APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosktka
m“ ; ( ) foundation
*‘m*‘u: ‘(lO‘HOIO‘Qs “mxm“ mn:6 [{]/7 Buling otk of be
AGE-YEARS 315-W | sex fein
e FARIDA RGO AG
ubmn:o:ﬂuu SK. S‘HWHK (“\
PERMANENT RESIDENCE ADORESS - VIl SUUalS o U.&ﬂ'
— 5 ARTTVE —
o HOUSEWTFEL WASGED (W) | UNMARRIED (sfeultn)
':a";km ' N (m:t"::m)'
PAN No. Tur} IRl o =
"ARE YOU AN NCOME TAX ASSESSEE (Tick whichevar (s applicable): Yos INo
wmmwmt(iwduvwmﬁmmu LR
FAMILY DETAILS iRan Ryss
5¢. No. Name of Family Member Age (Years) Gender Relation with Applicant
wY Hen oftaR % ® 7w (W) -
= )W Y E—
— f ;
— 0 K Y[ T o
e [ 1y s
BASIS for REQUESTING ASSISTANCE (Tick whicheves Is spplicadle)
weram ¥ fd fials st
BPL Card EWS Cartificats Raton Carg Any Other
{Attach Card Copy) (Attach Certificate Copy) (Atzach Copy) Basls/Prool
wi e ¥ i wam T srq 3% vl i S gt s
(vam w1 WY e 3 weow wh (v wv € wew 5@ W sh (s w1 W) v oy ey et
“PURPOSE” for REQUESTING ASSISTANCE:
o ¥ et fedl W R
Se. No. Medical Reports/Prescriptions Attached
w1 W semaiea ¥ wd @ wf sirc it B
[E - — L
~ [71-1 TSN \
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
wméndﬂmﬁmﬁihwm
Se. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥H Wea = vy N it nf serem wel




DECLARATION by APPLICANT: smits pu Wi St
1) | herody confirm It a8 detalls in this Form atn True 1o the bost of ey knowledge. Any false staterment will render mry Appiication & ongoing assistance, if any,
kable for

rejocton/canceliaton
zuwmmm.ummmrm.numwhuw.umnmmwmmm

wis requested by me,
3)lwm~lmmumnunm.mdmthmanumW“Wmm.dn

foe which this assistance is requested.
1) e won { fi v s R ok v ol famee 80 sl o sget e w e §) ok i fewn o W s we o § 8 30 v e ¥ el
3) 1 pu 3 wees o e wtw, i e Wl o vt i R A e M s el dw e i ww

1) 4 e s { i o wem v e o3 o £, w0 e w alte @ wen fem el s e werd 3 v fire § ab s @ e T

AGREEMENT by APPLICANT (3its D9 %00

t)BmeymammaimmmFmlWh&ywlmmmeMb
use/publisiviput-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requosted/granted, through any
medium, inchuding but not frwied 10 verbal, prinl, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activiiesiachieverents. Such use of my pholo & detals can ba made by Koshia Foundation before or afier my treatment or fulfiment of the “purpose”

for which assistance is being requeated.

21 (Applcant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requesiedigranied,
wwmﬂmbwumummmmmmmmumuum
with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceptable 1o me,

19 ¥ A W R v s e e, 3 (avon) s et % g v { w wifre swtter sl ot it @ s v (s .,
w, w2 ol 3 e ve wer o e €, 28 “wiew ooy e, o, e gt actee § e i st venfeed @ el ferld o e e

W yaftn wrd @ fieg s §1 9t e few At pos ¥ St @ et e ¥ B Cwifre st @ s b

2) A (sobow) vu wn @ W 1% 40w, we, w32 abe femer @ s wwen ¥ agtvd ¥ witls €59 v ween W wesr T o W e Y

“wiftr”® oy wee sl W fede sfm s el v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wAts ¢ e W ¥ W AR

FARIDA b g qum

AGREEMENT by HOSPITAL (wisme 50 %)

By affixieg hereander, signature of our Authorised Signatory for recommending this caseipatient for financial assistance from Koshika Foundation, we

{Hospital) heraby affirm & accept loliowing:
1) that wo neither are presantly nor will in future avall of financial assistance from another NGO or any other source, for the same patienlicase, 35 we aro

roquesting 10 et from Koshika Foundation, 10 the extent that such assistanca is granted by Koshia Foundation. M the requested assistancs is not granted
oymrmm.nmanumuwmnmomwmmmmmamoaum.m
confirmation essentiaty stales thal Lhe Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any ofher source.
2)mmmmrmmamhmddhmmmaummnummn
padent, i3 based on the arangsement between the pationt & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete respoasibility of the teatment & It's outcome & safety of the patient, and Koshika Foundation wil have no role or responsibility

in the matier.

Wt afeg, vemed W) s modid w “wifre stwe® 4 Aty weee by fewitn o sl £, Bl vR (vemm) P e e el vl

1) w1 3 A whan a1 @ sfew F fabe woem fead S wossd vee @ e sex ve @ e Dl F @ w A o 4 R et elfow st
B frnfintudy v ¥ weey F *sifve wrdm” oo wee iy % ok Cwifow watm po ween fedh s ] Tt few s b8 s
ol = it woed s w e 2 WA @ wooe @1 w adest o e bW e § we s § e s B we ww dde i R
i wwd dew W fesh 3w e o o dwabdy

3 *wifeow s W o of e S e o @ 1 OB W v oo @ of e w At o aveusfew W O o v

® e w e £ ol Cwfew wrdee” po feilt wr w o von ot § velted v ¥ 0 @ wew gow ol s wd W wd fesiol 3 of v
¥ vl ot “sifow” ¥ i e = Pedol o F o

RECOMMENDED FOR ACCEPTENCE
wivgdht % fog vy
Date of Surgery AT Bage
[ %’BB@’S'SQG:% \‘_xm,. ot 1’,—;:”:"-"5‘?“":0
Reg. No.-18853-AMC MM&M«MW
C,‘Q\lc( Sus/pldne 6tr & Regn, 3, S o behaltof Hospial)
TR W|ITNINR L W 1 R yean sheg s
FOR INTERNAL USE of KOSHIKA FOUNDATION  #Rifts 3% ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l Y ) 5 v 2
v/} r

28.04.2018




