c\9 06 309

APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S' L
WETGa] ¥ swam wney (vmere Tare) foundation
APPLICA ' 0 APPLICATION DATE : Bidng boew o lAg
e (—\\06\%\0\’3\ me e o loffl3  F
AGE-YEARS 35-wd | sex fin
NANE of APPLICANT | —
m \
ooy Mﬁ&-(u‘ﬂ 62 F
FATHER S/SPOUSE'S NAME ; g
fomwgm w1 )
PRESENT RESIDENCE ADD ; gl
Vilia 57v 3 VTR AT L — Dbas =3
y . x P&G OP, pu"” p .
Do = ) < \
RESIDENCE ADORESS WAy T S\
2% Okheve
OCCUPA HMM UNMARRIED (#vefes)
T [Hatthe n\/f ! {
TOTAL ANNUAL INCOME ; . (Attach Proot of Income)
W wfes am Foi15w0 (3w wes W) V)
PANNo. warf wom wem )/
! ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable) Yos/
" A R s on f (W ww R W wg e e e W/
FAMILY DETALS wftun farm
§r. Ne. Namo of Family Member Age (Y Gencer Retation with Applicant
N wem st 3 wol W oy W (wi fiin SitE ¥ WY Hsy
I Ram Tham \enal
T Vel <) e A T
Y Ches  Singh = o A Con
BASTS for REQUESTING ASSISTANCE (Tick whichever 1s appiicablo)
woam % ford faeafn amen
BPL Cavrd
(Astach Card Copy) (Attach Cortiesss Copy) (httach Copy) P e
nid N Emw = 5 o g T Toien W R W e
(7w w1 W v o wae ot (sam o o o ufe s ol (v Wt v B deer ST
“PURPOSE" for REQUESTING ASSISTANCE.
woem ¥y fed 03 et = axgv:
$t. No. Medical Reporta/Prescriptions Attached
Y g . FErmREET § Wil %) vf wieiey gt wen
T 2 TT TS Vo — 1] Pr
F _M<C<C
% jguiaj{".tf . i 2 ol - TE7
ASSISTANCE BEMG AVALED ‘or SAME “PURPOSE" Irom OTHER SOURCES
W ITT W RN awm wpen el e wte @ few e w
3. %o T NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVARLED
AR | e R & 1 sowa o
fal P, | SCEFEH o ]




R 4

ATION by APPLICANT: 3000w e wewm o1 K

, 1 horeby confirm that 3 detalls in this Form are True 1o the best of my snowledge »ym“mmnwwwbmmm.im;.
latie for repecticn/canceilation

2) | sctemndy confirm that sssiatance, # recerved from Koshika Founcaton, wit be vsad ony for the "Durpose”. as s2ated in this Form, for which such assistance
Wwau roquested by ma

wwmmnmmsmmnm.wdmmnm«nhn.mwmmmwyumm.wwdmm
for which this 8ssistance i requested.

1) 4 v wam { F6 o 02 0d e fewr 48 et ¥ mgee e 0n w b ol i feven o8 W s e o § @ 49 swen B & = wert &

2)ﬁwimu&’dﬂmwﬂm’.in-mO,MM:wmdﬂtﬁhm,iumiwwh

nQﬁm(khmqwmd-ﬂ,uw‘vWumhﬂnMMiaih'&wﬁhi*n
AGREEMENT by APPLICANT (sotew ©U wut)

1) Ly affinng my signature or thumb impression on this Form, | (Applicent) herety agree & authonse Koshias Foundation and #'s Trustees to
momwwmmmnm.wm.mamum'mm'.wmmmmnmmm.mmm
mmmmumm»w.mmummmumwwammmmmn
owmmu.demmaawswumwmm‘nFoumwwuaﬂ«mtww:tamdu‘m‘
for which assistance Is baing requested.

2)\Mm)Wwamuudmmm.m:.moawusﬂmo'm‘.wmwmnmmm

wili not automatically entitie me for receiving of contmuing the sa0 assistance. Ymowmbwwmwmmmnvmw&
with the Trustees of Koshika Foundation, and thair decison Is this regard will be Snal and acceptadle 1o me.

nwmwﬁm:ﬂdumhm)Mmlhwm(w'mmtﬁm'dmm(khw,
o, wa ol e g owvn d e f, 0 e g i, o, s gt agtre @ o0 i s i ¥ fivd el o e e
W wfts wet ¥ firg sfoue 4 3t wen w0 fowen #t e @ ok @ e @ e @ Bt wrdmt v s adee &

2) & Lowkew) v o @ v L e wn, v, ot ol e @ e wen & actrd @ widn § uR ve weee W veor T v T o A
“wifow” o s wfd w2 fody ey bt el o

APPLUICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
wice ¥ powt © ¥g w i

.KV‘)\ \}\,L-‘*‘l dev)

EMENT by HOSPITAL (wrumm w1 wut)

By affixing hereunder. sgnature of our Authonsed Signatory for recommending this casa/patient for fnancial assistance from Koshika Foundation, we
{Hospital) horeby afem & accept following:
ummmmmﬂymﬂhmwdwmmmNGOovMyomerm.brhumm.unn
raguesting to get from Koshika Foundation, 1o the extant that such assistance is granted by Koshika Foundation. if the requesied assistance is not granted
wwmmupcmhu.muwmmmnmwmmmmmammm.m

essentially stales that the Hospital wil nol aval any duplicatle astistance for Ihe same patenticase from any other NGO or any other source.
2) Tha assistance from Koshika Foundaton ia only financial in nature. The choice of the by the Hospital on the

reatmest/procedure advised'conducted
patient, is based on the botween the patient & the Hospital, and is In no wary iInfluenced by Koshika Foundation. Hence, the Hospital will

mumom&mmdmw;t-m;muwm,wmmnm»m«m
in the matier.

vt s, vemed o) oft W weddrd W wifire v @ e w13 feeitn o) w £, Pl ve (wseem) e we W e v et e &

1) = fe 30 wior ol 1 @ e o fufs B fed & el W w feel s i @ s divest F ot w o ok 8, 4 fe e “wiftre st
¥ frefinfefs 70 ¥ wav 9 “wifre wrtmT gu ace iy & ool Ceifoe st oo woon el sdfrermen B weg o) few e § @ sen
foalt sy & wresh wem w ferlt s wer @ e B w e e tee bow e e e e 0 s fods e ve SR iy Ao
& wewrd) st w fesd W wer @ ) Sy

2 “wifow wdwa” @ o vl woew Swn A v ¥ b 00w ress go @ of v o e avosee W g o o v

® @ fown § o Cuifowr st oo Sl e e o e o bt v o 9 € poa yow ol oot wd @ il feolod i) T eeven
W oh obe Cwifon W o e w Pl W F o) e

AN

RECOMMENDED FOR ACCEPTENCE

_ et mewmy O\,
/Date of Surgery \ N
! skt W wtu Dr. & Singh -\.’“\bSSE\O‘ ‘

\ 4P THAL o St S NS
e\ \2 (Name ofDr. n ]
Ho=t2808 oo awd S s
FOR INTERNAL USE of KOSHIKA FOUNDATION  #1=t% %81 1Y
SIGNATURE of TRUSTEE ¢ | SIGNATURE of TRUSTEE 2
kil it 7o 3

L
| 7

w/i

/'?:;34/544

L

20.12.2018




