APPLICATION FORM FOR ASSISTANCE (Healthcare) K(% hlka
HWEIHAT BY AATA WIEY (R ) Tourdstion
::&lc;wm:'hx (J‘[c-‘_“q’aws—- (‘IniJH) :;c’géoamm chll} /,T Sudding bleck ef He
NAME of APPLICANT | e Z AcE-YEARS Wi | sex i
IS W Y ,_-_.(‘\}b*'( £ (_) [ L]'I_ ﬁ

TATHER SSPOUSE'S NAME - ™ot e
ST W TR Deoject

PRESENT RESIDENCE ADDRESS ®IT STaTecs qm
_‘fl*}f;"l K ivAan L’,m]dwj | ﬂngf%, | Y NA

PERMANENT RESIDENCE ADDRESS : Tan SvTis Wl
N1 Sy iy Ule DS Sbiogy CARNEES
|

OCCUPATION :  \\bu St bt MARRIED (FFTITCT] ¢ UNWARRIED (ﬂ?ﬁﬁa}
TOTAL ANNUAL INCOME= " , S Attach Proof of income) .

T s I Rar 1BY Lacs (Famdy Inceme) WAoo

PAN No, T @ BER —— Sr

ARE YOU AN INCOME TAX ASSESSEE (Tiek whichover |5 apslicable: Y J

B &9 S wO W € (R W R IH 0w W AR e 5’%

FAMILY DETAILS Sfmm S

Se No. Name of Famlly Nember Ape (Years) Gander Relation with Applicant
Ea ksl TR T weedl W N 75 (7)) f5n TRTE B WY TaEy
(A% e atee] IS swanat Uus (5 | ST A |

e
r
BASIS for REQUESTING ASSISTANCE (Tick whichevar 18 spplicabis)
=rm % ferd Ay sen
0PL Card EWS Certficate Reson Cand
(Atzach Card Capy) [Attach Certificats Copy) (Attach Copy) ;ny“momr:;
i T w A e v W AR T T o o W
(5uT T3 WY w e HWerd W (v %¢ W1 B W0 W U (s 51 ) o v v st \
"PURPOSE" for REQUESTING ASSISTANCE:
mEE 1 5 W B = e
Se. No. Medical Rzponsﬁew&puonp Altuched
s H=n e e ot e e A e B R
Dt q% ' - L Cotanvbo!
SLarl- LE Floce dtal
ASSISTANCE BEING AVAILED fer SAME “PURPOSE” from DTHER SOURCES
o TRV S ¥ 3% = s 60w E=E B e a7
%2 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH W STT TR W M = weEm A
=
1\‘1 1’
AN




DECLARATION by APPLICANT: ST4%% B1 WI9WT WA: *

1)1 heveby confirm that sl gotnils i this Form are True ta Ihe best of my knowledge. Ay teise ststamant will render my Appicaton & ongong essistanco, Il sy,
lisbie for rejectionicancalabon.

2)|.dumwoo;’mm“mm.nmmwmw.ummm»,f:nhe-mm'.nmunuhrmuummmmm

was requestad by me.

3) 1 herediy canfinm that | bave not & will nat in feture, gaai of reimbursament, in part of in ful, from any pther seucelamplaystdissurance camgeny, of the amount

{or whizh this assistancn i fgquested.

1) 3 e T | 5 o e A ot o e fesen 38 el 3 SR wR o w4 vt 51 e o s s v # o w sen S st o aed

1) %t g2 wreew ofty “wifew sreSme, o oW ot F, awer wviy onl) st 9 il 2 B fvn e, Sm e d more

1) 2 ¥ 5@ i o owrn iy v wie W o oo w sies W ooea e fed 3R defieesie e s e et R a0 sfem A dm

AGREEMENT by APPLICANT (s1aew 30 900

1) By affixing my signalum o tiumb impression on Bis Form, | (Apaticant) hereby agroe & authonso Kashika Foundalion ard il's Trusiees 1o

e putlisput-upreprocuce my name, addeess, photo & details of the “pumpeze”, for which Suth assistance s raguestodigrantod, rcush any
mndum, iscludng but net limitad 10 vertal, prnt, electronic, for solicting donations for Koshika Foundafion andlor disseminating informaton abost II's

pctntiosischiovesents. Such we of ry phols & detsils can be made by Koahiks Foundation beforo o aftor my Irnatmant o fulfilmant of #ig “pupase”
far which ssaistsnca is bzing requestac,

