H9333

APPLICATION FORM FOR ASSISTANCE (Healthcare) KONS "llka
— *‘ i (mh"m foundation
w2 me)g ,/GlQQ; e T /m el
SR L Bugjamma e TT
regmwm o Kondaial, .

PRESENT RESIDENCE ADDRESS wam

]

h

YN

C~|9§

< il .
0183
PERMANENT RESIDENCE ADDRESS ; p
So—pf .ﬁ'?\“ N+ Butfame N+ o foma
' Ve Op Pk G
o Howpe oiPe MARRIED (Reefis) / UNMARRSED (aftafir)
TOTAL ANNUAL INCOME (Attach Proot of income)
TF wfls ¥m MC‘CCO I’—.{leq iﬁ““"‘—] (30 W TG W)
PAN No. Tl o Wem1
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 18 applicable):
w5 A uw S on § (W N I R W e Y:/":)
FAMILY DETALS wRas firs
8r. No. MNamw of Member Gender Rolation Applicant
55 v s @ W A;n(r:;) fin tﬂw?‘ggm
e e e A
~ Y Favtay f ‘ L2
S B V3T 77 KoY TV W s i
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
wra ¥ fnd fiefa saw
8L Card
(Attach Card Copy) (Attock Cortinests Copy) (Aftach Copy) Ay Oher
wid tr @ R e 0 sy s Wl W T wiE pogur
(7w v W o Y e wh (v v &) v o de W (v W) wew ¥y dey st o
“PURPOSE" for REQUESTING ASSISTANCE:
T ¥ et we fiedt W et
Se. No. Madical ReportsiPrescriptions Attached
w1 e seprgie ¥ Wl W of s wl e
P " N a £
S Yo VAN -5 8 P2\
D T
~
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IR ¥ i e SR wnew fed s el @ fw o W
5¢ Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
ks o 34 v W of weam o
7 IR x
Sttt




DECLARATION by APPLICANT; sedes pu shwm wx:
nlnmmwddﬁthleTMbunmdmm Any faiso statemant will render my Application & ongoing atsistance. If any,

for rejection/cancelation
)lmmmm if recoived from Koshika Foundation, wil be used only for !he “purposa”, as statad in this Form, for which such assistance
was by mo.

3) | haroby confirm tat | have not 3 will not in Kiture, avail of resmbursamont, in part or in Ll from any other sourcalompioyerfinasurance company. of the amount;
for which this pasistance is requesied.

1) & vvm wom 6 o w4 K8 v T e @8 ot ¥ sy e o v bk e feven o wey snme ww e § 3 98 wem fam @ = wet |

2) % go @ voun o “wfew wnstva”, @ W w v §, sew avdn v vive W ff @ Ol fem w9 o wer s e b

1) & ge wor { v frm woee by wde o o 4, T ofn W st w o fren fed s i Bdeedn v @ 3w e d okoa @ i d o
AGREEMENT by APPLICANT (3owew 500 %70

1) Ly affinng miy signatune of themb impression on this Form, | (Agpiicant) hareby agree & authorise Koshika Foundation ang It's Trustees io

usepuUblshiput-uprepeoduce my nama, address, photo & detals of the “purpose”, for which such assistance is requested/granded. through any

meaam. including but not limited to verbal, print, elecironis, for soliciting domations for Koshike Foundation andior disseminating information about it's

actvbasachiovements. Such use of my photo & detads can be made by Koshika Foundation befcro of after my treatment or fulfiment of the “purpose”

for which assstance is being requessod.

2)1 (Appicant) forther agrea that any such use of my name, address, photo & dotalis of the "purpose”, for which such 8S$iStance Is requessed/granted,

wil not ausamascally ontitie me for recedving or continuing the said assistance. The decision for granting and/or continuing the assistance wil rest solely

with the Trustees of Koshika Foundation, and thair detision is this regard vl be final and accepiable to me

1) T T W e v W otk o) w e, (apiew) ool wrel o g e { o Cwfon vt o ook ol ) e wam { % oo,
wr, 92 o8t fowrs qu vey ¥ wdife §, 9 Cwfw” oe s, 03, weww o agtve @ w e ot sadeed W et e o e e
# wfts wed o e s 1 31 yen v fewee R v @ R @ o R w ¥ A Csfon vt © sl e b

2) & (wstow) W W ¥ v (% 0w, wm, 92 ol fer o e e ¥ b @ wftn £ 98 v seee W vet ot v e A
*wifowr” v 1o fed w e offi ot ool ¥

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

AGREEMENT by HOSPITAL (v=mmt o ®10)
By afxing hereunder, signature of our Authonsed Signatory for recommending this casa/patient for financial sssistance from Koshika Foundation, we
(Hoapieal) heredy affrm & accept
'lMummeﬂhmdeMMMN&awmm for the same patiencase, 8s wo are
roquesting o got from Koshiks Foundation, 10 the exiont that such assistance is granied by Keshika Foundation, If the requasted assistanca is not granted
by Koshika Foundation, In part or In full, then the Hospital resarves It's right to make up the shortal from another NGO or anry other source. This
confrmaton essentally

states that the Hospital will not avall any duplicate assistance for (he same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the by the Hospital on the

trestment/procedure advisediconductad
patient, is based on the arangement botween tho pationt & the Hospital, and is in no way iInfluenced by Koshika Foundaticn. Hance, the Hospits! will
mﬂﬁtmmd“mmlhmlwdwmNMW”MMM&W
rat afon, vamed o ot ¥ ol o “eifew st % A wnee i Sreftn o ok 4, AR wn () s o W s w el vk 6
1) o % 1@ vy ot 3 Wt wivg F Aefew e fedt i womd st w Rl o v @ v S F W w8 o £, 43 B et Ceife wedtey”
¥ fowfmdvd o & wav 4 “wifom s po e iy v b ok “wfon vl po e fedt sfrewen iy st 9 few o € o e
fl am A woesd e w e o wee R s 4w sfee e tee b v e 9w we e e e e v e e iy el
# wowd won @ el = W ¥ W dwad)
2 “wiftm wie” @ ¥ of woem sen il safs W 690w v gw O of e w et Tese W g oF of eon
% Wv w foe £ ol i wrRte” po Sl v w e von o §) et e F 0 & pea gow it sot wE w W fesod o o reee
W i ol wifew @ WY e w fesiot w oot 2 o o

RECOMMENDED FOR ACCEPTENCE
wingh W g degfy \
R .g\.a\ hl Dcvpdk“M
«\ OO0 M
7 v:,\ o Stamp) WI 1ons Smhﬂdlﬁhﬂm \ ':'
\ VN IR R G 2 R 1 No. TR TR BT SRR AR
'& dwm mmd, Ulﬂ}:ll('l’c - S6oco2
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

)

/}m/? -

20.12.2018




