34 QRIE-C-14- 12016 %

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshtka
7 ( ) foundation

APPLICATION Neo. : . S—
swoe o 11215025 % e 06123619 ‘“'T“‘
NAME of APPLICANT | AGE-YEARS S5 | sex fam o
meww  (Ahndo Y9 | F G
FATHER S/EPOUSE'S NAME \
fowwgs = = Catay

£y

R TV S 025% | Abadn

g S
OCCUPATION: | Py MARRIED (WT7#7) | UNMARRIED (sfvarien)
e s 'éi.ooo e e v, N
| PAN Ne. i W P
ARE YOU AN INCOWE TAX ASSESSEE (Tick whichaver 18 applicable) |

v s e w1 o # (3 70 TE W W e

FAMILY DETALS
SeN Name of Family Member I Gender Rolation wth
nd:l wfan & = ™ ?I(:)" fin mim
[ c()dum ) V%) Falherd
““BASIS lor REQUESTING ABSISTANCE [Tick whichavar Is appicable)
wrm % fort s s —
BPL Card e— ~
it ten % 9 v PR LR R T 38 e
(vem w3 W Wy W e st (wsrer v ¥ wm i e W (W Ty w) e w W W e
"PURPOSE" for REQUESTING ASSISTANCE:
o ¥ fet T el W I
8¢ No. Maedical Reporta/Prescriptions Attached
»9 W semRvets Wl w) i W gl WEe
&) Uag%oc.'t o ] e 5 ¢ § B {
‘ 77 = LIN\P
(2 ) .Bujz” ) = N O L0
AV,

ASSISTANCE BEING AVAILED for SAME "PURPOSE” frem OTHER SOURCES
T8 ICtvE ¥ B W TR wevn TRt s w @ e v w7

§e. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

THT e wE W AW i nf qgwm it
(.1 Y NCEM

-




OECLARATION by APPLICANT: 040 D0 siww 77

1) | horedy confiem that all detaiis in Txs Form are Truo to 0o best of my knowlogge. Any false siatemont will render my Agpicaion & ongoing assstance, £ any,
kabie for rejection/canceiaton

2) 1 scieennly confrm thas assistance, f received fram Koshika Foundation. wih be usad only for the “purpose”™ as stated in this Form, for which such assistance

was requestod by me

3) 1 hesoby confim tat | bave nol & vl notin fature, avail of rembursement, i pard o in &l from aery ather sourca'smployes/osumnce company, of (he amount

for which s sssstarce s reguesiod

1) & e ww {5 IR S A R wd e S8 e ® o wa oud i b oS e o S e ww W § @ 00 ween fon o oed
2) At g o wosE ol “EtsE SRR, A A W o b, e v sl sty @ g 2 fed fem apdn, @ W owsy @ woowe §

1) 8 e won % fan o 1) o o wt o €W ofe W wfes w aen e Sl s e Asaedm el @ o fea b ol s o ot 2 o
AGREEMENT by APPLICANT (s g %)

1) By afficng my signature o thumb mmpression on thes Foem, | (Applicant] hereby agree & authonse Kostvka Foundation and if's Trustoes 1o
use/publshiput-upreprocuce iny name, address, pholo & details of the “purpose”, for which such assistance s requestedigranied, through any
medum, including but nat imited 1o verbal print, alectronic, for schciting donabions for Koshika Foundation and/or dissaminating information about (t's
activiesiachiavamants. Such usa of my photo & detaiis can bo madae by Koshika Foundation before or aftar my reaiment of fulliment of the “purpose”
for which assislarce & being requesied.

2) | (Applicant) further agree that any such use of my name, address, pholo & detaiis of the “purpose”, for which such assistance is requested/granded,
will not aulomatically antsla ma for racoiving of continuing the said assistance. The decsian for grantng and/or continuing the assistance wil rest selely
with the Truateas of Kealvka Foundation, and thesr decision 15 this regard will be final and scceplabie 10 me

1) 8 T W e w s W e e, ¥ (sew) sl ani ©) e v o o e wistes s wee il oW sfige won f e do am
|, Wi abr & foren g v 3 wifen 2, o “wifom” vy e, o, e get axave @ 9 ofuldl sh seafed o fed Bl W weon s

& wafte vl & S sfuga &3 gon e P O g 3§ e w e 0w & G el st w ol sfega |

2) A (wview) o @ ovn o & G0 aw, om W o T @ R aeea @ agted W wid o we: e W w0 W S W e

“wifyr” o R il W o e ahe s v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
wres & penwt 0 A W P

g ) o

By affidng heruunder, signatura of our Authorised Signalory for recommending this case/patier for inancinl assistance from Kashika Foundation, we
(Hospital) hereby ufiom & accept fofowing:

1) that we nashor are prasontly nor will in future avad of financial assastance from ancther NGO or any other source, for the same patientoasa, a5 wo aro
requasting to got from Keshika FoundaBon, 1 tha extent thal such sasistunce i granted by Koshika Foundasion. if the roquesiod assistance 15 not granted
by Koshika Foundation, In part or in A, then tha Hospilal reserves if's right fo make up the shortfull from ancther NGO or any other source. This
confirmation essantally slates that the Hospiial wil nol svail any duplicate sssistance for the same paticatcase fom any other NGO or anvy olher source
2) The assistance from Koshika Foundation ia enly financiel in nature. The choice of the treatmentiprocodure advisediconducted by the Hospital on the
patient, |s based on the arrangament between the patient & the Hospital and i iIn no way Influenced by Koshika Foundation. Hencs, the Hosptal will
‘:::‘mmlmbtarupmsbilyofhhma»n’smmn&sdmdlmummmn&lfmumwm:\omummty
v S, Fet W) SR 0 g Wt it § Sl aoon o fesf ) €, fa o (vosem) B wee @ v W e wol @

1) w3 wdae e a @ sl of Safire werom fet e wee? s w el s el @ TR DA O @0 w A o 1 84 B e Wi gerd

¢ fiwfenfeds 39 % way o “wifm wsm" oo o ¥ I b ool s wadm oo s fedh sTesass oy w9 e o @ swae
foalt 3 il v W S s wae B e S e pfen o b w e we e am § i o R e TR b i el

& wowl) e @ Bed se sy @ ot vkl

2. "o wrsdvt” § oft of s e fafe s o § D w e po G of e e o avaustee W e of s

® & W frgw § ol wifon ssrton ™ g T e w1 o s b vt wison F 0 @ see o sl el e o Wl Redod 0F of ceasm
ol e Wt v v gftee w fesiol s F 9 e

RECOMMENDED FOR ACCEPTENCE "
witf = fog s
Date of Surgery O RANE) ' FIVES 5 4 ne
Jre R, 0;&:&5&&?1 /Q}M b VIVEK RANA
FICO LONDCH TASISS (Name, Designation & Stamp of Authos sed Signatory
06"2'<0/j (Nstwe o D & Rad o, with Starg) ik +1 e ey A
TR W TN T T AV v s wfed
FOR INTERNAL USE of KOSHIKA FOUNDATION  stwafis 3wl ¥
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2

i g

(S AL

14.08.2019




