APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko~sh(ka

APPUCATION == : ? foundation
mwam 103D | 007} o ) O ()
::s';w AR DR DAS ““““z’!t" -:nh

AY o
t':'v;-lwln MY BRIMART PAS
PRESENT RESIDENCE ADDRESS WSS Iy um
RIS S THLA , St epmplgs , J<p < Lol
NI RN Iy RRER ROV, SAUTIH A4 PR OB TS

PERMANENT RESIDENCE ADDRESS |
— s ARV ——
OCCUPATION: iy EmPLOYED MARRGED (Raft) / UNMARRIED {sdvatia)
PR B (e A1z 208 ©F e
PAN No. wa P ‘I?
ARE YOU AN [Tick whichever 1& applicable) Yes
w0 s s v on (@ ws R W W w0 S o w'il
FAMILY DETALS Sftart fegm
S No. Name of Member Age (Years) Gender Relation with Applicant
5 Eun it % w 7w (wl) ﬁm FHTE & WY Fa
N NTS : = e
M F v, v S —
7. 25 4 y
e 17 1Yy 7 e
BASIS for REQUESTING ASSISTANCE (Tick whichever is spplicabla)
wrem € fad Sl s
S Card EWS Certificate Ration Card Any Other
{Attach Card Copy) {Attach Cartificate Copy) (Attach Copy) Basis/Proof
i e % i v v = s vl v v TovrEn i e
(vew v1 ¥ we o e wh (vTm w1 %) w5 v Wl (v v W) v 5P e Wl bk B
"PURPOSE" for REQUESTING ASSISTANCE:
weun ¢ fed m feell W ot
St No. Medical Reponts/Prescriptions Aftached
5 e maudimgm
YDl A NTSZC - CRATRARRCT — RE
P -
YA SURNEYY . (<=7 SLCN o8 200 )
g = e
ASSISTANGE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
¥a It ¥ P et = e fed e v R few o W2
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥R U 9 W W o wf wwon gl




DECLARATION by APPLICANT: spiits T sivwr ¥
1)mwﬁnm¢¢u&nmm“ True 1o tha best of my knowledge. Amy false statement will render my Aggfication & ongoing sasiatance, & any,
rejecson/cancelaton

2)lmmm«m.ummmw.nuwwunw.-unmmummm

was fequasied by me.
J)IMcbyaaimnllmadlﬂmatm.ﬂdmnmanumwnmmdnm

for which v s3istancs is requested

1) & dhwm wom { fe v w3 Rl ol wd T 0wl ¥ s W wd o wi fowr od W s we e § @ 40 awee fre o el
2) # o @ woww o “wfw wrdw, & o @ ot §, Tew vedn 76wt o) g ¥ fed e wdo, @ e wow

3} # o wm { f fen woe vy w9 of £, i w s w wen e el s et vl @ vl e aloa @ e d e

AGREEMENT by APPLICANT (soits D% S0

:)m.ﬁmwwamwmm!mlwmm&mmwuhrn.uo
Use/pUbANPUL-LIeRIGUce My Namo, address, phato & detads of the “purpose”, for which such assistance is requestacigranted, theough any
mmmmwbw.mmummmmwmmmmn
sCIMbos/nchiovements. Such use of my photo & detalis can be mado by Koshika Foundation betore o afier my trestment or fuifliment of the “purpose”

for which assistance is being requesied.
z)cwmmmwwmdwm.mmlmauw.ummmuw.
nwm-umumamummmmummmnmnuw
with the Trustees of Koshka Foundation, and their decision is this repard will be final and accaptadie 10 me.

19 v wer 5t sl wimwt w o W) we e, 4 (sodow) wed wedk ot e v { ud “eiftrer st sl weed i * wt sfeg v { e do e,
wn, wit aby o feven e wen i £, 3 “siow” e ol oY, weww o agtee § g0 v abc sl ® At Al @ s e

# wufle wrd ¥ ey sfegn & 8 wer w feeor 9y ¥ e w et R e ¥ i Csifon st © o sfege

1) & (sobew) 1o o § wew f O o v, v, o ol Pevon @ fis wwee ¥ weted @ wite g v e W oveRe T v o e

“wiftt” o wn vl W fely alfim ol e v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
smics 3 vaw w Mg W R i

lx_'

AGREEMENT by HOSPITAL (v DU %)

mmm.wuwmmumumuwmmmwn
1)MnmmMwﬂh%“dhﬂ“b““u?“mh“mmnna
requesting % get from Koshika Foundation, 1o the extent that such assstance is granted by Koshika If the roquested assistance is not granted
»mmnmanmmuwmnmumwnwmmutsmemmm
confirmabion essentially stades that the Hospital will not avisd any cuplicale assistance for the same patienticase from any othet NGO or any ofher scurce.
nmmmmwummmwmmaummwnmmn
mhomomnmmnMcumuhhmmmwmrmmuwu
S55ume 3ok & compiste responsbiity of the reatment & IU's outcome & sadety of the patient, and Koshika Foundation wiil have no role or responsibility
m tho matier
ﬁﬂ.ﬂd*i-«iu%wﬂn'iﬁwﬁ”ﬂdtﬂwmM-iw"‘.dh

1) of f% 1 o whoy abt 1 @ i f fefr wpos fed fr wred st w fnd e wie @ Te Sheet W w A o 8, B R Cefew watet
4 e dudl sw ¥ waw W * s wirdee” po wee 11 e § W “sifre wersdtee® oo woes fedh adfeen 37 gt W fes e 8 A s
e 5 &y sl v fedll 30 waee W ween o w s goe v 6 v e § e s e A e Gl wx T daet iy et

# wowrd e w fed ax wa ¥ o Baad

3 “wiftve wrtm® @ o of wnen v Adie syt W) B v oo € of wer w R v Tveesfen W e 94 o e

@ Bv w fren b Cwfow et Do Sl e w o oo 9§ witsd om0 o yere gow alt sl o Wt festod 0 o v
o 9 st wfon® ¥ W e w fiol W o €3 el

RECOMMENDED FOR ACCEPTENCE
- wiph w forg vl A
Date of Surgery ; uIpRS Shib San ¥/ Sagehi
m‘* .:ﬁé B iermir B an Balm e -
(Name of Dr. & Regn. No. with Stamp) on behalf of Rospital)
NI AR TR ™ Ry Sy s
FOR INTERNAL USE of KOSHIKA FOUNDATION  Swaffs 3w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

i T 2

S e

28.04.2018



