— B

APPLICATION FORM FOR ASSISTANCE {Heaithcare) Kos hll@d

Heraal By SUAET WY (Ve Se) foundation
Arpucanonse. | £1219)2.C1S JTUCATONOATE: |/, [13/2 015 manlaatbe
: p— AGL-YEARS ST5-¥ | sEX fifn
e HODULSPTTAE 5 & M
P—=n :

raniersrousesiaie | AZ T SHT TAR,
FRESENT RESIDENCE ADDRESS WAGR ST 9N

TR TSRS WA, ST TALE FEY T, T TG
NOTY <4 wiNES TV, b LI

PEMANENT RESIDENCE ADDRESS : @ STArerg W

Q2

——— 05 AOVE ———
OCCUPATION | (* o "TRALT LAWURER MARRIED (PUfr) | UNMARRIED (s
TOTAL ANNUAL INCOME o Proot of Income)
o g RS 100112 = 29400 |~ s et of ey
PAN No. I} WS H%54)
ARE YOU AN INCOME TAX AS SSEE (Task whichever ks applicable}: Yos !
O LR T rftvwﬂmmmﬁi VR ]
FAMILY DETALS sfta e
$e. No. Narre of Famdy Momber MNO.!) Gender Relation with Applicant
| e Raical ol % god ® A é") sl FATE ® HY_FAN
. & %‘ﬁ 1 g_r il SELF
- ‘AN T OK 37 ™~ =00
FASHS for REQUESTING ASSISTANCE [Tick whichever is spplicable)
wrres % fed fafe sam
RPL Card Retion
(Attach Card Cosry) mi?."’c.'iu"‘e"ﬁ‘.."m mccg; m
winl tn ¥ B mmon we R a w gy & = o we
(v Ty € we ol v wh (v o ) e e HRe (7= w1 ¥ we o v wh
RS “PURPOSE" for REQUESTING ASSISTANCE:
wowa 7 fet md fest @ i
St No. Modical Reports/Prescriptions Attached ¢
N ww v ¥ o W wf e g den
1, VT AGNG S S e PIFHHAPRC ] — Kk =i
G SRR R ——KECIZ S —F-T107 )

AL SISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
™ 7eern € 0 Y o= ares fed s v | e T W2

$¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 w9 N T W W ot i W o




OECLARATION by AFPUCANT: S090% DT WY 7i:

,lhumaxﬂwhlﬂdehhnhﬁmm!mmnoeﬂdmw Any taise staement will render my Apglication & cngong assistance, If any.
Tt for
2)|Mcmknmum I recoived from Koshiks Foundation will De usec orly for the “purpose”, i stated in this Foem. for whach such ossistance

was requesiad by me
3) | herety confem that | have not & wil not i Mure. aviad of reimbarsemant. in part o in full. Rom any other sourca’amployerinsurance comparry, of the amourd
for wiich Jus assisdav e & roguesied

1) 8 e woe § e g e R R e B e 48 wrerd & sy we o wd b ool el ferm o oo e v o b A 89 woen fae W el 1)
1) % pr v wewe oy s et d e R b Tm Tt T A P d e atn d s d wme b

3) & e win { 1% fam wpem 1y or o 9 8, W ofn W wive @ ten e Seed s gefrdeeds el v S oobov o dea o
AGREEMENT by APPLICANT ( sptee 0 w0
l)ﬂyammgmysonamvto'mm-nvummmm.I(W)Waw&mm?mwn Trusioes 10
use/pubsh/iput-Up/reproduce My name, address, photo & detads of he “purpose”, for which such assistance is requested/granied, through any

medium, inchudng but hot kmed 1o vordal, pnnt, electronic, for sehciting donations for Koshika Foundabion and/or disseminating information about s
actritios/achievements. Such use of my photo & dotads con be made by Koshika Foundation before of after my traatment or fulfiimont of the “purpose”
for which assistance is being requesied

2) 1 [Apphcant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assstance is requestedigranted,
Wil mot sutomancally onstie me for recening of CONIMLING the said assistance. The decision for granting andior continuing the assistance wil rest solely
with e Trustess of Koshika Foundation, and their docison is this regast wif be final and accaptatie 1o me

1) 8 wn 5 agd reme w o ) we e, 4 (oplew) oo wel @ e ene o Cwife st shr zew sl * W e o (o T
wr, Wi bt = v e 4 o, 3d Ceiew e =i, ©R, weaw et gt @ 46 iefed ot refeed @ Tl Tl @ i sy

% ywfts wrd % By sfege b St g e feeen 9t pea o Wl @ e @ e B wifow wder” v o b

2) & (smtex) puoor 4 wremr { 0% W0 3R, a9 ok e o fe wroe @ weded o o ¢ 9 vl wome W e W v oW T A

“wifirm® oo e fed ® fede st b e v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
wirs & vow u W W fee

AGREEMENT by HOSPITAL (¥ o7 %T1)

By afzing herounder, signature of our Autharised Signatory flor recommending INis case/patient for financial assstancs from Koshika Foundation, we
{Hospital) horetyy affirm & accept following:
1) that we neither are presently noe will in Tuture avail of fmancial assistance from another NGO o any other source, for Ihe 5ame patienlicase, as we aro
1o got from Koshika Foundation, 1o tha extant Ihat such assistance is granted by Koshika Foundation. If the requesied asasiance s not granled
by Koshia Foundation, in pan of in full, then the Hospital reserves it's right 10 make up the shortfall from another NGO or aay other source This
confirmation essentially ttates that the Mospitsl will not avail sny duphcate assistance for the same paventicase from any othor NGO or any other sowce.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advissdiconductod by the Hospital on (ha
patent, is based on the smrangoment between the patient & the Hospital, and is in no way influencad by Koshika Foundation. Hence, e Hospital wit
'um“ sole & complede resporsdiity of the treatment & i1's outcome & safety of the patient, and Koshika Foundation will have no role or responsibidy
n the mater
vt sfens, veaed ®) st @ wsASd o “eifee W ¥ i sewe oy feefn o o £, et o (vesmR) 2 wen @ e v wle v
1) fx 3 98 what od 3 o Few o fifin open S & wred dieet @ feul aex vl @ e s o o w o 8, B T et s oot
% fawrfmfedfs sw ¥ e 4 "o wisd " oo w0y 6 b R Cwine st oo weoe felh sfnesen i) g W) fes wn o s
farh sen b gt v w el e wEnR A wee B W e i e b e o we e wm § e e oy wen ve Gl iy fed
A wresh o w fed e ey 8w vl
2 “wifrw srete® o oh of mpow due fidie sgfa ot §1 04 o pevew go & o wer @ e e TreUTES W oY OF T g
& v w fowg § ol Cwifew st oo T sen W W ven W b e e o Ol ¥ T gow ok 03w W Wl fesod oF w0 e
W ok adr wife S W wfe o Pl oot d v od

RECOMMENDED FOR ACCEPTENCE
wieht ® fag wdegfr 4
Date of Surgery d
st ¥ wn l
Designation & of Authorised Signatory
"7"1 ﬁo@ {Name of Dr. & Regn. No. with Stamp) o ......?i':’w,
TR W W0 T LR W T W e s aeil
FOR INTERNAL USE of KOSHIKA FOUNDATION mmn
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= v |

i ST

> /4

14.08.2019



