i &
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos hlka
*q‘ ( ) foundation
e ICjos o[ 1o 10 || 5119 e
APPLICANT : R o AGE-YEARS 305-%4 | sex fin
::':“um L AXMANT SARDER Zo "
NAME -
reversonEs e DITREN <ARDER
w
ap :
..
PERMANENT RESIDENCE ADORESS - ¥l STT@T Wl ".i'i;;;i:’-.,
— /5 ABOVE —
gceumnon: P x2x sHAL, PULLER WARTEED (eflts) | UNMARFUED (shedi)
[ TOTAL ANNUAL INCOME - —
O G 5, 1500 X 1.2 = LROCOL T
PAN No. e Hee 4.{
ASSESSEE whichever ls applicable) Yea !
#un::wll (iwnmmum!vm l.i'/‘m
FAMILY DETAILS wftam fvm
Narme of Family Mamber Age (Years) Gender Relation with
wn vou P & weed AW ?FM ot g
|« | L N
1, . SAR DA 4 = F
3. -3 3 c
1. it 3 sO SAaUs
=~ | X E g ¥ AV I R
Ga 245 TER
BASIS for REGUESTING ASSISTANCE (Tick whichaver s applicabie)
ween % fed fiels sne
BAL Card EWS Certificate Ration Card Ay Othet
(Antach Card Copy) {Attach Certificate Copy) {Attach Copy) BasitProot
it ¥ N yEm e sou wi yom v e wid 4 ¢ wee
(v vy ¥ we il el (3 1 W W v vl Wty (7 71 o) wew oy They W
“PURPOSE" for REQUESTING ASSISTANCE:
weren ¥y et feed W agdv
Se. Mo Medical ReportaPrescriptions Altached
¥ wWe mawadmgm
L IDIAGHNes TS ~odTaRAC T — Tk
T I PUPCERY — RECszesd o1
ASSISTANCE BEING AVAILED for SANE -PURPOSE” from OTHER SOURCES
It = vy W e wew Pl sy el @ o v W7
¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ W R Ve W AW W of wogy o




DECLARATION by APPLICANT. sdgs Do wivs ¥,
1) | hereby confiem that ail detads in tis Form are True 1o the best of my knowledgo. Ary false stasemnant will render my Appiication & angoing assistance. if any,

hatie for ropecionicancaiiaton.
2) 1 sclemnly confirm that assistance. If recelved from Koshika Founcation, witl be used only for the “purpose”, as stated in this Form, for which such assistance

was requestod by me
) | heeoby conflemn that | have not & w.l not in future, avall of reimbursement. i padt of In Iull. from any other sourca/emgicyerfinsurance company. of the

for which this assistance is requested
1) ¥ v wor { fo v wen o fed b el fowre $0 wed ¥ s e T o o wi e o Wt s we wm € 40 soe e S w el b
1) 4t gu % swwr ve “sifow s, @ o w o §, wwe e @l wtre O & el e wdm, W W ey § wa e b

1) ¥ % wom {8 fan wwow 5w e W of £, o0 o w wfow w wen fom Al s s fbwedm word W v o S § ool @ wive F o

AGREEMENT by APPLICANT (sobes DU ®1)

1) By aflixing mwy signature o thumb impression on this Form, | (Applicant) horely agres & authonse Koshia Foundation and s Trustees
use/pubishiput-upireproduce my name, address, photo & detals of e “purpose”, for which such asaistance » requesiedigranted, theough any
medium, nciuding but nol limided 1o verbal, prind, electronic, for soBcing doratons o Koshika Foundation ancior disseminating informalion about if's
activibes/achievemenis. Such use of my photo & detads can be made by Koshiva Foundation belore or afler my treatment or fullilmant of the “purpose®
for which assisiance is being requesiod

2) | (Appicant) further agree that any such use of my name, address, phato & (otalls of the “purpose”, for which such assisiance is requeciod/granted,
wil nol automatcally enliie me for recoiving o coninuing the sald assistance. The decislon for granting andior continuing Ihe sssistance wil rest solely
with the Trustees of Koshia Foundation, and thoir docision is this regard wil be fnad and accoplable 1o me

1) T W VAW e W S W e et € (avdes) sl wenh @ g con O teliow st ot vt sl ¢ @ s won e 4o e,
we, wiz st @ fern v wer 4 s 4, 30 “wifoe” oy sl R, sew Ll gt d 9@ oiviiod sy aoefed o fied fed @ war s

# wefer wrd f By w2t yor 1 feww # pea @ ot @ o R wad o Dy e sEdE w st steqe ‘

2) 4 (swiw) v @ wewe A o w, v, wl2 oy feew W s wnos § acted W ufds € g ees: wees Wt vt W v v wey

“wifrn” oy vou i W Ada afow s wnawrd B
APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
. e
&
AGREEMENT by HOSPITAL (wivess DU waU)

wicw % yowm w S8 W feey
By affluing hereunder, signature of our Authorised Signatory for recommending this casa'pationt for Enancial assistance from Koshika Foundation, we
(Hospkal) hetedy a¥fem § accopt foliowing:

1) that we nolther are presantly nor wil in future avall of financial assistance from ancthor NGO or any other source, for the same patient/case, 25 we are
requesting 1o get from Koshika Foundation, 1o the extent Tal such assstance |s granied by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part oc in A, then the Hospital reserves o right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially stales that the Hospital will not avall any duplicate assistance for the same patienlicase from amy other NGO or any other source.
2) The sssistance from Koshita Foundation is only financlal in naturn. The chokee of the teaiment/procedurs advisediconduciad by tha Hospital on the
patient, is based on the arrangement batween the patieat & the Hospital, and Is In no way Influenced by Koshika Foundation. Hence, the Hospital wit
mucmwanmu-mnnwdnmwmmmnmmmum
vl sfegn, avd «) st @ e dd @ “wifon wrter” @ e e iy fedte W Wl £, P we (veeoe) fe wen ¥ e v el wd )

1) o P v wien alt 3 @ e F e wpee Seal B ol e w el s vt O ow Odoesd 4 g o o £, 40 O e e st
# frafinfed vos ¥ weew F “wifnr weasbon” po owe 8 e b s Csifon et Do seew fed sfrevaes B v o e o § 8 s
fod ax b woed v w fedl e e @ wees W sfeen e v bow g F we e e | s it woe aw dhooed iy fed
& el v w fed sew wn 3 o ey

1 “wifver bt 3 o ol apes e e sy W B 08 S wsen po O of e w et R Tveures W e o8 oY v

% @v w feee § o “sifow wetee” oo el we W i con o ot e o 80 g goe de st wd ) Wl fastof O o yesen
o o b Cwlfvn” @ W e w Peslof el e i

RECOMMENOED FOR ACCEPTENCE TR
vt & forg g sankar Bagehi
Date of Surgery _roalor
s o wha A MES S HbMy
8g. No.- 7
1/ 19| Surtfambercic ni&w Wase,Deignaon & Samp o Autcreed Sty
TS [ IEE Y "“mw'lﬂu 3
FOR INTERNAL USE of KOSHIXA FOUNDATION _ &6 198 7
SURNDR NS SIGNATURE of TRUSTEE 2
ot = R 2

/Em/ﬁ

28.04.2018



