| R — e W

fé&’ c19]o¢] 043
APPLICATION FORM FOR ASSISTANCE (Healthcare) K()‘S.,‘llka
HETEHT 9 AT WEY (e Taree) Toundation
APPLICATION Mo, L APPLICATION DATE :
arvvcanonke: 806150208 w19 |of (14 - .
NAME of APPLICANT AGE-YEARS W9-¥¥ | sex fifn
n s
cmaddo Sukh Wam 51 M
FATHER'S/SPOUSE'S NAME :
fomg = 7 Reep C bl v
msmnesmnczmss b i PASTE PHOTO HEXE
#l‘lha;L_"‘— -\d — leh Rﬁ_ P)‘QOP, [on 14,,}
: = nummu‘muctmss e O kh Fam
= 0208
% Cibors
%{?"mﬂ- £ Qs MARRIED. {Refd™) | UNMARRIED (3Refie)
TOTAL ANNUAL INCOME - (Artach Proof of Income)
w8 it s 12,660 (FmewR A M
PAN No. vt Wit Wl AJjd
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): YesINo
@ Y FR s o ¢ (A = 9w Rt W o e v/ mW
FAMILY OETASLS wftam frmm
5. No. Narme of Family Member (Years) Gender Relalion with Applicant
¥ won l wften ¥ W ?u('.g; fuln AT ¥ W WA
I . A A o~
) N UK. IVY PP 17K | Kol o Lt %
Q) \;n:}(&h 16 m Sor\
3 Schagh i wa) <o
BASIS for REQUESTING ASSISTANCE (Tick whichever (s applicable)
wErm ® ol il SR
B8PL Card EWS Certificate Rstion Card Any Other
{Attach Card Copy) (Attach Certiicate Copy) (Attach Copy) BasisProe!
i b = = v W e mm TN W ———
(w2 W) e v e (wm v € g v e Wl (7w v W o o W W e
“PURPOSE" for REQUESTING ASSISTANCE:
wren ¥ fed m e W at:
St No Modical ReportaPrescriptions Attached
R WU semmEher @ wl ) ) sfvkey §f wen
O] "Dfrgim\ﬁl - PE -~ | 'S C
| () R e AW A1 AN —
> QJLS.BP/%.;I — NE - C1 (S + | O/
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
™ 75 ¥ P W e weem T o v © e wm W7
St Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥S W = W ™ w nf verem ol
) SCEH




DECLARATION by APPLICANT: miw g0 W wr; ~—
mmzmmnmmmrommrmbumamm.wmwummwumnmm.tﬁy.
habie for rejectionicancelason

2) 1 solemnly confirm that assistance, If received from Keshika Foundation, will be used only for the “purpase”, 85 stated in this Form, for which such sssistance
was roquesied by me

3)lwmﬁlmmluwmmw0mnuncnmMw”mmvmwmdmm
for which this sssstance is requasted.

1) ¥ v = { w3 R o fewen 20 et ¥ e we ol 98 6ok W A o W v we e £ 2 8 wpen B o) @ ved
2) #t gu @ weer o “wien ot 4w o §, v v v ster o) o ¥ el e wdn R d o b

1) A e wor { s frm wmer #y o wé ¥ of £, o oft W sfre w e e fel e st et 1 o few € ol T o e € o
mwnm (siTw 3o wat)

1) Uy affixing my signature of thumb impression on this Form, | (Applicant) haredy agres & authorise Koshika Foundation and if's Trustees 1o

e pubishiput-upireproduce my name, address, photo & detais of the “purpose”, for which such assistance is requestedigranied, through any

meawm. incusng but not Smited 1o verbal, prmt, electronic, foe soliciting donations for Keshika Foundation endior disseminating information about it's

actevibes/achievements. Such use of my photo & detai's can be made by Koshika Foundation befare or after my treatment or Rulfiment of the “purpose”
for which sssistance s being reguested.

Z)I(W)meuwwmdmymm.mM&mdu‘m‘.hmmm&m

will not avtomatically entiie me for recelving or continuing the s3i0 assistance, The decision for granting andior continuing the assistance wil rest solely
with ine Trustees of Koshika Foundation, and their decision is INs regard will be final and acceptable 10 me.

1) 8 5T R s wemw W st Wt e e, 3 (apiew) wvd e o g won o Cwfee Wi ol et v " s wee s o
v, Wi sy @ fewor gu e o e b, R e o s, o3, wee gt Tkt ¥ g e aft Tvedeed @ S e we e

2 swftn wed ¥ fig sfege B & smow ferm v ¥ o @ e S et ¥ O e i w e afege b

2) & (awice) W owr @ wem { e S0 wvm, o, 992 i frere @ s weew ¥ ated § wiée ¢ 2@ e woee W veor Y wo W v

“wifire” qrg 19 il Wt Pely afim sh woed B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : '

wicw ¥ gowt w #8 w S & =

AGREEMENT by HOSPITAL (ymme pu W)

Bymm.ugmwdwmmﬁwquWMuquWMKmFWMn
(Hospial) heredy affirm & sccept

1) that we nother are presently nor will in fulure avas of financial assistance from another NGO or any gther source, for the same patienticase, 28 we are
requosting to get froen Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in Aull, then the Hospital reserves iI's right 1o makes up the shorfall from another NGO of any other source. This
cenfrmation essentially states that tha Hospital wil nat aval any dupicate assistance for the same patienticase from any cther NGO or any other scurce
2) The assistance from Koshika Foundaton is only financial in nature. The choice of the treatment/procedure advisediconducied by the Hospital on the
pationt, is based on the arrangement between the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will
assuma sole & completa responsibilty of the treatment & it's outcame & safety of the patient, and Koshika Foundation will have no role or responsibiity
In the matler,

ot sfegy, veowd ¥ sit W webdd W “wifre e @ Al ween o frefte o) o £, 0 v (rveme) B e ¥ e v wisn ownt b

1) = f 3 @ whgy sby 2 @ e F s ween Rl A et wie @ feh ses wie @ e Dt F W w A o £ 42 e v Cefw et
W fewfnfedy 70 ¥ waw § “wifown st ” pe oo fg 6 ok Cvon wrtey” oo eees fedfl sfoseen iy s fom e § @ e
fsd = b owwd v w el e v 3§ s w0 sfeet g tem b e F W e o € E s ol v Te SR i fed
1 wrerd v w faslt e wee @ ) e

2 “wfew et 0w o wym wem fufee wgth ot O wowees po @ nf v w fed ot Teeesfe g o of weew

% o W frew § ol Cwifew et oo fedt ven w i ven 9 §oreied e F O © pee o obe st W) Wi Fastoll 99 o v

W vk o et o W ot @ fedol w o F o ol

\
RECOMMENDED FOR ACCEPTENCE \
Date of Surgery o )
s or.@)rm/smgh o ) u""‘?s\ta‘f"\ ped!
1y) <l %%@’;‘" w&@wmm
PORWTERNAL USE of KOSHIKA FOUNDATION  S%1ftw 37 1Y

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R T 2 T 2

a P=s

20.12.2018



