APPLICATION FORM FOR ASSISTANCE (Healthcare) KOOS hv.ka
wWETAW VY I WEW (Povay TEaw) TR T
srnucamane: 16/ 0319 /0289 AreveNmOR IR (/A 4 (D iy et B
. o
e BLHARTLAL  DAS e | 7

FamErasrouses navt - TIAR] C HAND DAS

fomagm W W=
PRESENT RESIDENCE ADORESS wisgs Sueen W
IR 717 BPADNFELL KOV, LAk NC- 15

PPLEA IR £ST QLI et
PERMANENT RESIDENCE ADDRESS : ¥1a8 30t G J—
AL ARTVE-
o 0. D160 X 12 = 20200/ avawaves’
PAX No. o uEd

[ARE YOU AN ASSESSEE (Tick whichever is appicable): Yos I No
¥ s v e o (9w B T W oeh W e et v/
FAMILY DETAILS sftart fram &

S¢ No. Name of Momber Age (Years) Gender Reiation with Applcant
wu e %{%w 7w () ® W
' AR % P ]
1l S f
A Y ¢ J =
—————‘&:- Fi
. ‘,
BASES for REQUESTING ASSISTANCE (Tick whichever I8 spplicable)
wowm % fied frsfe s
BPL Card EWS Cartificate Ration Card Other
(Attach Card Copy) (Antach Certificate Copy) {Atzach Copy) mp,,..
nil T & 9N oy s soe vl v vy Tovien wid angervtad
(w1 ¥ we o e st (v o ¥ ww o v W) (yam vy 5w o g vt
“PURPOSE" for REQUESTING ASSISTANCE:
werow ¥y fed w feeft W It
e Mo, Nedical ReportsiPrescriptions Attached
5 W sepevsien ¥ wd ¥ i sfvts @ e
4 - T —
T SURGE Y —KE( ST Aol
-
ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
¥6 Tre ® ¥ W & wew el s wie @ frm v W2
52 Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
U Wew = Wi W TS ol weom il




DECLARATION by APPLICANT: suilow D vy wa:
1)mmmu¢unummrmunudmwmwmuwmwammuny.

reecton/cancaiation,
2) 1 solomndy confinm Ihad sssistance if recesved trom Koshika Founcation, will be used only for the “purpase”, as stated in this Form, for which such assistance

was requasiod by me.
3>|wmm1mwanmnm.mdmnmanummmwmmdum

10 which ths a53152A00E 15 1eQUESDd.

1) & v wir { Fs g ey 4 fod ot and feerr @0 wewl ¥ s W wed b Seern o W awew we e £ o 30 ese fee @ w ved
2) 4t pu & woe on “wifew s, d o W ot §, v e il vt W @ © B few wde, W W owe l wow

1) & e woe {8 fes won 0 o wdn Wl £ ofn w ale @ wen e el s defadesde werd @ 1o five § abot e d

AGREEMENT by APPLICANT (sies D8 %00

l)!yMchuMMmmlewwwlmmwthb
me,m.mt“anthM“thMw
mmummummmiahmmmmwmwmmn
activilesachisvernents. Such usa of my photo & details can be made by Koshics Foundation before of afier my treatment or fulfilment of the “purpose”

for which assistance is being requesiod.
z)cwmwmwwmdmmmmsuudumthmmmum
wil not automatically enltiie me for receiving of continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with tha Trustees of Kostika Foundation, and their decision is this regard will be firal and scceptabie 10 me.

1) ¥8 w5t vl e @ a0 ) we wowt, 4 (sodew) ared vt o) e won { w “sifrer wrdter ot et sl ¢ wt oftep wer { e da ws,
v, 9% by 9 ferr g wew F e £, 3 Cwiow” ooy s, o, wenvw et gt § g il s sesfed ¥ Al Pl e e

@ yufty wrd % fivg sfogr B 40 wor W T &t pre o et e d e ¥ fivg “sifow st w o sfege b

2) 4 (svbew) vu A ween {0 An v, o, ol ale fevor o 1 e ¥ acted @ wile § gl e ween W W o W e

st g un wlied wi fde o obt wwwdt v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
ey ¥ ot W ¥ W P

AGREEMENT by HOSPITAL (¥t §U WIX)

mmm.maumwumuwuwmmmrmu

(Hospltal) heroby afirm & accept following:
1) that we neither are presently noe will in future avail of fmancial assistance from ancther NGO or any other sourte, for the same pabeni/cate, as we are

Mngubu-mrmunmmmmumnmmuummunm
oymmnmunumuwmnmumwummmm«mnm.m
confirmation essentialy states that the Hospital will not avail any cuplicaie assistance for the same patient/case from any other NGO or any other source.
2) The assistance fram Koshika Foundation ks only fnancial in natire. The choice of the treatment/procedure advised/conduciad by the Hospkal on the
maummummmwaumu-mmmmwmmmumw-
assume sole & complole responaibilty of the treatment & if's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matier
¥t sfogn, vl W aft ) webed w1 s wrwe® @ Ay wmew iy frerite ¥ wl £, Pl v (veee) B vew @ W v e vl

1) fie 3 o whay abr v ) e F fhe wrem el A weerd sioat @ fnd s e o e bt F 0w A o & 80 e e slifee et
@ fewffves v ¥ wae 3 "o wrdm® po wee f i Rk Cwifee wrdtee® pu v fedlh sl # w0 W fem o | A e
e 3 At woed ven I e wEEve @ e o W st g vee W e § W ew o | e e e wex v Ol iy fed
& wed v w fasl o @ W wwi

1 *wifios wrrtee” @ o of wpem W fefey sy ) 4 09 vt v pu @ of wer w A Tresien w ges 39 o v

% O w fewe § b twfoe wrdr oo Sl g w wi cen o ) il veon F Of @ pew g ol st wd o el festol OF of v
) v i twifret W W e w fastoh o 4 o il

RECOMMENDED FOR ACCEPTENCE
F oy v o
Surgery ' iy Sankar Bage

o e “No.-89372 M“‘"” Owectar
Suer Fountstiom & Ressarch Cargre AN ‘--,‘i“i.ﬁéwemw on!

i&.fﬁﬂq [Name of Or. & Regn. No. with Stamp) 0n behalf of Hospital

N w il = 1R R He dan
FOR INTERNAL USE of KOSHIKA FOUNDATION  Sits 3% By
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
el yeen | PR 2

7 FAE

28.04.2018



