Mo™- (-2 — 02 0068

APPLICATION FORM FOR ASSISTANCE {Healthcare) Ktl"shlka
bl “ i i I ( : ) foundation
APPLICATION Mo, © " APPLICATION DATE :
S ¥ ; < \\W2m\ o054 s vt ﬁ_\ﬁ \ 2074
NAME of APPLICANT :  “ & g &\ e\, AGE-YEARS #rg SEX fem
- :& 0= ~\
FMH!RW‘I MAME : C'\U._.\SCIJH\
PRESENT RESIDENCE ADDRESS an9R #rmi gm
- = = . -
[ \h C - P}\"‘.j h G_I-
i PERMANENT RESIDENCE ADDRESS : e ]
otaoog, OA o AGDAD q:hc' Qc.f,_—\;
JoTamamok:  \ odoyorun MARRIED (J35¥) | UNMARRIED (offvafi)
TOTAL ANNUAL INCOME : - {Attach Proof of Income)
o it ww W owo |- (smwmwmw) OB
PAN No. T HIA WE
[ ARE YOU AN INCOME TAX ASSESSEE (Tick whichover Is applicable): Yes | No
w0 AT 5T O O T (9 WS 1 IR W u W e ol L
FAMILY DETAILS wiram famym
Sr. Mo Name of Family Member Age (Years) Gander Relation with Applicant
wH T ftan % weEl W TN 74 (i) fin L e e B
\ AVEPSNSREAT L = s 5.7 3 = =00,
3 AL e 0SS =4 =
et Clanes st o M =~ =
Y c-,\mant“‘l— 20 ) S
= 'T:lt.‘-i‘:-l; X [ =,y
“BASIE lor REQUESTING ASSISTANCE (Tick whichever is applicabls)
% fo el snm
BPL Card EWS Certificate Ration Card Any Other
{Attsch Card Copy) (Altach Cortificate Copy) [Attach Copy) Basis/Proof
Wi e % S T W T ITe wE PR it
(o sy v ey Wt (v ¥ e wh dEE W (wmrn ¥ W oy v W

“PURPOSE" for REQUESTING ASSISTANCE:
W i e T fed W oaee

st. No.
e

Medical Reports/Prescriptions Attached
seyeeyeten | Wit W) of afekey i @

BC o8 Oox%acX R\mﬁuxu

0\
LE "™ Lot

Tloane - QU e RV

Al

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v TN % ¥ W o e e s v A e ommow?

Sr. Moo
FH T

MAME of OTHER S0URCE AMOUNT of ASSISTANCE BEING AVAILED

= T W W =i e W
(SN




DECLARATION by APPLICANT. sniew gm sihrm v
1} hereby confirm thal sk detais in this Form are True (o the best of my knowlodge. Any felse stalement will render my Application & ongoing assistance, If any,
liabile for regectionicancaliation.

2} | solemniy confirm that assistance. if received from Koshiks Foundation, will be used only for ihe “purpose”, at staled in this Form, for which such assstance
Wi requestod by me.

3} hereby confirm fat | have not & wall ot in fulure, avail of rembursement, in part or in hull, from any other source/employesinsuwances company, of the amount
for which this assislance i requesisd
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AGREEMENT by APPLICANT ( mrtes Gm #01)

1} By affiing my signature or humb impression on this Form, | (Applicant) hereby agroa & authorise Koshika Foundation and it's Trusloes o
useipublish/put-upfreproduce my name, address, photo & detsils of the “purpose”, lor which such assistance is requesiedigranted, through any
madium, ncluding but not Imited 1 verbal, prink, slactronic, for soliching donstions for Koshika Foundation andior disseminaling Information abaut i's
aciniticgfachievemanis. Such use of my pholo & details can be made by Koshika Foundation bafore or afier my treatment or fulfliment of the “purpasa”
for which susislance is boing requestod

2} | {Appiicant) lurither agres fhat any such use of my nams, address. pholo & delsils of the "purpose”, for which such assistance is
will pol sutomatically antithe me for recoiving or continuing the sald assistance. The decision for granting and/or continuing the ummwllmtmly
with the Trugtees of Koshika Foundation, and thelr decision is this mgand will be linal and acceplable to me.
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AGREEMENT by HOSPITAL (wveme Em Wim)

By afficing hereunder, signature of our Authonised Skgnalary for recommending ihis caselpatient for linsncial sssistance from Koshika Foundation, we
(Hospitad) hereby offirm & accept following:

1) that we neither are presently nor will in future ovall of fnancial sssistance from anolher NGO or any other saurce, for the semie patlenlcase, B8 we &l
raquesting 1o gel from Koshika Foundation, to the extant tha! such assistance is granted by Koshika Foundation. |f the requosted assistance is nol granted
by Kpshika Foundation, in pan or in fll, then the Hospital reserves s right to make up the shortfall from znother NGO of any olher source. This
confirmation essentially states thal the Hoapital will not avail any duplicate nesistance for the same patient'cass lrom any olher NGO or any other source
2] The assistance from Koghika Foundation i enly financial in nature. The cholce of the treatment/procedurs advised/conductad by tha Hespital on the
patiant, is hased on the arrangement betwesn the patlent & the Hospital, and is In mo way influenced by Koshia Foundafion Hence, the Hospital will
aseume sole & complats responnitility of the treatmant & It's outcoma & safaly of the patient. and Koshika Foundstion wil have no role of responsibility
In the matler.
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