APPLICATION FORM FOR ASSISTANCE (Healthcare) K(?Shika
o —_ itk il foundation
K2 19f5eY sercanowowre £ 112] 241 Ty
3 J A - e
i = S
g vsonsrs e RHARKT MONDAL

PRESENT RESIDENCE ADORESS WS ST Yay
.('mgwm.';_wmz"-mnﬂ-mqmwgi
LIV 1

—_— /
occuranion: (0N T RAC T LABIURETIR MARRIED (Fft) | UNMARRIED (odwries)
TOTAL ANNUAL INCOME
g RS 2100 X J2 = 25200)—  VeaehProctotveom)
PAN No. T W08 WAl T ==l
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes | No
0 ST ST W W (A s W Im W W S e CEE S
FAMILY OETAILS wftury fines
S¢. %o, Name of Farmlly Member Age (Years) Gendor Relation with Applicant
Lak yiom % weel ™ T (i) 4:\ ® WY W ‘
® ?q » M
: ‘ i z YT B
4 IS A k> SON
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
neem % fud ey sw
BPL Card EWS Coruficate Ration Card Any Other
(Atzach Card Copy) (Astach Certificate Copy) {Attach Copy) BasisProot
oid tn ¥ F9 vam W = =% i yaw 11 g5 W e ol we
(vom w1 ¥ o g W (v %) wa o s €l (= v W g v S Wt
*PURPOSE"™ for REQUESTING ASSISTANCE:
s ¥ fad 72 ferh gt
8e. No, Medical ReportaPrescriptons Attached
w1 H90 s & o § W sfra @ ders
1 BIMGNIS IS CHATARACT FE =T
T STRGERY ———RELSIS -7 TPL)
{
ASSISTANGCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
W I ® By e = meen fes oy v R fem e W
Se. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH W = wim W ot ni wosn v

L-L




T LARATON by APPLICANT, 5ice 0w Tv:

'!lmeﬂanMmTMbdemm Any lalse stnlatment will ronder my Application & ongaing assistance. f any,
nabie or tepectonicancedation
211 solemindy corfiem that sasistance, £ recaived from Koshvka Foundation. wil be used anly 10r the "purpose”, 59 stated in this Foem, for which such assistance

Was reguasied Ly ma
3) | hreby confim Bad | have ot 5 wik not in futre avail of reimbutsement, in part or i &, fram amy ofher source/employetinsuranca company. of the amaunt
for which 1Hvs ossulance i fequesiod

1) & v w7 f5 mowen & ek nd el fewn 60wl € s e o R bR e feery o e e ww e § o 30 e e o e el b

2) %t gu * woew vfn " efnee s, ¥ o w ot & Tew Tvdy v vtee o o ¥ fat fem win, @ W e F vo e b

3) A e won €t S wowm by w e W of 3,7 ofn w sfee @ e T fesl s e frdaedn et 4 1 o B b ook e 7 A
AGREEMENT by APPLICANT (saies: o0 %u1)

1)8memummMWMNMIW}WwAMMmeﬂlmum!o
use/publish/put Uproproduce my name, address. pholo & detads of the ‘purpose”. for which such assislance is requesiod/granied, through any
medam. including but mot imited 10 verbal, pont, electronic, for solicting donations for Xoshika Foundation and/or disseminating information about 4's
activises/achevements. Such uso of my photo & detalls can be made by Kashika Foundation bofore or afler my treatment or Aulfiment of the “purpose’
for whnch assstance s boing requesied.

2) | (Apphcant) lurther agree that any such use of my namo, address, photo & details of the “purpose’, Tor which such assistance is requestedigranted,
will not autematically entitle me for receiving of conlinung the said assistance. The decision for granting andlor conlinuing Ihe assistancy wil rost solely
with the Trustees of Xoshia Foundation, and their Gocision is tis regard will be final and acceptable o me

1) TR ST S wt vemer s ) e e, f (de) wvd srelh € e e { o e wirins abt Tew it w sfege won % B am,
wa. W% @ fem g e o e T tsifeet e e, o7, wew et attve @ ) offfed st yeferd € Bl fasl @ i e

B wafts wr3 & fsu sfugy b ¥ 53w fesen 81 ym ¢ wR W ot @ w3 @ B Caifee sode” ol oo b

7) & (sodew) 1w oo @ wem 16§ 9w, wn, w92 o feee @ fa wooe € actrd o o @ g e Smen W pROT 96 eom @ ey ¥

*wifirer” ven e ol W fnie e s wewh o

APPLICANT'S SIONATURE OR LEFT THUMB IMPRESSION :
WAE ® wael w s W o

AGREEMENT by HOSPITAL (wiew o= wmt)

By affndng heroundor, signalure of our Authorised Signatory for recommending this case/patiant for financial assistancn from Koshika Foundabon, we
(Haspital) hereby affirm & accepl following:

1) shal we nedhor are presently noc will in future avail of financial sssistance from anothor NGO or any other scurce, for the same paienUcass, a5 we arn
requasting to get from Koshika Foundation, 10 the extent that such assstance is granted by Koshika Foundation. If ™he requesiad assstance i not granied
by Keshiks Foundation, in part or in il then the Hospital reserves s right 3 make up the shortlall from another NGO or any other source Thia
confrmatian essersally states that the Haspdal will not avad any duphcate asssiance /o the same patienticase from any othor NGO of anry other source
2) The assistance froe Koshika Foundation is only financiad in nature. The choice of the traatmentprocadure advised/conductod by the Hospitsl on Ihe
patient, 15 basad on the arangemeont between the paSient & the Mospital, and s in no wary nfluenced by Koshita Foundation. Hence, e Hospital wil
m@mawwmmdummanmamumm:.mmmwwmwmummcy
vk arfeugn, weowd W) st ¥ Sl o) “eifre stvr” W e we i et © =R 8, e () B wen @ e w wben wet

1) u fe 1 whes ode 1 @ ofes F fifie spen fed A wert sewy @ o3 s wle @ e Sl F @ w A b B e oo Ceee et
# el feds w0 & ey 4 “wifrer wzdv” po wee g e ok Ceine wrdm po seow fedft sfrweee f g o few e @ A s
fod s by weaid v @ Tl s wens W e A3 W afee wor T b g e F T v e B s e soc aw Sy ¥ el
frwred v @ el s wwe 8w dmd

2 “wifow ourtee” 9 of of e e S syl 9 B B8 v yeen po 9 of vaw W fet 1 TenusfEw W O o g

% dw W fews § ok Cwfw st o feel s W i e W &) et pere o Oft ¥ pere e ol e et o w8 fedod 0 o0 rmee

w of s Cwifeet @ W ue @ feioh woemd F o e

RECOMMENDED FOR ACCEPTENCE

wheht % for st !
Date of Surgery Or ka: Spenter Mag RF ST
sivom ¥ i e : oF - e
W 10 1A ' 2 o
GL2)2019 N aeOeigrton S o Ahased Sty
TRIE I YL 1 R e e sied
FOR INTERNAL USE of KOSHIKA FOUNDATION  #ffts 7% #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i el gosiany;

14.08.2019



