—

APPLICATION FORM FOR ASSISTANCE (Heaithcare) K(%htka

[WETTEr Ry SUTALA WIEFY (v ) foundation
e KB/ 9558 o 1) Y1) —
ZRUTST ARRTI MATCR  [SRRSEL

PR DASUPITL  MALTCH
SRESENT RESIDENCE ADDRESS #4511 HIEa 5%

KT F

26

PERMANENT RESIDENCE ADDRESS : #431f 3idiy W

—tt > P50V

OCCUPATION: | |n™ME MAKE R MARRIED (FETfi) | UNMARRIED (sfvefia)
TOTAL ANNUAL INCONE PPT, A |Attach Proot of
e oits 5 RS 1%390x12 = | CLO0Y (mnwm
PAN No. W1t a9 ¥ o
ARE YOU AN INCOME TAX ASSESSEE (Tick whicheves 's applicable): Yes [ NG
wa S e Wt gm b (o T N vE WO W e e oW
== FAMILY DETALS wftan fprm
0. No. Nsre of Famdy Member Age (¥ Genoe: Rolation with Applicant
nra'tn n vrfrr::'v:'um‘[mm n(:‘), #u STE ¥ WY T
2. KB TH oLy ;}g - ¥ DRUN TE R

BASIS for REQUESTING ASSISTANCE (Tick whichever is apphicable)

weea & P ffl sman
BPL Card EWS Centificate #aton Card Other

(Attach Card Cogy) (Attach Certificate Copy) (Attach Copy) wm
it o € 9 = om swe s vl oM o3 ot Wit —
(s w1 W W e {vm v & we v A wh (v v W o of s W bl

"PURPOSE” for REQUESTING ASSISTANCE:
oS ¥ fe m fisdh w e
St No. Modical Reports/Prescriptions Attached
»3 Wen semevie @ W w1 of i g e
> QIIM;NW;.LS —— CRIBREZT I p'

(1 TURGE Y A O R A 2 1 TE)

ASSISTANGE BEING AVAILED for SAME “PURPOSE™ trom OTHER SOURCES

@ 7o ® 7w s weren e w wn @ e e W2
. N NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T v 5 T W AN ot nf worwm o




DO LARATION by APPUCANT, aatts o s on:

V1 heety confim St of detais In s Farm are Troe 10 the best of my knowledge. Any laise statement will render my Applicasion & ongoing asssstance. £ any.
sacic fue rejechon/cancefiaton

2) | solemniy confirn that assistance. if reconed from Koshiks Foundation. will be used ony for the “purpose”, a8 stated in s Form, for which such assistance

was requesied by me

3) § netabyy confirm Tal | nave nof & will not in Ature. sval of reimbursament. DAt of in full, froen any other sourcalamployetfinsurance company, of tha amount

$or which s A8Sstance 18 feguesied

nﬂdum(hmmﬂfdw&dﬁmﬂﬂutémmdﬂt-*dhﬁmmwniiﬂwhdaMh‘

2) W opw ® wnee o Tee et Al s mu T TH A S i w e fen wtn, s A wm b

3) ¥ e wor 1% fam snew g s e o uf £, e oft W efre @ gen e feR e Rafrdends wed & 3 R B b ook s @ v F o
AGREEMENT by APPLICANT (sics o0 #o1)

1) By afinng my sgnabure of thumb imgression on this Form, | (Agpicant) hereby agree & authorise Koshika Foundation and if's Trustees 1o

use/publishiputaup/roproduce my name. acdress, phoio & detads of the “purpase”, for which Such assistance iy requestedigranied, through any

medum, cuong but not keiod %o varbal, prnt, electronis, for soliciting doaations for Koshika Foundabon andor disseminating information about «'s

achralies/schievernants. Such use of my pholo & detals can be made by Koshika Foundation before or after my treatment or Atfiment of the “purpose”

for which assistance is bewng roquesied

2) 1 {Appicant) further agree that any such use of my name, address. photo & Cotails of tha “purposa’, for which such assistance is requesiedigranted,

will not pusomatically enfitio me for recening or continuing the said assstance. The decision for graning andior continuing the assistance wil rest solely

with the Trustees of Koshika Foundation, and their decison is this regard will de final and acceptabie to me

1) W W S e A o e, 4 (seiew) avd wree w) e won o Cwite stk shy e it C e s woe o 40 wm,

wr, Wi s @ T g owee o e B, v teifee” o il o0, eeew qat agten @ o0 i it soefered @ Sed sl o st

& vl v & T sfegE § S oy W fenen 9t g 8 Wt @ e et @ Bt ofew wade” w s afeg

2) & (odew) w8 sew T S0 9w, e, 552 ol fee @ fs wen © rted W wfids # aR v ween W v W wom e o

“sifrn* | ow fad w fvie sfim soewwd @

APPUCANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

siew ¥ grow @ W w1 P #

AGREEMENT by HOSPITAL (17w g %17)

By afficng hereunder, signature of our Authorised Signatory for recommending this case‘patient for fnancial sssistance from Kostika Foundation we
{Hospital) hereby a¥rm & accopt foliowing:

1) that we neither aro presantly nor will in future avad of financlal assistance from ancther NGO of any omer scurce, for the same palierticase, 23 we are
requesting %o ged from Koshika Foundation. 10 the extent that such assistanca s graniad by Koshika Foundation. if the raquestod assislance i nol graniod
by Koshika Foundation, in part o In full, then the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other souece. This
confiemation essentialy statos that Ihe Hospital will not avail any duplcate assistance for the same patienticase fom any other NGO or any other source
2) The assistance from Koshia Foundation i only financial in nature. The choice of the treatmentiprocadure advisediconductad by the Hotpital on the
patient. =5 based on the arangement between the pstient & the Hospital. and is n no way influenced by Koshika Foundation. Hence, the Hospal wit
-munm"m::ammmmmamnmusm&manmmmm Foundason wil have no 1ol of 1responsdid ty
vt sfegs veowd o) st @ ol @ Cwifre vt @ i wese iy feeftr o) ok §, Dl e (veee) ey gen @ o on e et

1) o5 e 3 whi oh 3 @ i ¥ fafen wee fed e weerd der @ el s ele @ T SR F R w A o #, 3R e e e v
% firefnfadi sm ¥ wav 1 “wifn sl gu wee 2 fe o s wzva” po s el sEmeaeR B v 99 few o § d s
ot 5= f wonad e v Sl e v d e 8 W afeer yove e b e F e e o § M samm i st o Dbt i fod

# wont sew u Sl s we @ W dadd

1 “wife; srrm” @ o of wpon Sw e gyl W B Of w e oo 9 of mer W ed 0t e @ o o oF e

® v w foe @ oh Cwifon et oo feed s W W cen oot B retied wesm o 00 @ pe g s set 4 ) W Pesiod O0F o rsen
w ordt o Cwifn” @ S g @ frsod oo F W oo

RECOMMENDED FOR ACCEPTENCE
wigm % feg vy
Date of Surgery Dr. Nalingkst 4
dﬂmilh "-'E'.} S 1 Pageh
FRIRY~,, Sutsvad 5o (Name, & Stamp of Author sed
!'1](1’9 619 * {Name of D, on behalf of Hospital D
RN Wi AW e e dd
FOR INTERNAL USE of KOSHIKA FOUNDATION  s3=fts 3w #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
- v | i pR 2

7 BT

/A

14.08.2019



