APPLICATION FORM FOR ASSISTANCE (Healthcare) K(’S’hlka
Huraon il AR Wy (Frern Taw) m
e I[0519 [ansa  [amme 09l6ig | e
AGE-YEARS 15-W¢ | sex fin
mwam KRICHNAPAYS  SARKAD. 97 M
o MANYAGAR  SARKAR,
75 PRESENT RESIDENCE ADDRESS A L/
r 2 M‘
PERMANENT RESIDENCE ADORESS - ¥al W Va1 :
— AT — -
L“m; UNEMPLOYED: MARRIED () | UNMARRIED (sévfi)
e = Do 100A10 = 00400/  feaweus
PAN No. ¥UI8 W VoW "
ARE YOU AN (Tick whichever is Yes I No
w3 W% W g § (@ 9= 0 I W el w e el ¥/

FAMILY DETALS wfim fiyrm

Sr. No. Nama of Family Marmber Age (Years) Gender Relstion with Appicant
e ® woEd W WS ™ (i) hisal Fi!n
AF. 4 WIER |
& A6 ot
ol 7 | N . ONS

BASIS for Is applicable)
v & fid fief s
BPL Cand EWS Cortificate Ravon Card Any Other
(Attach Card Copy) (Attach Certificats Copy) (Attach Copy) o i
i@ ta ® A wm ™ s e vl v e = gy foussd
(v W we o v wh (wwm vy %) v wfy s st (v wr ot v o e Wiy
“PURPOSE" for REQUESTING ASSISTANCE:
wema i A6t it ferl W wgt:
Se. Ne, Madical Reports/Proscriptions Attached
w3 W s 3wl ¥t o wivier g den
VEITNHGNTCSIC ~ U AYTARRCT . e,
P ~ 1
T DAWH_’M)
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
W I € iy i 5 s el o e @ fw v W0
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥H WS S w0 W 0 o v o




DECLARATION by APPLICANT: spits po wew ¥
1) | haraby confiem that all detalds i ts Form are True %o the best of my knowledge. Ay false stalement wilf render my Appiication & ongang assistance, If any,
table for

2) | scheemndy confiem that assistance, If recesved from Koshika Foundagsion, wil be usad only for the “purpose”, as statod In this Form, for which such sssistance

Wis tequesiad by me.
3) | haretyy confirm that 1 huve not & will not i future, aval of reimbursement, in part o in full, from any other sourca‘employerinsurance company, of the amount

for which S assistance is requesied.
l)lhw(knmiki'llﬂhuﬂt-eimmddh*dh«wmwutiﬂwﬁud-ﬁﬁﬁ
2) ¥ pu & wons o “wifeer wrten®, 4 o w0 8, sew vy wlt ten W) W ¥ Bl fom widn, @ W e F soowe

1) 4 e wan { % fem oo 1 oy wdw %t of §, 0 v w sfes © wen fres el e defbawds ward ¥ 3 o e § ool 3 0 e ol

AGREEMENT by APPLICANT (sa9c% T8 %T0)

1) By affxing my mgrature or thumb impression on this Form, | (Appicant) heceby agree & suthovise Koshika Foundation and iI's Trustees to
use/publishiput-upirepeoduce my name, sddress, photo & detalls of o “purpase”, for which such assistance is requesiedigranted, through any
medium, inchusng dul not imitad {0 vertal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating information about if's
acuvitiesfachiovements, Such use of my photo & details can be made by Koshika Foundation before or after ary treatment or fulfliment of the “purpose”

for which assistance s being requesied.

2) H {Applicant) further agree that any such use of my name, sddress, pholo & detals of the "purposa”, for which such assistance is requestodigranted,
will net sutomalically enbUe me for recening oc continuing the sakd assistance, The decision for granting and/or continuing the assistance will rest soloty
with the Trustees of Koshiks Foundation, and thoir decision is this rogard will be final and scoeptabie 10 me.

1) v e W et wet @ sk o) ues wer, @ (smbow) sl wrsl o) e wi o Swifom waidr oy weet il w sfoge won v do e,
wm, w2 @ ferrn g e o e §, ol “etfw® T s, O, wewe (ot § 3@ il sic sanfed © find Sl O vt e

A vefts wrd ¥ B sty §1 8 v W fowon @ poa ¥ ek woee 3w @ g v sde” ot i b

2) & (aiew) v o @ wese {0 du ws, v, 0% ady fewwr @ O wees ¥ wcted @ wkin £ O s e W o o T T e

*wifowr” o vae wied w1 iy b st st dw

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wiks ¥ pow w §¢ W e

AGREEMENT by HOSPITAL (vWs BU wU%)
By affixing hereunder, signature of our Aushorised Signatory for recommending this casedpationt for financial assistance from Koshika Foundation, we

(Hospital) hereby affirn & accept following:
1) that we neilher are prasently nor will in future avall of Snancis! assistance from ancther NGO or any other source, for the same patenticase, as we are
10 get froen Koshika Foundation, 1 the exiant that such assistance is granted by Koshila ¥ the requested assistance is not granied

requesting

by Koshika Foundation, in part o in &ull, then the Hospial resarves X' right 10 maka Gp the shortlal from another NGO or any other source. This
confirmation essentially stales (hat the Hospital will not avall any duplicate assistance for e same patientcase from any other NGO or any other 3ource.
2) The sssistance from Koshics Foundstion is only financial in nature. The choice of the treatment/procedure advised/conducied by the Hospital on the
patient. is based on the arangement batwoen the patient & the Hospital, and |s in no way influenced by Koshika Foundaion. Hence, the Hospital will
assume oW & complele responsibily of the troatment & if's cuicome & salely of the patient, and Koshika Foundation will have no role or tesponsibilty
i the matier.

vl o, W W st @ sbakd wl Cwow ety ¥ Refes wen B fewn o w4, e e (wa) B v d s e vl

1) o B i win ot 9 @ wies o fefin s Sl i woel s w el e e ¥ v St 7 o m A @ 4, B I pet Csifom st
¥ firsdonfeds sen € weaw ¥ " Wt po wee by s ) ok uifver wrrdve® go woee fedt sfrwen g gt W) few o § @ s
ford s & woed e w et 3 v @ wese 80w st o e § Wy 4 W e e | e seen s s ow G S
1 wresl wee u e wew w9 A vl

2 “wifows worde® W o of wooe S Al wgf @ ) oF ot e oo € of vy At Tvousiew W e O o e

o e w fewe £ ot wiw sty po el pe w i con o rlted e 0F ¥ era yow ot sl el Peiel R o vaeen
0 Pl b et ¥ O e w frciod oot € o

RECOMMENDED FOR ACCEPTENCE
wirgdt % foe e
Date of .V A,ﬁ-.'_:f,".i
e % ST -l e S
‘HIC‘S 19 (Name of smm.uaw%-p) mm&wﬂ
TR W IEaR R} ™ 1w veEas sheq s
FOR INTERNAL USE of KOSHIXA FOUNDATION ~ &Fafts 2% 1
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
=yt | = VR 2

_ 171 /r?ég/l/él

28.042018



