K&¥hika

APPLICATION F‘ORM FUR ASSISIARNCE (Healthcare)
Herqm ¥y A W= ( vaTRgE RN TR
mu k//2/7/2‘(95 mmnmm. “/[?(20(9 Iikding biock of e
wmawmcwt CRTEOP BISWAS  [EmmE e
reraes e CAMRD BTSWRS

PRESENT RESIDENCE ADDRESS Wam Zeaaid 99

. 3 S
%E EE l i NOCABAL

PERMANENT RESIDENCE ADDRESS : Tt Mo 5%

— S AGOVE ———

occumanon: [10U % 10 JF T

u&o(ﬁ*}:m(m

TOTAL ANNUAL INCOME o > s . . T fo— (Attach Proof of Income.
wa wits s 2eve X |2 2 2ubTe/ (mmmm))
PAN No. ¥t Wil 5o b 3
ARE YOU AN INCONE TAX ASSESSEE (Tick whichever Is applicable) Yes /RS
@ 5% W S oE £ (R W 9 I W e W P e URE
FANILY DETALS witme fypmm
$r. No. Name of Family Mamber AQe (Years) Gander Relation with Applicant
Lkl it % weEd W am % (wl) Suin WACH W WN WA
. P - ATSINHS 4 | | & — l»I—n
G S| e ISNES ‘% A
3, 2k B7TSWAS - 3 ﬂ SIN
BASIS for REQUESTING ASSIBTANCE [Tick whichever is spplicable)
weren % Ton fafa saun
BPL Card Certificats
(Astach Card Copy) mﬂ”‘mm, (mg';, Ary Other
=il & N T N e s wl yem O WS ":u"'"'
(vaw 1 ¥ v o (v w1 € o o s W (wve T W vy He W i edhoon
“PURPOSE" for REGQUESTING ASSISTANCE
wemm £ et = fedl W
Se No. Medical Reports/Prescriplions Attached
WA W svmmee ¥ Wl W nf i T s
7 VTP ERIGTS ZETERFCT CE
~
b SUR Ak KY L k\Si( S "7 4 ])
|
ASSISTANCE BEING AVARLED for SAME “PURPOSE™ from OTHER SOURCES
nmenuﬁmmﬁﬁmmim“m .
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
O W 3% TR W ™ ot of wem o
ol




DLILARALION by APPLICANT, sofoy om v w3;

1)1 heseby confiem that ab dolads in thes Form are True 10 the best of my knowledge. Ary Lase stalemont will render my Apphication & ongong assistanca. € any,
sabie lor reyectonicancetaton
2) ) solemnly confiern hat assistanca, # recaved om Koshi Foundaton wifl be used only 1or Bhe “ourposs”, 88 stated in this Form, lor which such assistance

Was reQuesied by me
3) 1 heroby confime that | hawe not & wib ot & futire. avand of resmbursement, 0 pant o @ &, from ke o Aot casmpioyeeinsurance compiany. of e
for whvch as assaiance i mguested

1) & v wor ¢ v 0 oy 3 108 0 b beers 48 wewd o s e o = 3 sf W feee of W s ow o §of S0 werem Byoe A @ v b
2) St pr ¥ wwmw ot Csfee e, @ A w o b e sei ol st A 8 e e i e s b
3) & gfe wor { % fus anoe £ v b €t of £ ofn W wiow © wen e feell S fedeede weskt @ 3 fm @ st e @ ofew o oy

AGREEMENT by APPLICANT ( s59vs 0 %1)

1) By affung my sgnalve or Swumd impression on Bus Form, | (Apphcant) horety agree & authonse Koshikn Foundaion and 1's Trustees o

USepUbi SN pul-4gTepraduce my namo. address. photo & detads of Ihe “purpose”, for which such assstance s requestodigranted. theough any
medum. includng but not hmited 10 vertal, pant. elactromc, for soliciting donations for Koshika Foundation and'or dissemnatng information about s
activities/achieverments, Such uss of my photo & detalls can de made by Koshika Foundation belore or after my neatment or fulfilnent of the “purpose”
for which assistance is being requestod

2) | {Apphcant) further agreo that any such use of my namoe, address, pholo & detads of the “purpose”, for which such assstance is requesiedigranted,
will nct automatically entitle me for recerving or conlinuing 1he said sssistance. The decision for granhing andior conlinung the assistance wil rest solely
with the Trustens of Koshika Foundation. and their decimion is Mis regard will be final and accoptable to me

1) TR T WA e W i W s e, @ (st s e w e wm o S wrdtne e vewt it w sfoes v e W 3m,
o, 92 e @ feamm v e ) @ Csifee e s, o, weew ot axtes @ ol i st e @ B Beah o s e

® wafts ot @ Seg sfegn bt vy W fomw o R ¥ A @ et § el & By CsTe et w st sfenn &

2) % (sndew) o o & s et o, T, 92 ob fevre @ e e ¥ Ixovs W wAl § OR vy wew W reor W s A 1

“wfvn" on e =fad w el o ob oo v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wies 3 g W AR W e

AGREEMENT by HOSPITAL (e55m pm %)

By affixing hereunder, signature of our Aulhansed Signatory for recommending this casaipasent for faancial assistance from Kostvka Foundation. we
(Hospital) heteby atfiermn & sccept folowng:
1) that we neither are presently nor wil in huture svail of fnancial assistance trom anctner NGO of any omer source, for the same pationticase. as we we
anmmmmm.wmemmmmuguwabyxwmrm‘vmmmummbmvw
by Koshiks Foundation, o part or in full, than the Hoapital reservos it's fight 10 make w5 the shortfall from ancther NGO ot any other saurce. This
confirmation essentialy states that the Hospital witl not avad any duplcato assistance Kr the same pationtiGase trom any other NGO or 50y other source
2) The assistance from Koshika Foundation is only financal i nature Tha cheicn of the treatmentprocedure advised/conductad by the Hospital on the
patient, is based on the arrangemont batween the patient & the Hospital, and s in 10 way Influenced by Koshika Foundation. Hence, the Haspital wil
':smmawmmponswc;dmvwml&nmlumyolmMmm:mwnmnhmnormaWy

e matter.

=R afown, veewd € 56§ b ad 8 e orratm® § R ween £y foofm Y Wl 8, el e (rmme) 4 ven § o w witen v

1) o oy omfors 30 3 0 vies d Tl weee T sl dRee w el s @ ver et F o8t w7t 0, 39 e o e vy
W frafmfedfh 100 & W F “wife eI po w9 6 ik Ceifne wirtme o woe el smemen g ) fest won § A ssoe
feaht s el W @ S s e @ e o W sver e oo ) o e d e v o | e s fofie wee we ol iy fal
¥ well W w S s s @ a0 wed

2 “wifrm e @ o of S S fl oy ot ) O W v po @ e w feR el TiEe W g B v e

® dw @ favo b ol S wtioe ot o el ser w e ce ot B reid e O o we e bt sod ) 9w Sedod oF v pmE
) o o “wifon” W WY ofew @ fedod W § 90 o

RECOMMENDED FOR ACCEPTENCE

e % fog wwgh &

Date of Surgery S
sietys ¥ wiw B0 M ‘ b Sankor Bag

! (3an (Name. Designation & Skamp of Authas sed Signatory
"//?/Q_Hj 1 [Mame of D, & Rega. No. with Stamp) I on Betalfof Hospital.
TR W IR g 8 T AR R ST e

FOR INTERNAL USE of KOSHIKA FOUNDATION ==t 75dm i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | T G 2

all JFAE

14.08.2019



