Al W loue 6

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc%hika
8H‘. { ) foundation
:*“mm gﬂo..: )"‘lﬁ!}‘?/o AR mmm: “_,/"],? K mmmaf.
NAME of APPLICANT | . : AGEYEARS T3-MY | sEx fidn :
s w1 Bam chavin salw 72 m
FATHER'S/SPOUSE'S NAME -
Rz w1 ™ Yaya Lo
PRESENT RESIDENCE ADDRESS W28 Hiare™s wa ,
VT ParKhera Teh. Alloa 3 :
Ty Aoy Fen)od o Precp fostof
PERMANENT RESIDENCE ADDRESS : 7% (M4t a1 R L\
= A Chavam
064 v
[V VT YA VA 6 S
R A MABRIED (Pt | UNMARRIED (#fer)
TOTAL ANNUAL INCOME {Artach Proof of inoome)
3wty o 60160() |- (mm e [V A
PAN No. W% &1 W g
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is applicablo); You )
nmmmu%(ﬂmﬁmckuﬁ:u?pm: ;&f/
FAMILY DETAILS wite fiymmm
$¢. No, Namo of Famiy Membar Age [Yeusrs) Gender Relation with Applicant
FREw R i e I W (9f) fet FTH WY TN
- DECPOC U0 e Zoh
~m TR, = AW 43Te)4
BA3IS for REQUESTING ASSISTANCE (Tich whichever Is npplicabie)
W % e Tty
BPL Card
(Attach Carg Copy) (Atiach Corthones Gopy) (Aitoch Gopy) Fiat £l
it ter ® 9w T FW T W F TN R i
(W9 W2 Y e aEE W= (%™ TR W W W v W (m 3 Wt w wih HEr el ‘
*PURPOSE" for REQUESTING ASSISTANCE: =
w3 o B sgden:
Sx. No. Modical Reports/Prescriptions Attachad
O W A sETmESiET A At wt T ufee gt v
*_v.-qgnoi‘r KE~ VLK
L) = PE
Ve 7274 LE =" XIS - 12057
ASSISTANCE BEING AVAILED for SAME "PURPQSE" from OTHER SOURCES
™ gty by v s e el s el R fr e b2
82, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY WL ” T W OME oft v mgren veh
SUEFEH




DECLARATION by APPLICANT: S90S /0 <ivm Uy:
1)lh¢fv:)y'omlm that all delails In (Vs Farm a1 True 4o tho best of my knowiedge., Any feiss sialement wil render my Appication & crgoing assistsnce,  any,
lable for rejection/cancelision

ZQIMMMMmﬁu, if recsiveg rom Koshika Foundation, will b used only for the “purposs”, &s stated in $vis Fom, for which such 3asistance
was requesiod by me,

31 | hevaby confim that | have not & wil nmmtnun.svaldnhnbumonl.mmamm.ﬁmmmwmmmm.dmmm
for which Lhis assistance 's raquesled. '

|:)iu‘1mm(.'nwmimiviwm%mﬁmmdwhﬁtﬂmﬁmmwmhﬂﬁmﬁmav:miu 4

1) W gR X BwE U Cwhee wwt, AW W) 4, v T i e oo ¢ fivd fw o, 9w @ w0 b

3 ﬂy‘am(ﬁ:humtgwtdnddtwuhwaﬁswmmmmMMtwdmtd&:ﬁmﬂmn
AGREEMENY by APPLIGANT { spbaw 50 %527

1i By affinng my signature or thumb impression on Mis Form, | (Applicant) hereby sgree & authonse Koshika Foundation and It's Tnustess o

usalpubishiput-upireproduce my nama, address, photo & detals of the “pumposs”, far which such asalsiance & requasiadigranted. through any

medium, nSuding but net imited to varbial, print. electronls, for solicting donations for Koshika Foundatlon andior dissaminating Informaton about if's

activiths/achievements. Such use of my photo & details can be mace by Koshiks Foundation bafore of aftsr my traatmant or fiTmenl of the “purposs”
for which asatstance is being requested,

2) | (Applicant] fiethar agroa that sny such uae of my name, cddress, photo & detals of the “pLrpose”, for which such as=3tanca I8 requesledigranion.
will nct automatically enlili me for racatving of condinuing the seig sssistance. The decision for granting andiar sonlinung tha Rss5tance will rest soiey
with the Trustees of Koshika Foundation, and their decision is this ragard wil ke fnal and acceptsbie 10 M

1) ¥ WOR GO 59 gera W ST w Wy Huwee, 3 (swE) et gty o gfer s f o CwEEE SRk o e e R st won § S d T,
m,'#z’l3&1’!ﬂmwwmiﬁht.zﬂ'm"mw.m,mww:wwﬁwmmm««emm o e ey

# yarioy wv3 @ g afogs B # v w fer 8 v o et @ w A W S B s et @ g &1
z)i(m)mmdnm(%—v}r-m.w.wammﬂkmtmﬁmiww:mnm#mwmi

‘e v TR et w frfa o by weasrd ¥

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
aptee ¥ vevy m AR W Fam

=== o I
| R

AGREEMENT by HOSPITAL (¥#@r& 310 wut)
By affing hersunder, signature of our Authorised Signatary for recommanaing this casa/patent for firancal assstence from Koeshiks Foundation, we
(Hosprat) haraby affim & accept following;
¥} that we nedher ars prasently nor wil in future aval of firancal assistancs from enother NGO or any other source. for the same pstisnlicase, as we ara
requesting to get from Keshika Foundation, to the extent that such assistance Is granted by Keshika Foyndation If the requestad assistance is not granted
by Koshica Foundstion, in part or in full, then te Hospilal reserves &'s right to-make up e shordall from anather NGO or any other sourte. This
confirmation eesentislly siates bt the Hospital wil not avall any duplicats assistance ‘or the sams petienticase from any other NGO or any other source.
2) The essistance from Koshiva Foundation & only fingnclal in nalure, The choice of the trestimentpeocedure advisediconductsd by the Hoapital on the
patient, is based on tha arrangement betwoen the patient & the Hospital, and is in no way influancad by Koshika Foundation, Hence, the Hospeal wil

assume soie & completa raepanaitilty of the treatmant & (s outcome & safety of the pasient, snd Koahiks Foundaticn will have o role or rasponsibity
nthe matter.

mw.m-nmamﬁmwmm'ummnmnwt,mnzm;ﬁqmawrmmh

1) fo 1wl s abt 5 0 uive 0 fefoo s el & weed) wesd @ fash s v @ T A F 90w A w8 B v i e
W St Sedh % o il sebae” g s by e bR e g o e et sl B e ) B o # o s
Mmmm#awvhhmmimmemmhnw#mwmt&:mmmmmqm
# wed wem w el @ ener B o e
z'mm“uﬁmmmmmﬁtuwwmma#mwﬁﬁmmmmwm

¥ W foe # oy i wev et go el ven w s T a4 i v € 28 % yer goe ot e 3 9 Mo eelef O of vesmm
w9l s it Wt i ofte Pl g s o i

\
RECOMMENDED FOR ACCEPTENCE

2 T Wt s \\4/
Date of Surgery Vo anTR A ey
afv\i\mn{nﬂ; v, R S ‘_j= (Name o.ugwe}&&sm;dkhnmﬂumw

A\ \aoms 64D, & Regn. No, with Stimp) " Fonbgha of Hospital
\g ) Yoo 'mmmn& 1 AR ke
FOR INTERNAL USE of KOSHIKA FOUNDATION  #17ft 71am 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

el g

o EAF

30.05.2019



