CI9-05-091R.

NS

K¥hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETEA B AT WES (Fregn TgwE) Souadation
0. o 8 » APPLICATION DATE : Poidma bock of He
e Nlo612]0218 Coa IV
NAME of APPUCANT AGE.YEARS 3g-=V | sEX fifa
‘ ~ A
wwnw  (ora Doyl 64 | F.
FATHER'S/SPOUSE'S NAME :
fmagm W
PRESENT RESIDENCE ADDRESS sty Seraty W
L - -
_ﬁm . ¢ £
PERMANENT RESIDENCE ADORESS : 3u1f STHIG A1
Hho\l .
occuPATON: [ fpuCo L)€ . MARRIED (Wef¥) | UNMARRIED (frafie)
TOTAL ANNUAL INCOME : (Astach Proof
HH wits = 4—0, m‘/» (mumm) M]',]
PAN No. vat mal va | WL
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicsdle):

TS HT W T

2 (F w9 I8 R e W B

Yl.i‘/l %/

FAMILY DETARS wftam frm

o No. Nare of Famity MomEer Age (Years) Gender Aeiation with Appicant
B o i ® w ™ % (m) il Ty ¥ WY WAy
P 18] - | 1 |
(1) [0 PO = ™ ehong -
q l/ y At {

= T Y SEAS, 2 70 7t —~5h

12 1 1 P of-p

= TVl NSNON U iR [ O
£ ' p| =

A ~JO S O PALLY . 25 A% o On

] BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
weam & fd S soam
BPL Card EWS Cortificate Ration Card Any Other
(Attach Card Copy) (Attach Certiticate Copy) {Attach Copy) BasisProof
it & 99 m v wwT 5eT W g Foden wid Pt e
(e o o o o e W (v w2 W) wrm i Wars wh (e w1 W wr ol e Wt
“PURPOSE" for REQUESTING ASSISTANCE:
o 7 fee e fieel W e
S¢. Mo Medical Reports Prescriptions Attached
Su‘m 2 srpreveiee ¥ Wit ¥ oy gt W
) F’biym,,& = 2} ADNC.
& ) 1 7 5T
Z suxoﬂ)mr = | S— oS F-Jlol
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W I ¥ W e wx ween S a v @ frw va W
Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH W ¥ W W A= o mf v owh
(1) S+ K




e

1

DECLARATION by APPLICANT: Wrikw g weey ¥; o
| 1)!wnzmmamnManfmbMMdmbm‘wwmnmmmsmm.Mny.
| habie for repecsonicancediation

2nmwoo;mmm.lwmmw.nuwmbnwtuwmmm‘uhmwm
wilh rogquested by me,

3)cmnbymnm1mmlnwnMn.wummhmamu.kunmmmmdmm
for which this assistance is requested

1) & v won { e e ® Rl v e 48 ot ¥ sen we ol e it W feren o wes e we e © 0 49 wren fom o = wet b
2) ¥ o # ween ofn “sifre s, @ W w ol § e veds 1 vtve @ @ Bt few wmdn, W e wp oe b

1) & g v { e P wew 1 % s o of 4, T vl @ e w wen frew e e e frduedn w1 fee f okt v @ wtre F ol
AGREEMENT by APPLICANT (swicw o0 %00

*] Ly a¥iong my signature or thumb impeession on this Form, | {Appicant) hareby agroe & authorise Koshiks Foundation and if's Trustees to
uwwuwmanmwnm.odmm&mdm'm'.wmmmbwm,wm
madum, inciading bul not limited 10 verbal, print, electronic, for soliciting donations for Koshiks Foundation andior disseminating informaticn about it's
ou:m‘mmm.Sud\mdmm&wlunummayWHFWMNMuWWWUWWdNW’
for which asssstance is being requessed

2) | (Agphicant) forthor agree that any such use of my name, adcress, photo & detalls of the “purpose”, for which such assistance is roquestedigranted,
mnmcmmrymuomhvmwammmmwm.mmummmmmmm«wmm
Wi the Trusioes of Koshika Foundaticn, and their docision is This rogacd wil be final and acceptable to me

1) @ W A v W i W e e, § (avion) el sl o YR e { o e vt ot T it w ey wem o fe g o,
v, 912 st @ foven v v ¥ e § o Cuifee e s, o, weve et sete 3 ad ool s gl ® Sed el & g o

® wrf wrd ¥ firg e bt v W feen @ o @ et @ e @ s S e sl v s o

2) A (e @ o R w40 T, w, v ol fee @ fe mre € acted @ v £ o v e W v T om w9

“sifre” oy et wfed w fivde s st et B -

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s @ pmw = E W B

! '

17loe |19

AGREEMENT by HOSPITAL (wsumm oo w1)
By affxing hersuncer, signature of our Authorsed Signatory for recommanding this case/patiant for Smancial assistance fom Koshika Foundation, we
(Hospital| heredy affirm & accept following:
1] that we neither are presently nor will in future avail of financial assistance from anather NGO or any other source, for the same pationt/case. as we are
requesting 1o got from Koshika Foundation, to the extent that such assstance is granted by Koshika Foundation. i the requested assistance is not granted
by Koshika Foundation, in part or in i, then the Hospital reserves s right to make up the shortfa® om another NGO or any othar source. This
confrmaton essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any cther NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the reatment/procedure advissdiconduciad by the Hospital on the
patent, s tased on the arangement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Henco, the Hospital will

assume sole & cormplele responsiblity of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
In tha mater

vt o, wened W ol ¥ weldd o Cwifre st ¥ e wm vy frorfte W) wl §, Pl vs (eveme) Prnowen @ e w wen et )

1) o fu o ol whee o g @ ol F fifire e fend i wend W w Sl s e @ Te ddvee F W w8 1 ), 42 e o e ot
¥ frafinfedt v € wav § “sifom wrm” go wew iy & b ool Cwifie wrstes” oo seen feef sfesee B v few we € # e
fealt s & werd den w Pl am W @ w1 s gdve Tem b P we s e § e e R we Tw D iy fed
vt e @ ferh s wen @ wmabd,

2. "wifw vt 4 @ of wyren der Sl s 9 2% e po @ of ey © fed vt Tvousfen W g R o vgee

% d W feve § ode e ot go fes sen @ o e o b e o R % g gow bt el vl W Wit felold B o weone

w o ok et W W o w Aol o o)

\
RECOMMENDED FOR ACCEPTENCE
whaht % forg e
Date of Surgery
st & vy Dr. Umngh A

TH (Name,
npeld) et

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &7ft%
SIGNATURE of TRUSTEE 1

ﬂmlrj ' 4';:(/4/94 |

20.12.2018



