wma Wy
A Suang T £ - b\\_;v.(
o> B FZa 2L e YL
BASIS for REQUESTING ASSISTANGE (Tick whichever is applicable)
o & ford Rl s
BPL Card EWS Cortificate R
(Attach Card Copy) (Attach Certificate Copy) (A:lgg: cc:':n M‘n WM
e @ * N s = wf yom Toden wd gere piiad
(yare ot 8 v o gy wh (35 91 %) wa ¥ o W (e 5y o wew o wee wt
"PURPOSE" for REQUESTING ASSISTANCE:
Se. No., Medical Reports/Prescriptions Attached
W wwm wepeEhe ® Wi W vf wfivhey ot wWems
Ni— - A NS
e R\ 2 W
ilm’“’ — Nl TYHR(o T (0]
7 £ i
N \/
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
v T % by s = werm fedt e win @ P o W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥R " 5 W W TN o nf werem vl

A€ S0 Sk




DECLARATION by APPLICANT, 3mits 0 W 11

1) | hereby confirm 198 aF detads in this Form aco True 1o the best of my knowledge. Any false siatoment wil ronder my Applcation & ongoing assistance. Fy,
Kable for rejectionicancelation

2) | sclomnly confiem that assistance, f received from Koshika Foundation, will be uaed only for the “purposa”, as stated in this Form, for which such assistancs
wias roquesied by me

) | herety confirm that | hiree not & will not in futire, avall of reimbursement. In part or in i, from any other scurce’empioyerfissurance company, of the

for which s sssstance is requested

1) ¥ v wun S g oy @ ol R el S S8 el ¥ s e o B oo e oF e see ow e €W 40 woon fiow ¥ w eed

N e v e TR i et e R e i it oo dwm e T b

3) & v wae { ¢ fon wpen #y w wéw W of £, o W ®fee @ v e fed sre o fedeeadn et 3 1@ i d sl @ e F o
AGREEMENT by APPLICANT (smice g0 %11)

1) Ly affing my signatiue or thumd imprassicn on Siis Form, | (Applicant) heredy agree & authonise Koshiks Fourdation and i's Trustees 1o

use pubishiput-upireproduce my namo, address, photo & details of the “purpese”, for which such assistance is requested/granied, through any

medum, including bl not feted 1o verbal, print, electronic, for saliciting donations for Koshika Foundation andior cissominating information about If's

actibosiachievements. Such use of my photd & details can be made by Koshika Foundation bafore of after my traatment or fulfiment of the “purpose”
for winch assistance '3 being requesied.

2) | [Applicant) further agree that any-such use of my name, address, photo & cetalis of ™ "purpose”, for which such assistance is roquestodigranted,
will not automatically entitle me Jor recening of continuing the sad assistance. The decision for granting andior continuing the Sssistance wil rast solely
with the Trustees of Koshia Foundation. and their decigion is ihis regard will be fina! and acceptadle 1o me

1) TP W et yeme W sk o woy wwer, € (aview) v wrni @ g won o “sifre wnrtee oft vl =it * W s v e b
o, otd o3t W feem o vve o i 4, T Csifow” o e, o, senw et wgkre @ 3@ wiided st avefend @ S SR 9w e

¥ ywitn wrd ¥ fieg s & 8t yen w e S pow ¥ ol W e @ wrd @ B st wrsder” v sfegn &

21 & (sies) e @ wem (s S0 oww, v, 92 odt fen u e e ¥ et @ o € qR v e oo @ o v e

“sfow” o Tee e W Pein a0 el o

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

it ¢ qrow @ ¥ W fans
ITFN TG

AGREEMENT by HOSPITAL (w=mm oo wit)
By alfiing hereundar, signatura of our Authorsed Signatory for recommending this casaipatient for Snancial assistance from Koshia Foundaton, we
(Hospital) hereby affirm & accept following
1) hat we nelther are presently nor will in future avad of financial asaistance from another NGO or any other source, for tha same patieni/case, 85 we oo
requesting 1o get from Koshika Foundation, 10 the extent that such assistance (s granted by Koshia Foundation. If the requesiod assistance i nol granted
by Koshika Foundation, in part or In fUll, then the Hospital reserves if's right 1o make up the shortiall from anather NGO cr any other scurce. This
confirmation essentially states that tha Hospital will ot aval any dupiicate assistance for the same pationticase from any othar NGO or any other scurce
2) The asaistance from Koshika Foundation is only financial in nature, The choice of the trestmentiprocedure advisad/conducied by the Hospital on the
patient, is based on the acrangemant between ihe patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, tha Hosptal wil

pssume 30k B comgiels responsibilty of the treatment & 's outcome & safely of the patent, and Koshika Foundation will have no role of responsibilty
in the maller.

vt sfowe. vt ¥ st 8 weRad w “wifw et ¥ e s i feeltm o) wft 4, P v () B v @ e w vl e b

1) o s % 3 wiws ol 2 @ e f fides s Sl A woed weee W el s el @ e dlopt T 8w A o £ R fe o Cetow st
U fwfonfedy v € gy F Cwifom watna” po ws g B bR Cwifoe st oo wee el et oW few e § o e
Pt 3= b werd e w fd o W W apee B W afee gl v o R 1 we wn o § e s S e dheet i el
i sl wem @ feilt W= W ® 90 S

2 “wifewm s @ @l weww www A sl & b O w v o 9 of o W el ot aeeusEn W e 9 o v

® oW fevs £ ol “wifew st po feh ser w W ven o b et w0 ® pera gow sbe et v W Wit ol S of reew
W i ot e W W e o Aol e S e B

ye WA Y RECOMMENDED FOR ACCEPTENCE

| ,AB“‘-% whh % forg ey
Date of Surgery WO~ e A_/\_r
Wmwata | Sigh A A/ >

of O, & Regn. No. with Stamtp]
SO et g e e

FOR INTERNAL USE of KOSHIKA FOUNDATION  sts 358 ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i pe | o v 2

vl ~ ¥

- —
L4

20.12.2018




