&l Lia) %Giﬁhtka

APPLICATION FORM FOR ASSISTANCE (Healthcare)
t( ( Sar) foundation
wevw . Gloula lo_op;, ottt e TR U e
NAME of APPLICANT : % AGE-YEARS 35-w¥ | sEx faim
sriow w1 0 Q'} ' (%\104;\ ﬂm\\ WAG G ;z) _('

ramgmw o \en odtad ayana o

PRESENT RESIDENCE ADORESS W SWTHIN W

0
e TSN
= it tagstatams »
. oolS 0015
B - nmenrmm:%emms: m(miww g),,m-momn ;\Sfm*lnw
"H&IX [/ | LA VKA W P T § VT A aar] Pxs Op Pt Bp
QCCUPATION -uDMl m&hx MARRIED (RTfT) | UNMARRIED (sipn)
rommmmcoue X - (Attach Proof of Income)
we wffs s ?)S.C'OQ/ [—:Glmlu G,L\(Dwu. (¥ % W wea)
PAN No, T} W TSR N = )
MYwMWTMASSESSEEmckmuwM} Yes I Na—
v R W W et (R R 6w e A e ¥
FAMILY DETALS wftam ferm
&z No. Name of Family Momber (Years) Gender Relaticn Applicant
B W ot @ weed w1 Tw Ai.;('d) fiin m?’mw
pa Clarkon , N
A =7 'W'P" o J I 8) 'vﬁ f\éﬁn
5 1 b 3
% AT Ye 1T N = Tole

BASIS for REQUESTING ASSISTANCE (Tick whichevar is applicadie)

wee & i fimfr s
BPL Card
[Attach Care Cogy) (Astach Cortficats Coy) Jhiion pard, Ary Other
i e # ¥ v W = 5w sw oy T W gt
R e (v W) o v v Wl (v 9y %) v 5w WY e

“PURPOSE™ for REQUESTING ASSISTANCE:

e ¥ R e e W e
5%, Ne. WMogical Reports. Prescriptions Attached
W VO sty § wl o) nf sy gt we
s I OREY - £
IVANATI STV VS S— AT
e s
0. ) 4
= SIS X 100
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W 0w ¥ 9w o swen et o win @ e v W
8¢, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ W ¥R W W IW i s o

o
.

—
-
)

(K

4




DECLARATION by APPLICANT, 3piew go wive T:

1) § hereby confirm tat all detals in this Form are True to the Dest of my knowiedge. Any false statement will rondor my Application & angoing assistance, If any,
habie for re;

2) I solemnly confiem that sssistance. If received fom Koshka Foundation, wil be vssd only for the "purpose”, as stated in s Fom, for which such assistance

wias requesied by me.

3} | herety confirm that | have not & will not in future. avail of resmbursemant, in part or in A, from any other source/empioyeriaswrance compary, of the amount|
for which ™8 SSSSINCE |8 requested.

nﬂiwsm(hwmiﬁﬁﬂmnudwmwulw.udtﬁmuwmwmtiﬂ“mdaﬂ'l

2) # po ¥ mror v “wiftw Rt i b om el e i fid R oty s et dsn e 4

1) & e wen { & Frm e i o e o o £ ot e © o e e s s P w1 8 e okt T e F o
AGREEMENT by APPLICANT (ses: 50 Wart)

1) Ly affadng my signature o thumb impression on this Form, | (Applicant) bereby agroe & authorise Koshiks Foundation and It's Trustees 1o

us0/puishput-upiroproduce my rame, address, photo & details of the “purposa”, for which such assistance is requestedigranted. through any

medLm, including but not imied to verbal, print, electronic, for solciting donagons for Koshika Foundation and/ior disseminating information about X's

scbabes/achevements. Such use of my photo & deotadls can be made by Koshika Foundation before or after my treatment or fulliment of the “purpose”

for mhich assistance is being reguested.

2):(Ao:atmmwnoncmmynwwsedmymm.m.m&dmam‘mﬂfummmumﬂmm.

wmmmwbmwumwmwMwmm.mmlagmmmauconmwmmumnnm
with the Trustoes of Koshika Foundation, and theit decision Is this regard will be final and accepiable to me.

1) BT O et W a3 W e e, ¥ (siew) ol meft o Y wem { o Csifem wirie bt veet e 7w s wm o 1 ¥ e,
v, wid ol W foror vy o v e ges o, e R I § ol it i aoefend @ S fend o) weer soue
# yufin wed ¥ firg s oo W feee R g € TeR w e 4 et @ fivg Csifer Wl w s e b

2) & (owinw) W o 2w % 00 AR, T, o o e 9 B e ¥ el @ e 9@ v wwom W e a9 e v e |
“oifee” o o i W fdn ot s e g

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
soicx ¢ paowt v 218w Ao

AGREEMENT by HOSPITAL (yew oo wot)
Bymm.mdwmwmmmmmhMWaMMFm|mn
{Hospal) herety affirm & accept foliowing
1} thal we nether are presently nor wil in future avail of fnancial assistance from snother NGO or any other source, for the same patienticase. as we ane
roguesing 1o gat from Koshika Foundation, 1o the axiont that such assistance is grasted by Koshika Foundaticn. If the requested assistance is not granied
oymﬁmm.nunomu.mmwwma'amwmwwmummnooamymwm Thia
mmmmmwtnwwmavﬁtmmm!«QOmmwmmOammm
2)muummmxomFWMhWmenmn.dememmewh
patent, is based on the aTangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil

mmm&mmdmmm&nm&mdmmmMmeanmme
i the matser.

vt sfegy, vemed ¥ s @ wedod W Cwifre st 4 e woen 1y fwltn W ek 6, S v (resme) B s W w v wher vt

1) o 66 2 7 whe st 3 @ ofing F Alee wren fed A e s @ el s e @ e Sl 8wl § & e et eifow st
® frorfn et 7o & v o “wifon wirdrr” oo e dg 6 b oR e st oo weus fe sfrewee By wR it few e £ R e
Tl o b wowad e fost s o @ e @R W seen e T §) 5 e F we v e b e e ol wer T v i fel
b weeh dae w Al w= e & o Emad

2 “wifre stv” @ o nl e v i st @ § 29 @ v gu G of wer w et st W g O o e

% de w e § ol “wife s g Ml e w6 ver R b vt v o 0 o e goe ob ST Wt fastod B of pem
= v sy “wifre” W W oftn @ ol e oA F W oh

RECOMMENDED FOR ACCEPTENCE
) T ® R def e
Date of Surgery ol
sam ¥ wiy
Dr. EAUQIA (Name,
19 ‘u“lol‘l {Name of Dr s ) 4

FOR INTERNAL USE of KOSHIKA FOUNDATION 808, 3580 1 praact, flane alere » 500 (02

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | T T 2

 BAE

20.12.2018




