S Q-0 922-o\M- O\DA

APPLICATION F_DRM FPR ASSISTANCE tl-luallhparu] KOShlka
BTN B, SRS WY LIEEAn Rwue) foundation
— ]
APPLICATION Mo , APPLICATION DATE Building block of e
e C-\N\J 2\ 5009 smier et 0P \oM\2 022
NAME of APPLICANT : ) . AGE-YEARS #1491 | sEx fdfn
T w A ‘(-('u\.f:'.‘r\(;l 'EH?_\."\ 6‘; l;_

FATHER S/SPOUSE'S NAME :
Fous ¥ E TR A
PRESENT RESIDENCE ADDRESS =Rt SETarg Sl

=ahnansncun Kerdnon avre. NManNaadeAn- 29NN o
\ PERMANENT RESIDENCE ADDRESS © ¥t STursT il he QD?»\'

Soare @ S O €

OGCUPATION ;
e VHome oddas, MARRIED, (Fein) | UNMARRIED (siffea)
TOTAL ANNUAL INCOME : {Attach Proof of Incomae)
PAN No. w&if Il 56 pg
ARE YOU AN INCOME TAX ASSESSEE (Tick w’lﬁdwwr_in applicabink: Yes [ No
TP A S HAW # (3 0 3E W # e A o
FAMILY DETAILS wfrap fenm
&r. No. Namy of Family Membar Age (Year) Gender Relation with Applicant
FH W s o i e G 27 (&) fam e o P |
X CAOCynnn, Ly = g Tt oL
5. e <Nvona AL Yy S "wuap&ﬂ N
o N2 & ons g9 % \ Coaxond Tm:l%\-\-‘é 9
“. RexiCin . _ il s Casend Son
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabie)
won % ford Toefa smn
BPL Card EWS Cerlificate Ration Gard Any Other
[Attach Card Copy) {Attach Certificate Copy) [Attach Copy) Basis/Proof
nifd e & AT A W oF9 W W WM T Sy W 370 W e
(s e W T uty e {FUE T W owm yiE wEA T {9 43 W e i HE S
"PLURPOSE" for REGUESTING ASSISTANGE:
wwam oy B om o= asE:
St. No. Mediczl Reports/Prescriptions Attached
FH W FEARAT J Wi W e s
B E . CohochMrnme WeraAs
Le® LS e\
Saan agdan | LI D
(AT
- |
ASSISTANCE BEWG AVAILED for SAME “PURPOSE" fram OTHER SOURCES
Ta TET T ¥ W S W Tl s wm # fera w2
5t Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
HN HE A TR W AN ol 1§ |gra Wil
A




DECLARATION by APPLICANT: #Z% UM Waw 7i:
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1) By afiking my signalure or thumb impression on this Form, | (Applicant) hergby agree & authodse Koshika Foundation and it's Trustees to
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will nat aptomatieally entitle me far receiving or continuing the said assistance. The decision for granting and/or conlinuihg the assistance will rest soiely
with the Trustees of Koshike Foundation, and iheir decision is this regard will ba final and acceptebla 1o me.
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AGREEMENT by HOSPITAL (weme W1 %11)

By aflixing horarnger, signallre of cur Authorisad Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we
(Hospital) heraby affirm & ascent following,

1) that wie neither are presantly nor will in fullire avall of financlisl assistance from another NGO or any other source, for the same patienlcase, as we ang
requesting o get fiom Koshilia Fourdation, 1o tha extent that such assistance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundatian, in part or in tull, than the Hospltal reserves |I's right to maka up the shortfall from another NGO or any olher source. This
vonfirmation essentilly states that the Hospital will not avall sny duplicale assistance for the same patientcase from any other NGO of any olher source.
2} The assistance from Koshika Foundation is only financial in nalure. The cholce of the treatment/procedure advised/conducted by the Hospital on the
patieni, is based on the arrangament between the patient & the Hospital, and i3 In no way influgnted by Koshika Foundation, Hence, the Hospital will
assume sole & complele responsibility of the treatment & it's outcome 3 safety of 1he paliznl, and Koshika Foundation will have ne role ot responsibility
In tho miatiorn.
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