APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S' h i ka
HETEW ¥ AT WIEY (Farean TENE ) e T T
oundation
mn; V]j?j?/:"fln mnonm l/]p7[20(9 Buiding block of e
MR MIMTAT  BE(HPM ST
WM: ¢ ] ] : r
oot SK ABOUL HUF T
PRESENT RESIDENCE ADORESS _W#UH_SFWHTE 71 B 8 |
NPT LRUL , MOIH LS (A0 5 ! {
/ (YT \
PERMANENT RESIDENCE ADDRESS : W1f =3aris v T
— 2 L R LT —
gccumnon:  Hoyst JTEE MAFRIED (W) | UNMARSIED (sfte)
o T S Gl a5~
PAN No. Tf w Hwu
ARE YOU AN NCOME TAX ASSESSEE (Tick whichever Is applicable): Yos | R
nuauuﬁiwﬂnvﬁwhwﬂu ¥/ W
FAMILY DETAILS <ftapy fismor
e No. Name of F amily Member Age (Years) Gender Relation with Applicant
¥8 Woa yfean ® = ™ = () fafn HITE % WY TN
- R i 4 o Y G 23 L7 5 SET F
Z:3 -1‘54 7 ~JUj T fal HUSo pvp
Zs § Wy RE [(o8H N |- N PVGH T E /L
BASIS for REQUESTING ASSISTANCE (Tick whichevar is spplicable)
wgram & fod fmfa s
8PL Card
(Akiach Card Copy) (Attoch Carbcate Copy) (Atach Copy) s b
wié tw ¥ It mm w weq s ol yam v IURT Sesr s
(vum v W ww o w Y (vam w1 ) we v des st (v w1 9w iy dea
“PURPOSE” for REQUESTING ASSISTANCE:
e ¥y fed m fed W ARt
™ Medical Reports Prescriptions Attached
w4 e semeien ¥ w ¥ w ek i we
d. PIPGIYIS 1 S - B IR R — [
]
STRGELY——— T FE (SIS 7 T0C) = =
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
T8 50§ ¥ o %= wees Sl 6 v ¥ e o o
Se. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILLD
w5 Wen 5 e W AW o v wewgam wit -




DETLARATION by APPUICANT. it gn Svw i
1)) heretry confrm that # detsils in tha Fom are Tno 10 the best of my knowdedgo. Any false siatoment wil render my Application & ongong assistance, 4 any.
Rabtle for eei

2) 1 solermndy confier at pssstance. if roceived froen Koshika Foundation wil be used onfy for the “purpose” as stated in (s Form, for which such asestance
was requesied by me

nlwwzymmulmm&w.mnm avai of rembursement, in parnt o 0 full Trom any other source/sMpIayeninsurance company. of e amount
for wiich this assistarce is reguestod
1) & viwer wrw e oy e 1 d o W fowm 90wt € wpE we v wA b ol oif fewon o wer e wm o o 98 soew e o @ et b
7} 8 gu @ weer ofn “wfos wastna”, @ ok e of B s rvetn s 3t ) ol ¥ Bt Iy wtm, € sy d o e 8

3) 2 gfe wan { fe fun wpes o = ade W v b, ww ot w0 afow W e fom fed s unfrdeeda sah @ 3 @ Sy € ook @ e F o)
AGREEMENT by APPLICANT | siiee o0 %)

1) By affang my signature or thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and t's Trusiees 1o
usepublishiput uproproduce my fame, address, photo & detads of the "purpose”. for which such assistonce s requested/grantod, through any
medium, iInciucing but nol imited 10 verbul. print. efectronic, for solicting donations for Koshika Foundation andfor disseminating information about It's
activities/achievements. Such use of my photo & detalis can be mada by Koshiva Foundstion before of after my treatment of foiiment of the “purposa”
for which asSisEanne It baing requestod

2} (Applicant) further agree that any tuch wse of my name, address, pholo & dotads of the “purpose” for which such assistance is requestedigranted,
wil nct automatically entitle me for recaiving or continaing the said assistance. The decison foe granting and/or conlinuing the assssianco will rast sololy
wih the Trustoes of Koshina Foundation. and thew docsion s this regard will be final and acceptabie o me.

1) R WY S ot wemet w oo o ws e, 8 (sstew) weh wesly o gt we o e wrdes ok ek i @ s woe f B S0 o,
v, W3 S farm g ey o e b Ysfe R e, o3, wenw o Tgtve | 4@ hrffed s sodend @ B S o s s

R wafin w1 € Ty sl b At g @ ferm @ poa € wed @ e © W @ e e st o sl afega b

2) # (svtew) @ on # ueme { % 9, o, 952 ol fe @ s e ¥ woted W ouin ool o v W ower W v ow el

“wifne” v et find w Predy sl b el Wi

APPLICANT'S SIGNATURE OR LEFT THUM® IMPRESSION -
wite ¥ wow © st W fee

AGREEMENT by HOSPITAL (wises ou 301()

By affang hersunder, signature of our Authorisod Signatory for recomeending thes caseipaient for financie? assstance from Koshika Foundation, we
(Mospital) heroby a¥rm & accept Sollowing: A

1) that we neithes are presently nor will in futuee aval of financial assistance from snother NGO o anry omher source, for the same patienl/case, 88 we are
fequesting 1o gel from Kashida Foundation, 10 the extent 1hat such assistance & geanted by Koshda Foundalion 1f the requesiod asssstance is not granted
by Koshika Foundation, n part of in full, thon the Hospital reserves s right 10 make up the shortiall from ancther NGO o any other source Thig
confirmation essenlialy statos Ihat the Mospital wil not vk any duphcate assstance for the same pasent/case from any othor NGO of amy other sowrce
2) The assistance from Koshia Foundation is only financial in nature. The choice of the treatmentprccadune advisediconductod by the Hospital on the
patient, is based on the arangement betwoen the padent § the Hoapital. and is in ro way nfluenced by Koshika Foundation Hence, (e Mospital will

[ assume sole & complete resporsibiay of the esiment & t's cuicome & salety of the pahent, snd Koalka Foundation will hivo na role or responsibiley
In the matier.

ek afewa, wimed o ol 4 b o “sifre st @ WS wes o eelim W) e B, e e (e e pen d s o el wnk

1) o fo 2 o owhas ok 3 @ wfine & fifis s fed i sned sles @ feall sy sade & pee il 8 @ R o B B Te ol Wife waeteet
8 feefmbedl 3w ¢ wav d eifres e oo e ¥ 0 B i tafe wetmt oo e fed sfrsees iy S Sk e § A e
ol wx bl i @ ol e e O wovs ¥ W sl i e b owoTRe T s e e s i e TR olva i el
e wew @ ferh wa w8 g dadd

2 “wifre wwte” @ # of ween den A w8t R oW weee o0 9 of T @ e TrsTEe W g oA o s

€ e W favs sl Cwen ame oo MR ven W W sow 0 ) et v d o 3 e e bt ) @) e fetoh O of resew

w wvh b Swifrnt %) W @ow w fetol oo 3 e

Date of Surgery ¥
m‘ﬂl il ;‘L‘" ’:,‘::E:’cm
ian & Siamp of
9009 . Dsnaion 8 Samp ol A 8 St
T IR N Wl
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &ts 7wt 13
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

i e |

Bper? TAE

14.08.2019



