C.19.06-06949.
., APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETHAT By AT WEW (v ) Totidation
e P 061510251 swvee #1004 ] 1 .
NAME of APPLICANT AGE.YEARS 35-TY | sEX fifn
et L T 3 03 ) 61| F-

PRESENT RESIDENCE ADDRESS tha FTEI T

—— 1 'I MTeS E.‘: —;ﬂ\ﬁl ‘AMZI' } :‘o
oxtop.

b a1 - . 21 (R B o ATy b ‘
€ RWANENT RESIDENCE ADDRESS - P R 625 ﬁm.»..., Jew
P

FATHER'S/SPOUSE'S NAML :
Rmwges W == Sugh/e

(A Qkoyp
g
" g
OCCUPATION : F%"W\P'& MARRIED (Refi) / UNMARRIED (3ffipm)
TOTAL ANNUAL INCOME : (Astach Proof of income)
am @0,0080|, (5w ) g
PAN No. 7% w1 wam1 UM
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable]: Yes /Mo
@ A% ¥R ot (F w= 0w W et e TR
FAMILY DETALS witam faam
8e. No. Name of Farity Momber Age (Years) Gender Relation with Applicant
& wr e % FeRd W 7 (i) - Yrice ¥ WU
£ C na
T SRR eV 7o i ﬂlﬁ
P [ R
- A o BT AN 4T qo ™ o
e ;:?1 a AR
R, R ﬂg Y. | J it B 00 .

BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)

wreem % fod At s
BPL Card rtificate RsSon
(Attach Card Copy) (Attech Cortitosse Copy) (Attach Copn) i bl
»oft T % 9 o ¥R ¥m iy Fosen W% wu ol we
(v T W w3 v i (wumm = W v i e wly (e v o o e e wh
"PURPOSE" for REQUESTING ASSISTANCE:
wron ¥y et e frel W gt
S No. Medical Reports/Prescriptions Attached
1 T serrs/aer B wll W o sfe gt we
Cy ,‘S)I}}fhuu) - ME b 8 » g W
1= B 29 o 5 B o
&) ’im;mu., | 2R [T ¢ I 1To)
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER
T I W i W w= ww el v wie @ fem o W)
&, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARLED
¥ T 3 o W  nf weme T
c\J SCFH




DECLARATION by APPLICANT. RiTw Do W Tv; 2

mmwmn:uemmnremmTMbwbmde Any false statement wil render my Application & ongoing assistance, f any,
for repection/canceiaton,

2)lwmwm I recorved from Koahika Foungation, will be used oy for the “purpose”, a3 stated m this Form, for which such sssistance

was roquestod by me.

3) 1 hareby confirm that | have not & wall not in future, aval of reimeursemant, in part o in Tull, “om any other source/employerinsurance company, of the amount
for which tha assstance is requosted

1) & v won { % o owen § fed ot o foam 30 wed ¥ e e g v b ol o fevy o wer e ww e £ A 60 weem s o) w et b

) #gm # wwen ofy ‘e sndmt it b e s A R Wil e aes et R e i b

1) 4 sfe won { % fem weow fy o wén o ot £, 3w o = wfew W wen frem el e wnfrteecdn werd @ 1 Bea ot @ e i
AGREEMENT by APPLICANT (ssite o0 %17

1) Uy afficng my signature of thumb smpression on this Form, | (Applicant) haretly agree & suthorise Koshika Foundation and it's Trusiees to

use publishiput-upiroproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any

modum, inciuding but nol miled 10 verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about It's

acuabes/achevements. Such use of my photo & details can be made by Koshika Foundation before or aftor my treatment or fifiment of the “purpose”

for whnch assutance is being requested

2) | (Apphcant] further agroe that sny such use of my name, agoress, photo & detals of the “purpdase”, for which such assistance is requestodigranied,

will not automatically entitie me for receiving or conbiruing the said assistance. The decision for granting andior continuing the assistance will rest solely

with (he Trustoes of Koshika Foundation, and their decision is this regard will be final and acceptable %o me.

1) WO W R v w A W e e, € (soikw) v wred w we wrn  of Cwifn wtm bt vewt it v s wim e S0 o,

wo, 9% i @ fere wr v o e 3 Ceifen” o sl o, e (@t et € 1@ il s rvedeed @ T Sl o et ey

® g wrd ¥ fay sfege & 8w W fewem St e ¥ R w ek # e o Syt etfe et w e e #

1) & (srtew) W ow @ wew {6 %0 9w, w, W12 o feee @ S woee ¥ axted @ il € gi v weee W veor o e e oo ¥

"uifirer” ooy ved i W frele 3 ol el O

APPUICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s ¢ g W S W B

AGREEMENT by HOSPITAL (ysome g wot)
By afixing hersunder, signature of our Autharisad Sgnatory for recommending this case/patient for financial assistance fom Koshika Foundation, we
{(Hospital) heretyy affem & accept
t)tw“mumﬁywwhamwwdwmmmm«wyWW for the same patienticase, as we are
requestng o got from Koshika Foundation, to the axtent that such assistance Is granted by Koshika Foundason, if the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hosptal reserves It's right to make up the shortfall from another NGO or any other source. This
confirmaton essentaily siates that the Hospatal will not avail any duplicale assistance for the same patienticase from any othee NGO or any other source.
2) The assistance fom Koshika Foundaton is only faancial in nature. The choice of the reaiment/procedure advisediconducted by the Hospital on the
patent, is based on the arrangement betweean the patient & the Hospital, and is in no way Influenced by Keoshika Foundaton. Hence, the Hospital will

assume sole & complotle responsiity of the treatment & i's cutcome & safety of the patient, and Koshika Foundation will have no role of responsibility
in the matter

vt sfowy, venwd Wl odt ¥ b W) C e srtee @ A v g feortn o) ok £, S vn (vevee) fem g 8w w el v

1) o s 7 o whos ot 2 @ wiine F Al wpen fesd At sl s @ el av wie @ ver el ¥ o w o of £, 42 e et wifow st
W fiesfnfefs 38 € e 1 “wife Wt go we o fe b oR e vt oo sooen fef sfnewen Ty v few wn § o snoee
o == & wwd wee w el e e @ e W e e e b e F we e e ¢ e i wes e it by fesh
% ward v @ fed sem wwe 3 ot Wmabd

2 “wfre wrdm” @ o of weem e ffirs vyl ot ) 3 o penen pu @ o v w fed i TvavelEm W g O W v

% v w1 fen £ o s wrdee” po el e w v coe o & pafied veeee o S ¥ pow e ol vt W wd el off o v
w1 ok oy “wifre” ¥ W e w fisdod w oot A o

X
R\,
Date of Surgery
ey - g5EY
Jb]c]] ] Dr. 6%3‘“9“ o Do . et Signatory
: W‘g 4!!{154 me
AL USE of KOSHIKA FOUNDATION _ its n
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=

7 P

20.12.2018




