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HEgal B9 SEET OrEy (FanYs FEE)
APPLICATION No : APPLICATION DATE :
ST 3o c\owa) OOAL s i .o\ 2627
. AGE-YEARS ¥1y-5d | sex fo
;‘ﬁfi ﬁaﬂm;:ec.mr. D ecro w C\ML G L\_:fﬂ Hm

FATHER'5/SPOUSE'S NAME :
frsgs W 9™ TBordhun Gaoasd

PRESENT RESIDENCE ADDRESS iuid SWaram™ §a
-9 T 3
Bhoace Voans L Cannsy e s, . PALARS Cash maails . e A, —

\

ALy e

PERMANENT RESINENCE ADDRESS ; THie =g T

?& |

K&‘s’hika
foundation

T 4 o N s ovenle
ACCUPATION :
St Lo @, MARRIED (FPITa) ) UNMARRIED (sifenfeeT)
TOTAL ANNUAL INCOME : | {Allach Proof of incoma) ‘
%A wiTH A "\ ovooo |- (smmaam e WA
PAN No. Tnif s #ea [
ARE YOU AN INCOME TAX QSSESEEE [Thek wh}showr is applicable): Yes/ hla_
R R R RN R R R R ch ] ¥ E—
FAMILY DETAILS 4fian faamn
Sr. No. Namue of Family Member Age (Years) Gender Relation with Applicant
W HE uiER % W e am W (F1) fan Hdew & WY TEy
L Munanl A0 v Loy e
= 'K}:s.h‘.-:? 2.0 A o
%, "\34{.‘!-\:13 & E Earet tﬁ*‘ N
\, =M\ \ & [ =P
BASIS for REQUESTING ASSISTANCE (Tick whichever i3 applicabia)
Feam % o fal snm
BPL Card EWS Cadificats fation Card
{Attach Card Copy) (Attach Centificato Copy) (Attath Copy) a’l’,‘.’.’."""w’
TE T F R W T3 e A w S w3 _ ¥ e
(sum wy i wm TR T W (5T Y W w W sE (wem w1 = ow wE H{E
“PURPOSE" for REQUESTING ASSISTANCE:
wowa ¥y o m fEm = e
Sr. No Medical Rnpom!Pmcriplion_u Attached
N e SEmAEE B oA o fiee gel s
.
ML Lol
L L Codo MQ}'“\ NS
ChOatw b LE- O
X &N
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TR W ¥ R 3 vpwa TR e wm oA B omm ey -
Sr. Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH HEn = B F A &1 v wEma i

LR




DECLARATION by APPLICANT; WETE £ wyem 95;

1) | beroty confrm that all details in this Form are True @ the best of my knowladge. Any false statement will rander my Application & ongoing assistance, if any,
frable far rejectionicanceliation. | .

2} | sodeminly confirm thal sssistancs, f received fram Koshika Foundation, will be used only lor the “purpose”, &s stated in this Form, for which such assistance

was requested by me.

3) | heraby confirm that | have not & will nat in futdrs, avail of reimbursement, in part or in full, Irom any othar sourcalemployer/insurance company, of thg amount

for which this sssistarice is requestad.
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AGREEMENT by APPLICANT ( wmies 2 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundalion and iv's Trusiees o
uso/putlishiput-upiraproduce my name, address, phato & detalls of the "purpose”, for which such assistance is requestodigranied, through any
medium. including bul not imited to varbal, print, sleciranio, for soliciling donalions for Kosnika Founaafion andlor disseminaling information aboit il's
sctiliewachiavernenls. Such use of my pholo & detslls can be mada by Koshika Foundalion belore or afier my treatment ot lulfiimerit of the “purposs®
lot wingh sssistatice is belng iequesied

2} | (Applicant) lurther agrae hal sny such use of my name, addrass, phole & detsils of Lhe Tpurpose”, Tor which such assisiance Is requastad/granted,
Will not automatically entitle me for receiving of conlinuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solely
with the Trusiées of Keshika Foundation, and thei dectsion is this regard will be final and acceptabla o me.
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AGREEMENT by HOSPITAL (moas gm %)

By aifiking heroundor, sighatune of our Authorisad Signotary for recarimending this case/palient for fingnciél assislance from Koshika Faundation, we
(Hospital) hereby affion & accepl following:

1) that we nedher are presently narwill in fulure avall of inancial assistance from another NGO os any other solurce, for the same patient/cass, as we Sm
requesling to get from Koshika Foundation, to the exient thal such assistance is granted by Koshika Foundation. I the requested assislance is nol granted
by Kushika Foundation, i part or in full, than the Hospital reserves it's right to maka up the shortfall from another NGO of any other source. This
conflimation &lsr-rumlig.i states that this Hospital will not avall any duplicate sssistance for the same patient/cass from any other NGO or any other source
2} The assictande lrom Keshika Foundation is only financial in nature. The chaice of the Irealment/procedure advised/conducied by the Hospital on the
patient, i Fas=d on the arengdment between the patient & the Hospilal, and i in no way infliuenced by Koshiks Foundation. Hence, the Haspital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the pafient, and Koghika Foundalian will have rio role or responsibility
in the matler.
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