19 o4 |o315

APPLICATION FORM FOR ASSISTANCE (Healthcare) KC% ,’llka
. h ( ) foundation
APPLUCATION No. © APPLICATION DATE ; Budging Macn of Ve
e vz - L’T/GW‘IIU’O'??' i v 0 _
NAME of APPLICANT | J AGE-YEARS ¥75-
canababe OmPrakash 25
FATMER S/SPOUSE'S NAME :
g o ™ :D .
PRESENT RESIDENCE ADORESS wiwr Srasia W £/ . A
l‘nhnm_u_,_ua.e‘mﬁa.ma___ .
., s 7 N o 4
PERMANENT RESIDENCE ADORESS - @ CO'O}Z_) Om f"‘ml\
Bamo a3, Thovo :
OCCUPATION :
Pt Easemosy WM)IW(M
TOTAL ANNUAL INCOME : o (Attach Proof of Income
¥ wits |Q e/ o e 2. N
PAN No. ¥t W WO
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yeos | No
¥ &% FR W oR ¢ (F v R W W W e :rm‘r/
FAMILY DETALS tftam firgm
S No, Name of Famity Membar I Gond Relation with Applicant
nﬁo oftey % gt w1 W "g.w(:i';' ﬂa‘n.' ¥ WY FEY
Savithya eyl -4 | = [T
AVA) vaz % 121 T5)
7 Tica _Davi gz = ﬁw—_
CY) Creefo Yy = m?‘}io' 3
__E%ﬂ__m ol e T 17
‘ p 2 Fruva k¥.} = ]
2 Tirada F 24
BASIS for REGUESTING ASSISTANCE (Tick whichever is applicable)
o W fod s sm
87L Card ;
(Amach Card Copy) mgswmc?(:on$ mm mer:'d
wSemTsIEmm = mn vl yaw T W S
S & A % B R __R (v o & g i o oWy {vm oy W) wm W Wt .
“PURPOSE" for REQUESTING ASSISTANCE:
T iy g T e W TR
82 No. Mecica! Reporns/Prescriptions Attached
w= o sesrier 8 Wi ¥ of sfviey el dem
EL — JMSC
- - P.b
aliq oy o @ Y o @ ol P 0T R
~
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
- ™ e ® v e e e e 3= e ) o W2
Sr. No, RAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥R HE N s W T @ nf werom T
\ SCE A




DECLARATION by APPLICANT. SWtw po W 3;

1) 1 heredy confirm that il detalls in this Form are True 10 the best of my knowlodge. Any false sistement wi rander my Appication & angoing
habie for repectionécancalation

2) 1 solermndy confirm that assistance, If recesved from Koshika Founcation, will be used only for the "purpose’, as stated in this Farm, for which such

Wi roquested by me

311 hoteby confion that | have aot & will not in futro, aval of rommbursament. In part or in A, from any other sourcalempioyerinsurance company. of the
for wihuch tes sasatance i requested.

1) & dww v { o w2 Rt owd fewrm 30 vl o sye v of B 65w fer o W wee o we € 2 99 wooe o @ = et b

DR e o s st i et o e W e e ety Ay A w e b

1) & g e {5 B wow g w e @ of T o W et @ e free el sen s fteede w3 e f obt v @ o S odm
AGREEMENT by APPLICANT (soice o0 w00

1) Uy affoang my signature or thamb impression on this Form, | (Applicant) hereby ogree & authorise Koshika Foundasion and it's Trustees 1o

usapublishiput-upireproduce my name, address, pholo & detals of the “purpose”, for which such assistance is tequesiedigranted, theoogh any

medum, including but mot limited 10 verbal, pant, electronic, for soliciting donations for Koshika Foundation andior dissemmating information about Ir's

actwbeg/achievemenits. Such use of my photo & detalis can be made by Koahika Foundation before of after my treatmant or fulfilment of the “purpose”
for which assistance is boing roguested,

2) | (Apphcant) furiher agree that any such use of my name, address, photo & cetalls of the “purpose”, for which such assistance is requestedigrantod,

will not automaticaly entitie me for receivieng or conlinuing the s34 assistance, The decision for grantng andior contmuing ha assistance wil rest solely
with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptadle 1o me

1) v Wy w o W wre woer, 8 (spiew) sevd st W g won o of “wie e ol T i W wfege wo f e v,
or, Wi bt o fewrn 1 ww e 4, e T, OF, SRR T TR § g e it Teed o fisd feid @ pam em

# ywfls wvd & Sy afow § S ven W fewrr 2 e ¥ ol w e wed @ e teiee wrde S afe

2) & (vikew) W e @ wem {6 S v, w w2 o fovm 9 e wee % wxend @ wfde £ g o wnon w wRot 9 vom W R d

“wifre® o T sfnd w fade affen obe vt} wim

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s ¥ o w W W s

e
ST G oy );OT

AGREEMENT by HOSPITAL (y=omw 5 wT0)
By afxing hereundar, signature of our Authorised Signatory for recommending this case/patient for financal 2ssstance from Koshika Founcation, we
(Hospita!) hereby aifirm & accept following:
1) Ihal we neither are presantly nod will in future avall of fnancial assistance lrom ancther NGO of any other source, for the same patient/case, as we are
equestng 1o gel from Koshia Foundation, to the exient that such assistance is pranted by Koshika Foundation. If the requested assistanca is not granted
by Koshika Foundation, in part of In full, then the Hospital reserves It's right to make up the shortfall from ancther NGO or sny other source. This
corvﬂm:onossontw»ym:MmﬂmuwﬂmwﬁmyWammmmWMmymeawmm.
2) The assistance from Koshixa Foundation s only financial in nature. The choice of the treatment/procedure advisadiconductad by the Hospital on the
PSRNt 15 Dased on the arrangement between the patient & the Hospital, and is in no wary influenced by Koshiks Foundation. Hence, the Hosoltal will
aasume scie & complede responsibiity of the trestment & (s cutcome & safety of the patent, and Koshika Foundation will have no role or tesponsibilty
" ™o mater
= Son, e W sl W et W el Wi @ Al woee i Areftn ot w8, A v (rme) B wen @ e w mhe i )
1) e w8 v ol A ofies ¥ idle ween feR e Wi w Aal e e 3 e Ses T ER w d o 8 e et Ceioe wrdmt
* St vw ¥ v f Ceifow wrEm go w0 15 ool S efen st oo woos e sfewes Ty wn o few om § 8 s

N3 = et e w el e v W e @ w ol e o b woge o we e e | e e iy wox se St g fet
& et w2 w=oww i

1w e § o woem e A sgfe 9 & 9% woveee po @ of sor @ et e aveRafee W e oh o i

¥ @0 ow S o Cetw gt g A weT @ e ver ot ) reed weoee o SR ¥ e e sl sl )

® v b e W W e w froh o € e (?‘ 7’”,,\
COMMENDED FOR ACCEPTENCE Z [ Administrator ) =

Dr. AT 15 EK HANUwigh % fire ey i Sl

SemofSugery | MCINo-LFU5572 | 4 A % % E
e o sty S”:.’l........qi«:--"':l'(:',"'s““/ ot e S : \Ef': W2 /

'i‘/t/u/l‘) (Nasfe of Dr. & Regn. No. with Stamg) on beha of Hespital)
‘TmumirRT iy ™ %W s g s
FOR INTERNAL USE of KOSHIKA FOUNDATION  571ft® 71 1y
SGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2

== = |

7 —BAE

- /4

20.12.2018



