clalonlezdz

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(?Shlka
ST B SRS Wi ( ) foundation
APPLCATION No. : APPLICATION DATE : Boidng bock o e
T S vio3d9 /1425 s fech §lall
NAME of APPLICANT : AGE-YEARS SU5-W | sex fom - g
— __Nem Sigh =q M | S
FATHER'S/SPOUSE'S NAME - . an
favegs w W S/o 'é | 5
SIDENCE ADDRESS o g5
Liv 2 >
Toee of Peekof
DiG4d — .
PERMANENT RESIDENCE ADDRESS - ]
Rama 05 Ghave 14—26-) A/‘“/)ﬂ g'%
OCCUPATION : -
Fasines! W!W(M)
TOTAL ANNUAL INCOME : (Attach Proof of Incoma)
R =il = 1&coal’ (mewmwwm)  ANA
PAN No. 7Tt & Wua
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicabie): Yes I No
AN ST ont (% TR I R e e e e ¥
FAMILY DETALS Yftar firem
S*. No. Narme of Family Member Age (Years) Gender Relation with Applicant
® SR mt::iwmm '2;(:8 fiin siTE, ¥ WU WAy
1 LDhEEson: Uo-v) ladfc e MJ4.£
Y & 'Eln LA« 2.3 13 284
2 Tﬁ"k“f - ) 14} 20
4 MM&H% o LM 28
BASIS for REQUESTING ASSISTANGE (Tick whichever 1s sppiicabie)
wm % ford frfy s
8PL Card rfificate
(Attach Card Copy) Mzh"gccf;m%j mm, ":Vm
virdt % 9N o w2 s Wi yew ™ oY v o
(v w1 ¥ oo v W wh (v w1 ¥ v SR e W (v vn ¥ e of v w e
*PURPOSE" for REQUESTING ASSISTANCE:
o ¥y 760 T el W e
Sr. No. Medical Repons/Prescriptions Attachod
N W srmEen ® wd w of vivhe ot ves
m — ¥
(F — 1MNGC,
oon
vmggj#_-_u L CICe & T
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T T ¥ 3w = v R o el @ Pre v W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
BN Ee U vy W T w nf wewn T
{— SCEH




DECLARATION by APPLICANT: WHICE St Wwey w¥y; =
n|nmnyowmwuzcmhnm%mmYm!nmmstdmlmom:m Ay talse statemant will render my Application 8 ongoing assistance, i),
Kable for rejectionicancelntion

:)xwm:yme.lwmmromw.wnmmmbm'wm'.uwhmram,famm
wis requesied by me

3) | heralyy confirm that | Rave not & wifi not in futire, avas! of reimbursemont, in pan or in A, from any other source‘ampicyerinsyrance company, of the
for which TS 333422008 I8 reQuesied

n‘-!é.wm(kﬁmthuitﬁhﬂﬂmﬁimm«winﬁdmummmmidﬁmmdtm
;)ct:rrnm-.t‘r'mm',iﬂru‘*O,wcmmmﬂﬂimmm.iwmiwnh
)»me(ﬁﬁwmvgwwﬂﬁt.nmvmummwnMM#:ihi&wﬂhh{m

1Y

AGREEMENT by APPLICANT (sntte gm war)

1) Uy afxing my signature or thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundation and it's Trustees to
usepubiishipat-upireproducs my name, address, photo & detads of the ‘purpose”, for which such §ssistance i roquestedigranted, throagh any
modium, including bt not imited 10 verbal, print, electronic, for solicting conations for Koshina Foundation andlor disseminating information about It's
achvibes/achiavements. Such use of mry photo & details can be made by Koshika Foundation before o after my treatment o fuitiment of the “purpose”
for anich assistance s being requesied

2) 1 (Apphicant) further agree that any such use of my name, address, photo & cetails of a "purpose”, for which such assistance s roquestodigranted,

will not autamaticaty entitie me for recehving or continuing the said assistance. The dociion for granting and/or condnuing the assistance wil rast sclely
with the Trustoes of Koshics Foundation, and their decision is this regard will be final and acceptabie io me

1) TR ETe et e m A W e e, 8 (o) sl e o) g wm { o e e st od e " w s wn { xS0 e,
'm'.va#tilhnwmiﬂh!,ﬁ'dbn'mmﬁ,G,mmwmtwmmw*mwﬁmm
s'swfratﬁ%hwhﬁmnﬁmﬁmivﬂmuédih'é&mm'ln&ﬂvh
:)Q!:-'nkt)wmim(h#v!l.'u.v’é*xhﬁihmiﬂﬂdtm‘ﬁmz“wmmmwﬂi
“aitfn” o see il @ frde sfm ol e o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
Wit # vow T HE W P

X G 3,
A E

AGREEMENT by HOSPITAL (¥=59% TU wT1)

By affuong hereunder, signature of our Authorised Signatory for recommaending ths case/patient for financial assstance from Koshika Foundation, we
(Hoapita') heraby atfirm & acoept foliowing:

1) that we neither are presently nor will in future avail of fnancial assistance from another NGO or sny other source, for the same pationt'case, as we are
roquesting to get from Koshika Foundation, to the exient Ihat such ansstance s granted by Koshika Foundaton. if the requested assistance is not granted
by Koshia Founcéation, In par oc in A, then the Hospital reserves s right 10 maka up the shonfal from another NGO cr any other source. This
confmanon essentialy states that the Hospial wil not avail any duphicate assistance for [he same patenticase from any other NGO or any cther source.
7) The assistance from Keshéka Foundation is onfy financial in nature. The choice of the trestment/procadure advised/conductad by tha Hospital on the
pationt, s based on the arrangement between the patient & the Hospital, and is in nQ way nfluenced by Kosnka Foundation. Hence, the Hospital wil
pssume sole B complete responsibilty of the eatment & it's optcome & safety of the patent, and Koshika Foundation wit have no role or responsibilty

 he manae
mw,m:&mama-mm-tmmnmuat,fnw(m>an.mawa-m-at.

1) ue fa 3 7 wies ot 1 @ e o Al e e &t woed o w el w el @ Te S 4 W w A o 3, 0 e ovet e e
¥ fawdonfeds 79 % seee 4 “winer wirtne” g e ¥ fe ok e e pu weew Sy sfwaen ¥ S 90 fee o § @ e
feed At wand v w e e wEer ¥ w3 W afesst g v & @ g F we e e v seme i wewe dha i el
& ol wen w Pl 5= W 3 R dmebih

2, “wifrm wrtwr® 4 o of o wea Al sl o 4 99 W opeew pu @ W @ fed g el W g 0 S e

¢ o0 w frve £ 3 “wifre wrten po A wen W w9 vor W 4 v v A 9 % v e skt w9 Wl o) T re.
@ v o w9 W e w fedot wows € w0 o AP )

/ -'1'// ‘\\\ \
RECOMMENDED FOR ACCEPTENCE 13 ] A
wingt % fog wgf 24

Dste of Surgery J\EHEKWUK r P
] [}f;\B ' 65 2
\9 MGl NQ.'.Q'?“{, (Name 6; '\lﬁbﬂ‘m.

\9 l°3| s‘lﬁ}myw an. No. with Stamp) ' on behaf of '
/M uTETTEmR T | TR e e e
FOR INTERNAL USE of KOSHIKA FOUNDATION 357t 758 ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

T v | 2 e 2

}:(//‘/Qj__a :
(s

20.12.2018




