< : qu\l IO!OZ&U

a APPLICATION FORM FOR ASSISTANCE (Healthcare) KO”S hika
: n : ( ) foundation
APPLICATION Mo, : APPLICATION OATE | Buidig block of bl
morm o \(|1019] 0309 e LY U .,
NAME of APPLICANT | ,__| AGE-YEARS T~ dex foiy
bl om vg\l 89 £
FATHER'S/SPOUSE'S NAME -
rmmzm % "Dm ) W
PRESENT RESIDENCE ADORESS wiar spratq wm :
Vﬁ”."!?““ Be oy fre o} Bt af
LUiRed — 111 h“})“?«: r LVE - &HU’)S’ (_
PERMANENT RESIDENCE ADDRESS ; B} s om
) 03pg mva
S e [# 1Y Qe 4 ) Kum ¥ (L'h
g#u’“m‘ Heise 1wifo W‘@a&l} | UNMARRIED (arftarieay)
TOTAL ANNUAL INCOME: ’ income
¥ i MR %mgxgw) WA
PAN No, 7§ TR e
[ARE YOU AN INCOME TAX ASSESSEE [Tiok whichover Tenbl
wmmmmgwimﬂw%mmmgmm :’:V
FAMILY DETAILS yftspr femre
3r.No, Naevw of Member Age [Yeare) Gonﬁ-r Relatian with Applicamt
— e T 0 o AR
- ] PV = 1A
1 91 %
Z o e 20 I T

X Ir% - [N CaTT

BASIS for REQUESTING ASHSTANGE [Tich whichevar I3 applicabig]
ey % ford s s

BPL Card Card
(Attach Card Copy) mﬁ‘:&%&“&'ﬁ" Copy) ﬂmcom ;:L?;:;r
ni e F Ao T e s ol v oy 2yt W R
Cowry w1 W oe o e W (W wa vy d ol {won Ty W w) vy wE ) ;
"PURPOSE" for REQUESTING ASSISTANCE:
woraw ¥ Tl nd feedt w1 agRvs;
82 No. Modicsd Reporta/Prescriptions Attached
N ) FEMEEE | W W ahE g ey

KE — NS
I — PP

STy - ESNE P §
i R

ASSISTANCE BEING Awwo for SAME “PURPOSE" from OTHER SOURCES
¥ Ty % #g wy e s et = o § o o wt
Sr. No. NAME of OTHER SOURCE AWGUNT of ASSISTANCE BEMNG AVAILED
W T Y PR W A ol mé were el

2 SCEH




DECLARATION by APPLICANT: -SH0% 0 Wiy 73:

1) | herelry corfirm that pil detalis In this Farm ame True 1o the best of my howledge. Any alss statement wil render my Appiication & angeing sss5tnce. (f
liabls for rejsctiondcanceliston.

2} | saiennly confinm thel assistance, if received fom Kashika Foundeoon. wil be uees ony for he “purposs”, ss stated in this Forn, for which sich assistance

was requesled by me.

3) I heraby confinm thal | have not & will nal in hduee, wpll of rembursement, m part or i full. fom any other sourcalsmpioyeninsurances company, of the amount

Tor which this sssitarce s requested.

1) ¥ wnver e f o we @ Tt el e 98 el ¥ g we o w & e s e v e s e £ o 2 aeen frm w W e b
1) ™ pu 9 wwww o Cwfen sk, € 9w of 1, sew T T e w1 o ® Rt fem i, A W Wy <0 o B

y) ¥ e v {5 S weem vy w vl of b v o W sfow W mw e Tt v omeRiasatn wart @9 A fam ol v o et 2
AGREEMENT by APPLICANT (smite o7 %U1)

1) By affixing my signasura o thisnd Impression on his Foom, | (Applicant) heraby sgree & authorise Koshika Foundation snd It's Trustess 1o
useipublishiput-upireprocuos my name, SdMmees, Dhoto & detais of the purpose”, for which suoh assistance Is raguestecigrantsd, through any
medum, Including but not limBad to varbal, annt. slectranic, for soliciting donations for Kashiza Foundation endior dsseminating indarmation sbout &'

sctiviesiachisvemanss. Such use of my pholo & delsiis can bs made by Koshiua Foundetion befora or affar my trastmant ar fulfiimant of tha ‘pumoss’
for which assistance 5 boing requestad.

