APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika

i‘ e 41 ( ) foundation
S K[oH9] 03 e 13]1q Smn
AN ANTCAT SUBAL. DRSS R B

—
FATHER'S/SPOUSE™S NAME :
w-“ RA Jl\. A“h g 11.

A LT
V'
e UNEMPLUED: MARRSED (Reb) | UNMARRIED (vt
ol 1@ A= Q)fo0/- e )|
PAN No. T41{ W WeR v
o 700 A BRORE A AERERSER [Pk whicoves & SoeableF
o o o wim (4 R H 30 0 e Y

FAMILY OETALS wfiart fonne

St No. Name of Mamber Age (Years) Gender Relation with Applicant
w% Won wé‘%ﬁ = () fam ® W
(74
A) =,
AT DVUT DS _
T R SPs iy : e
“BASIS for REQUESTING ASSISTANCE (Tick whichever I8 spplicstie)
wren ® B Sl snen
BPL Cord EWS Certificate Ration Card Any Other
(Alzach Card Cegy) (Attach Certificate Copy) (Attach Copy) BasiaProol
wid tan % A g o s ws v yam ™ Traws v g
(wurm vr 9wl g (vm o R ww v e et (v vy W wew fy e Wt Lo
“PURPOSE" fov REQUESTING ASSISTANCE:
wom 1 et el W i
Sz No. Medical Reports/Prescriptions Attached
w5 e semrveea % wd Wt wf wivic gl we
T I T RGIVOST S - CATRRINC T - R =
L ) = : YeAW)
v .- a
“PURPOSE" from OTHER SOURCES
W I ¥t e 8N fodll = w R forw W W7
™ NAME of OTHER SOURCE AMOUNT of BEING AVAILED
¥4 W w1 T W e it wl woom o




DECLARATION by APPLICANT: soltes DU sew Wi

nluenbywhnnudmmml’waTMthdmw.mmmummwlmm.dm
latie for fejectonicanceliaton

2) | sobemnly confiern that sssistance, ¥ recoived froem Koshika Foundation, will be used onty for the “xpose”, as stated in this Fom, for which such assistance

wos reguesiad by me
3) 1 herety confiem that | have rot & will not i Asture, avad of rembursemant, n pan of in UL from any coher source/employerfinsurance company, of !e amount

for which this assistance is requestad
1) 8 v wom { f v wen ok oR and fewon 48 soweld o seme W wd w o s feron o e s v e 40 e froe o = el b

1) 4t g @ ween iy “sifew wndns, i e o b, ww e s R W A A i, sy T b
))ﬂw'-(kh“q.'hdd',u*.*wnhﬂn“ﬁitdh'*!tﬁi(ﬂ
AGREEMENT by APPLICANT (509%% DU %00

1) By affiug my sigraturs o thumb kmpression on this Form, | (Appicant) heredy agree & suthorise Koshiks Foundation ond I's Trustees 1o
usepublsh/pu-upieproduce my name, address, photo & detals of the ‘purpose”, for which such assistance Is requastedigranied, through any

medrm, Inchuding bt not limited 1o verbal, prind, electronic, for soliciting donasions for Koshvika Foundation and/or dissominating informaton about s
mm.wmdmmswmumnmmmcunnumuwauw

for whiich assistance |8 baing fequesied,

2) | (Apphcant) further agree that any swch use of my name, address, photo & detals of the “purpose”, for which such assistance is requestedigranted,
umm«wumumumuwmmmummmnmuum
with the Trustoes of Koshika Foundation, and thor docision is this regard will be final and acceptable o me.,

1) §0 wer st el et w abe B wey we, ¥ (smbow) s wral o g won { W Cwion st s s it afee v (S S,
wa, wi abt o few @ e 9w £, ) sl e sl o wwww gt agte @ 3@ e it adieed o fivd sk W e e

2 vty = g o bR o e feare @ pew ¥ ol woeg § ek ¥ g “wifiner e v sl s

3) 4 (smbew) 1o wr W v % f ws, s ob ol fever o i womm  wobnd W i § o ven: v w1 veor W o T e

“wifives” wog vodd sl W fivde s sl woowrd ¥

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
sl ¥ ow w ¥g W R

AGREEMENT by HOSPITAL (vWme DU ST0)

By afllung hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) heseby aifirn & nccept following:
1) that we neither are presantly nor will in future svail of financial assistance from snother NGO or any other sowrce, for the same patienticase, as we aro

1equasting 10 get from Koshika Foundation, 10 $he extent that such assistance is grantad by Koshiks If the requested assistance is not granted
wmsmumuhumnmmnmbmwnmmmmunmmm
confumation essentady stales that the Hospital will not avail sny dupicats assistance for the same patienlcase from sy other NGO or any other sourco.
Z)MMMMFMhmmhMMMdNWWMMMwN
patient, is based on the arangenent batween the pationt & the Hospital. and is In no way influenced by Kosnika Foundation. Hence, the Hosgital wil
;s:a:unhlwmdnwcnmcmdnmnmmumnmmoam
n matter

vt aftge, wiowd W st § e W “wifow Swter § filts wve By feete W wak §, Aol ey (v e e @ e v v

1) o8 B 3 ot wha okt o @ ol o Py wpem Tl A woed s w fel s vle @ e dhoeet @ ot w R o §, A i ped Ceow vt
W fredtn/ s 390 € wure 4 *edfn syt go sty B wk “sifew wwsteet po eeen fed sffoeomen fg v fes e § o s
S e b sved W W e T TR B amer B2 sl gk ve & e ¥ we v we § e snoem S e T S i el

N ol v w el 5= e ¥ w0 Sl

1 *wifrer wartw® @ o of wpem den e vl )  OF w e pu @ of wer @ el W Tveree W o 89 o v

# W w fove £ oy “witew Tt oo Sl wet w W vo o &) vl v F S8 @ pee gon sbe et wd o el Pedod 0 o viees
o o s et @ W e Beiot et § o

RECOMMENDED FOR ACCEPTENCE
* m m 2L b B andh
Date of Surgery Br—ttimeiesty “E"’" : T Digeltor
st & atm ‘Reo. Nogs729/ 12 o FoaflIn & Resesrch Cerire
+Eys Exindation § Resdasss Cas (Name, Designation & Stamp of Athorised Signatory
o1fe#{ t2 (Name of Dr. & Regn. No. with on behalf of Hospital
TREWITRIR L = YR yEas s S
FOR INTERNAL USE of KOSHIKA FOUNDATION  1its 3% ¥
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
R | = v 2

o P

-

28.04.2018