2) | (Applicant) furthar agree that any such use of my name, addrass, ohots & detads of ha “pumoso’, for which such assistutce i recuestedigranied,
will ot astomatically anitla me for restiving of confieuing the said assistasce, The daciion fo granting ana/or contizuing tha assstance will reg salaly
with tha Trustees of Koshika Foandation, and thelr dectzion & this rogard will be final and sccoptable 1o me.

1) T wes 51 &9) v W ain3 ¥ wn AT, § (SRE) T e W g wen f v tsfew siibe sho o SRl 9 e vm (S o m,
wn, o a8t o ferrm tm wra A wifen #, 3R s weg il o, menw (ol TEE @ {0 RAAeE ait senferd o fivd fee & ot s

2 yufiz 99 % f S §) 5 v = fm AT $ e w s owwt @ T S elfen sndE T @ A e

2) & (i) vo o @ woer e Ao 0w, s, 934 o Seeen W e wersn W oackyel W oafilo § o v ween W e Wil W W

“FPT T TR il = faiw et st wsrE T

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION =
sybos o esaut @ 3 W f

AGREEMENT by HOSPITAL (¥&ma 30 =30)

By affinng norpusdar, sgnature of cor Authorsed Signatory Jor recommending s case/paliont for financal ssatance from Keshics Foordabon, we
{Hosgasl) haraby affirm & acoopt folowing:

1) Bral we naTher are prosanily ror wil in fulra aval of finsncial astistance from ancther NGO or any alhar source, for the samo patiantcaso, as we e
mguasling to ged fram Keshiks Feandssion, 1o the extent 1hat such assistance is granted by Koshikn Foundeton, I the requasted 356is15nc8 IS not grantesd
by Xashika Foungatian, m part or in full, then lhe Hospital reserves it's right 1o make up the shonfall from ancthar NGO ar any ofhier source. This
oanfemation esseotlally stalos hat tho Hosptal will rol aval any deplicale asslstance for the same pasant/cass froce any oer NGO or aay ciher saurce.
2) The assistance from Koshiks Foundation is only financial in natre. The choice of lhe treatmanliarocedise edvisadicontuctad by tha Hospital an the
patant, is basod an the srangemert betwoen Ihe patient & the Bospital, and Is 1 no way infiuencard by Keshika Fosndation, Hence, the Heaplst wib
assume sele & complote respoasibility of the beatment & if's culcome & safely of the patant, end Kosnika Feundation wit havo no role or respanshilty
in the mates,

wat sfugy, vl o st i woddd W ot st o fefts s by fedon o wd 3, B ww (s A wE R s T e )

1) E 75 3 ot wh o 1l e o Ffen s feh A el R T T A T W T e 6o w d o 8 3 I T SR sEe
N femfen ety 7o & vy # “3ifrm W pu weg 8 f B Al el s oo omem Sl sl g e o) Fon ae § o s
19 5= B o ven W RS SR TS § TR R W v e e @ g 4 we a9 § T awes s e e wEee e e
it womlt da0 @ el s e @ 98 Sl

2w T 2w o s 48 e RE A T w eem oo § o wer @ 6 s W 0w ves

% 9m = fwm § ok “efem vt o fed e e o con W) & wiled v F oh = g wow ot s et o R TSl 00 9T v

=) ol she ‘i 9 =i s @ Sed W ot F T e

RECONMENDED FOR ACCEPTENCE |
=t & fag weir \ n
Date of Surgery \&/ S o NPT
semfinly | i 'Dr. V.P. Thakral
e v“ed W& Stamp of Authorised Signat

So o A< e of Or, & Regn. No. with Stamp) Sﬂim{ Ednbatad of Hospital) 2l
2-2 403 > w N A @R A TR Mo Dl T s wfved

FOR INTERNAL USE of KOSHIKA FOUNDATION  #=fis 3wim 37

SGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

5 T |

2 T 2
/Q;(,W_d

28.04.2018



