C19] 03 ol

/" ApPLICATION FORM FOR ASSISTANCE (Heaithcare) Kowsh[
o 2ol S anllaan i e foundation
. m 7!
mew o V/6319/1439 e Hh}H S
NAME of APPLICANT | ACEYOARS Ty | sex e
sow % W o, 55/ =
FATHER'SSPOUSE'S NAME ;
e

?}lc. o¥f Yest P

364»3‘]) Munn
D s e i

TOTAL ANNUAL INCOME : \-/ﬁmd' Proof of Incoma)

=fiE am ALA Gruwadm) AA
PANNo. v U1 Wl
ARE YOU AN INCOME TAX ¥ Yos / No
ww?mu:f(mmtmwm If'.jﬂ/

FAMRY DETAILS wftan S
Sr. No Name of Famiy Member Age (Years) Gender Rolaticn with Applicant
w1 v ity ¥ T W 7w (wi) fin T ® WY Ty
= O [maka3h s L Hiakar

BASIS for REQUESTING ASSISTANCE (Tick whichever i3 applicable]
wem % fad fef sww

BPL Card tificets Rat
(Aftach Card Copy) miﬁwts:c?mcm Copy) [Attach %) Any Other
i twm % Ny ¥ W% Wi g TIen e H"':"m'"'

(wew 7 ¥} o o ey o) (v =x i wrg wfh v why (7o w1 W wrw ok sy wh

“PURPOSE" for REQUESTING ASSISTANCE:
W ¥y et fr W et
Sr. No. Modical Reports/Prescriptions Attached
¥ Wom FeaRaies ¥ i W of st g sy

BE  — MEC

ASSISTANCE BEING AVAILED for SAME “PURPOSE- from OTHER SOURCES
W v ¥ 9w = W e o vl R fam v w7
o NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F W 3T Wi W ™ # of wewn Tt
]

= SCEF]




DECLARATION by APPUCANT. sl D0 Wi Wi
1)1 herody confirm tat a8 dotads in this Form are True S0 the best of my knowledge Any faise statement will render my Application & ongoing assstanca, iy

Labie for rejection/cancelaton :
2) ) solomedy confirm Sat assistance, If received from Koshika Foundation, will be used only for the "purpose”, as stated in this Foom, for which such ssaistance’s
Wi rogquesied by me i
3) | heroby confiem that | Rave not & wil not in Ssture, availl of resmbursement, in pant oc in full, feom any other sourceiempioyeriinsurance company, of the
for which this s83is3anCe & requesied

1) & e v € e 1 wwn € Rt e fee i ered ¥ st we o b ool e feere of wee e T o 90 apee o @ el )
1) %t gu ¥ soer o vt s, § o w o £, TEe e vl vhs W o ¥ fed fem wém, @ W oo F vo e

53 4 e v { % fam v ¥ o5 mén ¥ of £, 70 o W afew w ven frem Sk o o fdewds et @ 1w e f sk e ol

AGREEMENT by APPLICANT (smcw DT woT)

1) Uy affoang my signature of thumb Impressicn on this Form, [ (Applicant) hareby agree & authocisa Koshika Foundation and it's Trusees to
usapublisnput-upireproduce My nama, address, photo & detals of the “purpose”, for which such assislance is requasted/granted, through any
medum. including but not limited 10 verbal, peint, electrania, for soliciing donations for Koshika Foundation and/or dissaminating information about s
actvdesiachievements. Such use of my photo 3 details can be made by Koshika Foundation before or after my treatment or fulfliment of the “purpose”
for which assistance is being requested

21 | (Appiicant) furthor agree that any such use of my name, 30dress, photo & detals of the "purpose”, for which SUCh asSistance is requesiedigrantes,
wil not automatically entitle mae for raceiving or continuing the said assistance. The decision for granting andior continuing ihe assistance wil rest solely
with tho Trustoes of Koshika Foundation, and thoir docision Is this regard wit be final and accepiable 10 me

1) o e T N Wt @ P ¥ e wwer, 4 (sotew) wvd wre® 9 g wnn f o Cwem it ot Td i T W oo e { et e
wr, wta sht @ feeer va won § i b w Cwifewm” qe i, o, Seww (ut gt o u wikieud st sesfend @ fed el @ g e

3 yfr wed ¥ ey oy § %t yox v fee R g ¥ o @ e E wE @ R e et woes afeee b

2) & (svie) w or & wrse { i we, v i ol v @ Teom ¥ o @ v § R e Teen W veee W v oW v ©

“wifirer” vy vow ofed W fede s ot st v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wis ¥ aow W S W P

= 9
| )

——a

AGREEMENT by HOSPITAL (vwmm po wou)

By affdng herounder, signature of our Authorisad Signatory for recommending this case/patient for fnancial assistance from Koshia Foundation, we
{Hospital) hereby affirm & accept following:

1 '"a!vnmw.ropruofwyno'wﬂh'wmnﬂo”wmmmNMNGONM,o(h«m.WNmMm.u\nln
recuosting 10 get from Koshika Foundation, 10 the extent that such 335:32nce (s granted by Koshika Foundation. If the requesied assistance is not granted
%y Koshika Fourdation, In part of in full, then the Hospital reserves il's right to make up the shortfall from ancther NGO of any other source. This
conlirnation essentially states that the Hospital will not avad any duplicate assistance for the samo pationticase from any cther NGO or any other sowrce.
) The assistance from Koshixa Foundation is only financial in nature. The choice of the treatmeantiprocedure advised/conducied by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and i in no way influenced by Koshika Foundation. Hence, the Mospital will
sssume sole 4 complate responsibility of the treatrment & 1's oulcome & safety of the patient, and Koshika Foundation wit have no role or responsitalty

n the mader

wot sfowe, venet W a6 weddd o “wifen e € fdbe seee i fSeefte @ w4, PR e () B TR @ T e v

1)y T 3 0 winw ol 3 @ ofvw o fufeg wpee st & el deat @ fead s sl @ se S F 9w @ o 3R e vt Ceife st
§ el T % wav § s s po e fg 5 i “eifrer smrdee po wes fedh sfwaren by v 9 few e § o s
ol s A1 e e w feah s v @ oo 4 W sfeer g v o R e wn e § v see Sl s e e b fesh
& woard sem wm Ml o e B T Emeh)

: “w¥om wrdmT ¥ o nf veem wew fdve ol @ ) 2% w v oo 6 o vew @ i 0 avasfew W g R o v

& vt ot “wfre @ 8 e w fedot w2 W

. IMENDED FOR ACCEPTENCE
Dy, ABHISHEK HM % frg v
Date of Surgery MCl &:q.-‘-lwv“'- ‘
| T
Q)\\ {Name of Dr. tﬁeg\ti No, with Stamp)
G P\ TR ETmImm LY
= FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1
i v

7

20.12.2018




