APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘Shlka
b : A foundation
Arpucanonse:: K 11219 [ 933 AreucoNDITe: §742 20/ R
T MUNNTEAL SHpN T T
pomeommann:  MANG AL SHAW
S.0L0 MU LBH Y O
KT NARD L INORTH 24 PARLE

PERMANENT RESIDENCE ADORESS : WaIf Spuists 9
FS PO VE — —

o.:c:mou: INEMPLITED MARRIED () / UNMARRIED (sftvefier)
TOTAL ANNUAL INCONE © “ Proof of
wA wits w0 RS 2090X12 < 7'/”’9[/’ ‘::uwm
| PAN No. WA Wedl ~
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yoo ING
w % T Um § (W W 0 I W o W A e w/wW
FAMILY DETALS sfram fasm
. No. Name of Membaer Age (Years) Gonder Relation with Applicant
Fu Hen vt & w TN 7% (wl) fan FTE ® WY FE
E & ~ [ QE‘LLLVF
o C LU INIY 5 DR [ ]
3 A SBRFEAHAT T SH AW 7 = WTEFE

BASIS for REQUESTING ASSISTANCE (Tick whichever is appbcable)

werwn ® fied fafy s
BPL. Card EWS Crtificate Ration Card Any Other
{Attach Card Copy) (Astach Certificate Copy) (Astach Copy) Basia.Proof
wie N T ow e W= vl wm v W agere
(v w1 W) v EE W (v W wa W e el (v v % ww of e wt e
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥ 5l 1 e W e
Sr. No. Modical ReportsPrescripbions Attached
# Hen sepmavete # w8 W) nf wivla @ dem
1. DIAaNOSTS T PRECT LE
AT CURGERY———TE [ STZS L OoC )

,

ASSISTANCE BEING AVAILED for SAME ~PURPOSE™ from OTHER SOURCES
8 TGt % iy e wm weren fed o el A e wm W

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARED
wit wf woum T

No.
wH Hem T T W W




DETLARALION by APPUCANT. spice o1 wiwm w1;

1) | heroby confirm St af dedads in this Form are True 1o the best of my knowledge. Any false stalement will render my Appiication & ongong assistance, f any,
nabio for regect

2) | solemnly confiem that sssistance. # receivod from Koshika Foundation will be used only for the “purpose”. as statod in thia Form, for which such assistance

wits teguesied by mo

3) | heenty confiumm mad | have not & wit not o future, avall of rembursement, = part of in All, from any other source'omployerinsurance company, of the amourd

o which B ssasiance s roguested

1) ¥ o won € fe v oey 2 RS nd el feww 90wl ® Sger o o o ool e ooy o o s v o € A 99 eees fea o @ el

1) 4t go % woon oy “wifve W, @ @ ot §, see swin 3 vtve @) g W Bl few wm, @ oW ey d wo 0w b

1) ¥ ofe = § % faw om0 or ks @ of €, 08 ofn W ales @ e e el s safdenda et @ 30 g ool g @ s o o
AGREEMENT by APPLICANT ( mvts o0 wi)

1) By atfining my segnature of thumb impression on ths Form, | (Applicant) hereby agree & authonse Koshika Foundation and 2's Trustees 1o

use/publish/pul-upreproduce my rame. addeess, pholo & detadls of the “purpose”, for which such assislance s requestedigranied, through any

medium, ncading ol not kvted 10 verdal, pank, electronic, for scliciing donations for Koshika Foundation andior disseminating informaton aboul It's

actvities/achievernents Such use of my photo & details can be made by Koshika Foundation belore of after my reatment or Kiiment of the “purpose”

for which assistance is bewng roquestod

2) | (Appicant) lurther agree (at any such use of my name, adcress, pholo & detads of the “purpose’, for which Such assistance is reGuestedigranied,

will ot automatcally entitle me for receiving of continuing the said sssistance. The decision for granting andioe continuing the assistance will rest solely

with the Trusiees of Koshika Foundation, ard ther decision is this regard will be final and acceptabde 1o me

1) WV W N e W aE W e et § (anitw) wvd weel @ e s { o Csifre witter o T i oW et we e Sy

o, Wt i @ oo o v o e o Ceifeet gen e, o, we gl actve @ g8 wiieiedd ade eefend o Sed fad o ge e

& st st ¥ Mg e § 8w W feee 8w ¥ ved w ez § wd ¥ g taifoe st v ossd o &

2) & (s wowe @ e { 0% @ o, e, 982 ot fev @ e wmen @ ke © wit g e ween W v o v @ ot

“wifrn” woy 2ok il W P o sbe e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s &y W W W Fwe

AGREEMENT by HOSPITAL (yiyms o0 wie)

By affiing hereunder, signatiure of cur Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{(Hospital) heroby a®fem & accept loliowing.

1) that we neliher are presently nor will in Auture aval of financial assistance from another NGO or any other scurce, for the same pafierd'case, as we we
requesting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the roquesied assistance i not granind
by Koshika Foundation, \n part or in full, then the Hospital reserves I's right 10 make up tha shortall from another NGO or any other sowce. This
confirmation essentially states ihat the Mospital wil not avad any dupiicale assistance for the same patienticase from any othor NGO or any other source
2) The assstance from Koshika Foundation is only financial in nature. The cholce of the Yeatmentprocedure advisodiconductod by the Hospdal on the
pationt, is basad on he arengemaont between the pationt & the Hospital, and is In no way mfluenced by Koshika Foundation. Hence, Ihe Hospital wil

" assume sole & completa responsibilty of the treatment & &'s ouicome & saloty of the patient, and Koshika Foundation will have no o4 or responsibilty
in the mather

vt afown, el o st 4 ol « Ceifew amtmt @ Al T 1y e & o ¥ e o () B e @ s sfew st

1) ur s 3 wdsy ol 2 ) wfew F fifs weee fed@ M wand W w 6 S T W e OiveeR § @ o A o § 30 s oo eifow et
@ fefn ey so ® wav F “wifw s g we i Rk Cefve st oo wees e sfrwees By o e o # @ e
fsd w= i o viem w Rl R v W e W W e g o §) e ¥ ove ww w § f s fofte s oe St #y fed
& wwh woe o fal sg e 2 eud

2 “wifow st W o of upus wen s wgh o) b R W ees ou § of ey w fed e Toeafee W g oF o repee

% dw o fove § oy “wifow et oo Pl wen W e coe o b et e F 30 ¥ peen ow o s el o el Tesiol O of reeen

w el b wifen® o W g w festod yo el F o iy

RECOMMENDED FOR ACCEPTENCE

- i w forg dwgf &tj
Date of Surgery I. Naghfakshi Kara
e L g i " g9

¥0.-63729 ¢, Designation & Stamp of Author sed Signatory
5//2/2 29 (NS Bt B 4 R e Seam 1, on behat of Hospita:
e mIEwmafal ™ 9w e s sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  sr=fts wvit
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A YRR | i g 2

o JAE

14.08.2019



