NA N ~C.- a5 ~e5~6853

APPLICATION FORM FOR ASSISTANCE
HETETl B4 HAEEA WEY

(Healthcare)
(e )

;;F;c:%wm.: V/QER.S/ &89 mmf;;pumm:ﬂf fq*jlﬁﬁ‘

2 : , k AGE-YEARS -7 fief
e Noqmuady Jevi [
EEmvms Sl Chand

PRESENT RESIDENCE ADDRESS =9/ SR 9

SH?\L’J‘J;&"_{"LL"I - Jdatalily g;? Iz

K&¥hika

foundation
T —
Beslleiipg black of Me

TaH- AlL%Fanh, U.F. Jdod[3d5
— " PERMANENT RESIDENCE ADDRESS : =i iarery oa
UBgN & Ly g b Ve
OCCUPATION ; Home ok Wﬂa—rﬁu] ! UNMARRIED (iiim)
TOTAL ANNUAL [NCOME : iatach Proofl of Income)
e At T U8 eepfr (=R = e FE) /'L/,/—j
PAN Mo, T 2 HEN
ARE YOU AN INCOME TAX ABSESSEE (Tick whichever is applicable); Yes | No
R G i il /i L,/f
FAMILY DETAILS wfmm fymm
ar. No. Hame of Family Member Age (Years) Gmldur Relation with Applicant
T FE W AW 35 (7f) fem & T
[0 R T :_:* s |2 A UA LAl
7~ 0V 77 Al ] W%
BAGIS for REQUESTING ASSISTAMCE (Tich whichaver is npplicabls)
1 B e G L L
EPFL Card EWS Cerfificate Ration Card Any Other
{Mttach Card Copy) (Attach Certificats Copy) {Aadach C;Dé! Bagis/Proof
st e # A T T W Y W FE TS ELpi | N
P ek e (WEm VE w1 g wh Haw St (e 93 W wE A AT W 4 7 N

“BURPOSE" far REQUESTING ASSIET‘A.HCE:
wergm By T m R W

Sr Ma.
Y W

Madical Reports/Prescriptions Attached
S | S W AR g W

BE- O adanald

{1 . E — & f:.ﬂ"“d-"rﬂr"—;"—

e et

X g =/ E)— <ats T PoNAATE
L uhﬁ/—@?{? = _

ASSISTANCE BEING AVAILED for SAME "PURFOSE" Irom OTHER SOURGES
T Sgkvn w ¥ S0 o0 e T s 8 T R

Sr, No,
e T

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F=1 FE ] N il T e T

HEES

Twas ] —




DECLARATION by APPLICANT. =SS &A1 wimn 7w;
1)1 heretry confirm thal all detads in this Form-are Trua to the best of my knowledga, Any (zlse sintemant will rander my Application & ongoing assistance, If any,
liahie for rejection/canceilaton.

2} | salemnly confirm (hat assistance, if received from Koshika Foundation, will be ussd anly for the "ourpose’, as stated in this Farm; for which such assistance
was requesied by mo.

3} I harehy confirm that | nave not S will not in futurs, avad of rimbursement, in part orin full, from any oiker SourcalBmployerinsurance company, of the smount
far which this assislancs in equested :
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1} By allixing my signaturs or thumb Impression on this Form, | (Applicant) hiereby agree & sulhonse Koshika Foundation and t's Trustess to
use/publishipul-up/reproduce my nama, address; photo & detaiis of the “purpose”, for which such assistance |s requesledigranied, through any
mdiurm, including but not imited to vorbat, print, slectronic, for saficifing donatiens for Koshiks Foundation and/or disseminating information abaul it's

sutivitiesfachlevements, Such use of my phole & delzlis can be mads by Koshlks Foundation bafase or altar my traatment or folfilmant of the *purposa”
for which assisiance s balng requasiod.

2} | {Applicant) furlher agres thal any such use of my name, address, pholo & details of the "puspose”, Tar which such assistance is requested/granted,
will not sutomaticatly entlile ma for recafving of confinuing the said assistance, The degision for grenling endlor continuing the sssistances wil rest solely
with the Trmtess of Koshika Foundation, snd their decislon is this regard witl b2 fins! and aecaptabls lo me.
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AGREEMENT by HOSPITAL (vemm oo wm)
By allicing hersunder, signature of our Aulhorised Signatory for recommending his caselpationt for financial assistancy from Kashika Foundalion, we
{Hospital] keraby afiim & scoept following

1) thnt wir neither are presently noe wil in future avall of financlel sssistance from another NGO.or any other saurca, for the same palisnticass, as we are
raquesling Ly get Irom Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundstion, If the requesied assistance is nol granied
by Kashika Foundatlon, in part oe in full, then the Hospilal resarvns It's right [o make up the shortfall from enofher NGO or any other source, This
confirmation essentially siates thol the Hospital will ket avai any duplicate assistance for the same patanticass from any ather NGO or any other source.
2) The essistarice from Koshika Foundation |5 only finanslal in nature, The choles of tha troatmentiprocedure advinadiconducted by the Hoepital on the
patlent, is based on the arangement batween the pationt & the Hospital, and is in no way influenced by Koshika Foundallon, Hence, the Hospilal wil

aguume sole & complate tespensibilily of the treatment & s oulcome & gafaly of the patient; and Koshika Foundation will have na rale orresponsibility
in fhe matigr.
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