K¥hika

”Mumg"gggfgm (m’ foundation
srpucarontia: K 119 10)}25% 9 MrrLicaN TS Y /5 19.019 UL
s socnn: (RICHNAPADA SANPYT — [eeremsl o i
mm MPADHUSVDAN SANPYT

PRESENT RESIDENCE ADDRESS W s .
SUAHDUF mn:.mnzu:

ORLT NOWTH 259 FPORGEYVAS 93946

PERMANENT RESIDENCE ADDRESS : 1 3397918 ¥

— ]S PO0OVE —

/
non: UNETIR DY ED MARRIED () | UNMARRIED (sd¥ares)
mumuumcoue (Altach Proof of Income)
= wits 5 R‘ 11’“”0%1? : {48 00)- (3R W W W)
PAN No. T8 & W& n/
ARE YOU AN INCOME TAX ASSEBSEE (Tick whichever Is applicablej: Yes | No
@ A% N s om b (R v w T w o W e e TR
FAMLY DETALS wram frm
1 No. Name of F amily Marber Age (Yoars) Gender Relation with Agplicant
w9 wom o mtamdmv n(m fn SACE ¥ WU W
p AT CENPIT A7 F7 <
HASIS for REQUESTING ASSISTANCE (Tick whichever (s applicable)
woam & fud Py o
BPL Cartt
(Astach Care Copy) (Attach Cersncase Copyh (Atincn Copy) Doy Omec.
whd tam € 99 I ey R W T o Teien w18 wt
{wwr vy ¥ v o v (v v =) o wi s el (v92 1 ) wrm ¥ TS W W
“PURPOSE" for REQUESTING ASSISTANCE:
wrmem ¥ W e W ot
Se. No, Modical Reparts/Prescriptions Attached
w wom semeveisn @ wi W o el @ dea
. | DIAGNIRS ——— BT ARACT CE.
z SUKGEEY —— ZF 7T 3IC{F T )
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
wz«n*hﬁmmm:ﬂm#mvﬂm
Se. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE DEING AVAILED
N e N i W o of weron vl




DETLARATION by APPLICANT. sples g0 @ We:

131 heroby confeen thust a¥ details in this Form ane True 10 the best of my knowledge Anty false statemont will rendor my Apgiication & ongong assatance, # any.
walie for repectonscanceiation,
2) 1 scleereiy confirm that assstance, If received from Koshika Foundation, will be used only for the “purnose”. 83 stased in this Form, for which such assastance

was requested by me
3] 1 nerety confem that | nave ot & wiil not i Sudure. avail of rembursement, » part o in full from any other source'employecinsurance company. of the amount
for which Dy asusierce & requasiad

1) @ viwwr won {05 5w 4 Rl o4 o fewr 80 et & s e o w ool wf feren S e ow wm § 2 af woen e @ @ welt b

1) 8t po ¥ wesy ofr “sfne wedn”, @ W@ w 0§ T T i ostre @ © Sl few wdu, @ oo d va e

3) & g v £ fu few v 1p o e 9 ot £, o W afee @ wen frew fed e avfrdeeds et @ 3w fen B abos @ e
AGREEMENT by APPLICANT (sadcs o0 &1

1) By afuang my sgnalure of Thumd impeession on Bus Form, | (Apphicant) hereby agree & authonse Koshika Foundation and it's Trusices to

use/pUbiSput-upiroproduce my name, address, photo & details of The "purpese”, for which such assistance is requestedigranied, theough any

medum. ncudng but not imited 1o verbal, prind, electronic, for scliciting donations for Koshika Foundation andlor dissemmaling inormatlion about 1's

actvibes/achisvements. Such use of my photo & details can be made by Koshika Foundation dofore or after my treatmant or fulfikment of the “purpose”

for which assistance is bang requosied

2) 1 (Apphcant) lurther agree that any such use of my name, address, photo & detads of the “purpose”, for which such assistance is roquesdodigranied,

wilh not automatically entilie me for roceiving of conlinuing the said assistance. The decision for granting andior continuing the assistance will tost solely

with the Trustees of Koshika Foundabon, and their decision is thes regase wil be finad and acceptable to me

1) ¥ wer s weee w abad W wen wmen, A (svdew) W el @) g won o Cwfve antde ol aee it W afegn we e dn o,

W, Wi bt @ feeen g v F i | v et T s, o9, wem gt axtre @ 48 ofiivd sie avefed & Bl fel @ v s

W ity wrd & o s §i 8t wer e feee 4t e ¥ Spd w e 8 FE € fig s wadve” o A s

2) A (sovox) W % wrme % W aw, v, 92 oh few @ s wose o acbedd o Rl € gl v e W e W v @ e d

“sifme* e wud afied w el affen b el ¥

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
svbes ¥ vy w A W PR

AGREEMENT by HOSPITAL (rioum 00 ¥11)

Bymm.uazmdwmwummmquWMMfm.m
1) INat we neither are presently nor will in future avall of Snanclal assistance from another NGO or any other source, for the same palienticase, ds we are
requesting 10 get from Koshika Foundation, 1o the axtent that such asaistance is granied by Koshika Foundasion i the requesied assistsnce is nol granted
by Koshika Foundotion, in part or in full, then the Hospital reserves it's right 1o make 0 (he shortfall from ancther NGO or any other source This
confirmaton ssentially states that tho Hospral will not avail any duplcate assistance %or the same patieaticase feom any other NGO or any other source,
2) The sasistance froen Koshika Foundation is only fnancial in nature, The chaics of the treatmentprocodure advised/conducted by the Hosatal on the
patient, is based on the arangoment between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Heapita! wil
*mmammmdmwlu'smswydmmNWWMMmm«W
vt sfogn. vemed o s @ weh o Cwve srrde” @ fidi weme by fesfon W Wk 3, Bl e (v P vew 8w v o et b

1) w s 7 @ whas o 3 @ wies o flive e st wed e @ fest s sle 0 o G F 1 w A o 3, BT et eioe soeem”

# et feds 21 % waee § “wifwr 9 g we i e b ook “sifre srtm” oo seen fefy sifreaen B T W fen we o s
fard e e wownl den @ fed e v @ a8 W R gowe rem b @ e 9w s e § e e it wee Tw et 8 el

# wwl wen @ fesl w5 anen @ A Bk

2, “wifem wiser” @ o of sea S Sy ol ) OF e po O of e W TR 0R svesfEm W e 9 O e

% e w foes £ od S sifon et oo fed s W W con o b mfit wee d o0 & e e ol st @) al) Pedol O o oas

1 o ol it O Y fiw w Prctod o F wft By

RECOMMENDED FOR ACCEPTENCE
v % fere s :

Date of A
skm ) wia , o ‘
6'/11’/20_17 T (Name, Designation 8 Stamp of Aulii. ed Sigoatary

Name of Dr. & No. with Stamp) on behalt of Hospital)

TRE IR I Ly 0 4R R S wen

FOR INTERNAL USE of KOSHIKA FOUNDATION =T 7w 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= v | 23 v 2

o’ /4

r AT

14.08.2019



