APPLICATION FCRM FOR ASSISTANCE
HETRW B AT WY

(Heaithcare)
( vam TaaE)

Khika

o K[219/5929 T 191t [2919
: > - el
wametarmicant: SAMTR — POREL e T
'«#:vww,m snve KARTT IK PIREL
PRESENT RESIDENCE RES
ARNFERDER TN

PERMANENT RESIDENCE ADDRESS - ¥af Syrdiu va

o i PPN S—

occumanon: | ALLVKE K

nmé;M:mm(m

W Income)
o BARLIT X2 2 25200) Ve wa v

P

PAN No. 2t W@ W)
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is applicablej: Yes | NS
o AT % W T (0 w0 9w W e W S ¥/om

FAMILY DETALS it fams

Sr. ho Kame of Farsly Mambaer Age (Years) Gendor Relation with Applicant
FN wHw s & woE % 1S 3% (i) fn WS ¥ A WA
. SPNMTR _— _PIREL C=2- |l SFL
2. SUSHNH. £OR ’9; |3 WIZE E
a, NORE N PoRE %} ™ SON
s CPRTHAK 3B E[ ! ™ Sy
HASIS for REQUESTING ASSISTANCE (Tick whichever is spplicable)
wren = fedt fef sean
BPL Carg EWS Cerntificate Ration Card Any Other
(Astach Caed Copy) (Attach Certificate Copy) (Attach Capy) BasteProol
widt tm ¥ Ay W wet 3T Wl g 9 TG Wi g s
(3o T % ww 7 29wl (v w8 &) e i s et (7= v1 W ww T e W

“PURPOSE" for REQUESTING ASSISTANCE:

s v el v fedt e
e Mo Medical Attached =—3 -’.'
¥ W segmevsie # wl W of el W s
1. Ol BN TS el PRpe T —— R
=]
o b o A
Za SUKE H;{ — K ( STLS 1oL )
AESISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v 35evn % ¥y e ey fed s v @ R w62
S0 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N A WY v W s w of were oI




DECLARATION by APPLICANT. #04C% D0 W ww:

111 ety confiom thal a2 deliis in this Form are True 10 the best of my knowlodge Any false statement will render My Appicasion § ongong assistance. if any,
katic for repection/cancatation

2) 1 solemely confiemn thad assistance, If received from Koshika Foandation will be used only for the "purpose”. as stated in ths Form, for which slch assistance

was requasied by me

3) 1 horeby confirm $at | have not & wil not o Auturs, avail of rsmborsamant, in part o in full, from any other sourcalempioyesfinsurance congany, of e amounl

for which s assnatance is requesied

1) 2 v won {6 o e R ol 90w femw 30 wved @ s wa ol Wi b o o feem o w0s s we we B @ R0 wpes Fos ¥ @ weld )
2) W go W v vy vfm st e et B ik i e wn e wm e dwm b
3) 2w wan { % ten wows v o wde W nf €, T ofe W ale @ wen e fed e wvirends wsvd @ o e # b @ e o o

AGREEMENT by APPLICANT (spicw gu wut)

1) By affieng my sigoature or thumb enpression on thes Form, | (Apphcant) heredy agree 8 authonse Koshika Foundation and I's Trustees o

USO pubisn'put upreproduce my name, address, photo & detads of Ihe “purpose”, for which Such asS:SIance is roguosiec/granted, vough any
mecwan, inclucing but not limited 10 verdal, print. glectronic, for soliciting donabicns for Koshika Foundation antior cissemnaling siormaton about i1's
actmiies/achievemonts. Such use of my photo & detalls can be made by Koshika Foundation before or after my Ireadment or fulfiiment of the “purpose”
for whech assstance & doing requesied

2) | (Apphicant) lurther agree that any such use of my Name. dodress. photo & cotals of the “purpose”, for which such assistance is requestedigraniod,
will not automatically entitie me for receiving of continung the said sssistance. Tha detision for granting and/or contmuing the assistance will fest solely
with the Trustees of Koshica Foundalion, and Ihes docision i this regard will be final and accegptable 10 me

1) 78 v W et v w o W) e e, 3 (andee) sl wels ¥y e { @ Cwiee et ol Tee s s sfeny v f fe S0 e
on, 9% abr @ fosen g e 4 W b TRt e A, o, TRV (R IREn @ o faled s Twederd @ fed el o v s

@ wafta st 4 fer sfuge b e @ feeon &1 peoa ¥ e W or @ et ¥ eyt wfow sl v and afega b

2) & (swbon) o wr W wewr 0% i am, v, 952 ol fewe @ oo % acovd @ wfde € SR e soen ) ve o wom e asee |

"W e e el w fede st sl weesh vy

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wizs € reowt w P

AGREEMENT by HOSPITAL (vemee ow ¥Tv)

By affixing heteunder, signatisre of cur Authonsed Signatory for recommending Eus case/patent for fnancial assistance from Koshika Founcation, we
{Hospial) hereby nfem & accept following:

1) that we nedhes are praseatly noc will in future avail of fnancial assistance from another NGO or any other scurce, for the same paticnlcase, 25 we are
requesting 10 oot fram Koshiks Foundabion, (o the extent (hat such assistance is granied by Koshika Foundation, if the requesied assistance 5 not granted
by Koshika Foundation. n part or in full, then the Hospital resecves it's right 10 make up the shortfall from anather NGO or arry other source This
confirmabon esteatially stales that the Hospital will not avall any cuplcato assistance for the same patient/case from any other NGO or any other source
2) The assstance from Koshéa Foundation 1s only financial i nature. The choice of the troatment/procodure advised/'conducied by the Hospital on the
patient, i based on the arrangement betwoen the pationt & the Hospital, and 15 @ no way influenced by Koshika Foundation Henco, the Hospltal will
’:‘a':nesohsoomuleoemmdmmm&c‘smAwydwmmmFMMMtumuwfy
vl afown, piowd W) sl ws e W i wrm @ fifi e T feede 9 o §, PR (veem) P ven B @ w wien e

1) o f& 1 whay bt 3 A wiiee F B wpee fed & el e @ el a wlr @ o ShoaE F d w o b T e el et
# frafmfeds 30 & waw f “ i Tt o we g ook Ceifon sl go eoss fed sfnween #g e ol en e | s
ol wx % owed s w e e @ s 8t W afesr i oo b e ¥ we s o BT e G s se e By Ted

o wrerd s @ Pl s mve d ool dmetd,

2 “wiftm sk 4 @ of neem Y S sxl W B 28 W s oo 9 of e w feR o e w g SR o e

® @ W fows § ad “sifow st oo e e @ W co 9 ) reted wrome 4 00 f e e ah 9t et @ Wl el 0 oo cemew
W it abe e @ e e w fasiol vo g d o B

RECOMMENDED FOR ACCEPTENCE
G # R ueh \

Date of
sm ¥ | abdich O3
S8 =) . MM&M&M“M
142 [2e72 (Name ofDr. 8 Rege. No. with Stam) on behatlof Hosgit
TR WITERAI i YR e e i
FOR INTERNAL USE of KOSHIKA FOUNDATION  7=t% ava 11
SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2
5 v | il

S e

14.08.2019