2) | (Applicant) further agrae that any such wse of my name, a0dress, pholo & detalls of tha *purposs”, far which such assistance is requestedigrantad,
will not automaticsdy sri%e ma far recsiving or continuing he ssid easistance. The decison for grantng and'or corznuing tha sssistance wil rast soily
with tha Trustees of Koghiks Foundation, and thalr decision is this regard will be fraal anc acoeptable o ma

1) W WUE W A93 peyt W and ¥ we s, 2 (b)) s wenin w1 gfw s € o Cwiine weevA A Tad wEhe = atkege e S T Tm,
™, B sk 9 famr woues F Wi £ w0 Ceie T ey e, on, e G gt # gt e ot et w fred sl o wen wrom

3wty %73 % fog arfegn @ e = R ¥ e ¥ 0 AR A W @ e twm gt wosnd sfnge #

2) A (odrs) YA wm A we € T oaw, ww, W i e o e w2t 3 wids §ogp e i g A aHRn T g 2

SR T TS A w1 e s s wsrmE Wl

APPLICANT'S SIGNATURE OR

THUMB WNPRESSION :

AGREEMENT by HOSPITAL {y#maw BRI 02}

By affixing hersunder, signature of our Autharmsad Signatory for recommendng this case/patiant for Ninarcisl assletsnce from Koshka Foundetion, we
{Hospilal) haraby affirm & accept following:

1) that we nelther are peesenty ror will o fusure avall of fnanclal assstance from another NGO of sy other seurce. for the sams palient'case, 55 we &0
regusaling % get from Keshika Foundation, to the axtert thet such nssistance is granted by Koshia Foundation, If the réquestad essisiance is not grarcad
by Koshikg Founaalion, In pan of in Il then the Hospital reserves il's right 19 make up the shartiall from anather NGO or ary other source. This
confirmation essentaly states that the Hosptal will not avall any dupicabs sesrtance for the sams patenlicase from any olbee NGD ar any other sourcs.
2} The assistance from Koshika Foundation s only financial n netume. The cholce of the resimentprecedune advipediconductsd by the Hospral an the
salient, s based on the arsrgoment betwoan the pationt & the Heapita!, and 18 In no way nfluenced by Keahika Founcation. Hance. the Hoepital wil
Ssaums sole & complole responsinlity of the treatment & '3 cutcome & safety of the patient, and Koalvks Foundasion will have ne role or responsbility
In tha matter

vat siegy, vt 9 o @ RS W Cwifee w1 AR e b et W) e §, Pl we (smmew) Fe et @ e o sl W
1) v T o wlaee Sheon  sfew o S seen el e e S @ S s wim @ T Tives O W) g F @ E, AR B T sl R
# fenfnfets e % way 4w aeder” ge sefy fie § ol “wifer e oo e st afeween § s=pcR fee w0 Aeee
fist s e wowilt wen w Fee s we W o3 w1 afves e e 8 on e e wn wn R e seony il see e Sdars By Fedt
Ty it Fen @ A I A T Al

2 "wifire wrodver” @ ot = ween s fafig et @ B o weme gu 6 of e w el TTeiee W
& ¥w ) P ¢ sy Cwfm s pe fat wow i < it ) gl vemm d 0 F vers goe she st
2 vt a “wifne” @ W P fas® o S e

RECOMMENDED FOR ACCEPTENCE o { AQIERis iy, + B
wiwdt % foau wefy ot B

L

Date of Surpery Dr: FRIYA AGRAW
SR 3t Wy MCI No.-58417 - ‘%g—’

o » I)ed
& el SO (Name, rised Signatory
\& (Name of OF. & Régn: No. with Stamp) on behalf of Hospital]
\\0 TR W T W N 0 OA A TR A R (FER Afoqn A
FOR INTERNAL USE of KOSHIKA FOUNDATION &1t 3wam 21
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T FRR | = T 2

/EEW_,




