DEL-C-22-06- 1962

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(?S!’l lka
HETEAl B SATHET WSy (wrErm Sa) o
m;}nu«.ua.ﬂf{jgg rﬂ'iﬂ:f'— Areranch 159 24 | g ket
NAME of APPLICANT AI:‘:E YEARS 519-5M | sex fam [T
wwwnm o Jallidd I M

FATHER'SISPOUSE'S NAM

Tmuwgs 51 AW — iﬂm JHrJt-"'r n

ril

M 171//71/77 7 N7 -E&aﬁ;?@/ﬁ;—ﬁoﬂj}*@ Pee Pos/
. MANENT RESIDENCE ADORESS : #417 S08MY U

.at:cummu Un.k ':Q oU._QD B MARRIED (RT3 | UNMARRIED (aifamnfi)

A N6 G- (Fawﬁﬂ INCan£) o m e vy

PAN Mo, wu1f =i dom

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yos | No
T A AW o b w R W w Wt e TR an
FAMILY DETAILS Siiam Taam
Sr. No. Name of Family Membe Yoa Gon
e o % e " ) o S T
i g =, o | % Wk
4170 £ I T0a% L
' &
L) n -— nA i
Li‘;} I‘C'i H_F._LH?F\ 2L e A AT
GEER
= - £l N s
ST Unsm =z di Son
BASIS for REQUESTING ASSISTANCE [Tick whichaver s applicatile)
aeEr ¥ fi Bl smoe
BPL Card
(Attach Card Copy) tAmEﬁl?tﬂﬂEnt:tEupﬂ I::;LIEE:;:I} ::Hm
T T S we Oy e Sy Bk Gl i
(s A (s % 1 o wh e Wt (w1 9 g W W) b
“PURPOSE" for REQUESTING ASSISTANCE:
WA ) fE T oW T
Sr, Mo, Madical Reports/Prascriptions Attached
w9 HE . sEmrvER | wit won wfee e we ‘
= i Nr falal \WIND S e — 4
(L) PELGAYIA IR RT N — SEIVIIE (LA Or 4
L S - 3 ;
/ Iqﬂ,{iz g':l‘i,”‘ﬁ._..._-g{
f.f_"‘ = i = {1
pa
i T T e e i = VI ST A M A
\"i{ 4 o) [ Tt:‘_ftff?,«?'y 2 ML — A0 T HAKX T A

ASZISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
59 I W ¥ W 3 wEES TR o @ § fAw o

5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVA|LED
FH HE T T w1 T FETE T
VY ~r o =
S NiYole) .




BECLARATION by APFLICANT, 570w 5 SR 9%

1) 1 fwereny confitm that aif detads in this Form are Ttue 10 Ihe bestof my knowledge. Any false statetrant will render my Application & angang ssslstanca, I any,
litie for rejection/cancellation.

«) | solemnly confinm that assistance, f réceived from Kashiks Foundation, will bo used only for the *purpose”, as statad in this Fom, for which such sssistance
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3] I hereby confirm that | have nol & will notin filure, availl of reimblurssment, (0 part of in Wl from any other sourcelsmployetingurancs eommifiany, of the amaunt
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11 By affixing my signature or thumb Impresalan on this Farm, | (Applisant) hersby agree & authorise Koshika Foundation and it's Trustoes 1o
uselpublishiput-upfreproduce my neme. sddress. pholo & details of the *purpose”, for which such assisiance |s requesie/granted, IHrough any
medium, inciuding but not fimiled to verbal, print. electroniz, for soliciing donafions for Koshika Foundation andior disseminating Information sbout it's
activities/achlevemenis. Such use of my pholo & detalls can ba made by Koshika Foundation betare or afier my treatment or fulfilmant of the “purpose”
for which paslgtance is being requesiod
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will not automatically entitie me for recelving or continuing the said esaistance. The decision far granting andior continuing thi assistanco will rest solely
with the Trusteas of Koshiica Foundation, and their decision is Ihis tegiard will be final and acceptuble 1o me
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By aftixing hereundar, sigrature of our Authorised SigRalory for recommending this caselpatient for inancial assistance fom Koshika Foundstion, we
(Hatpital) hereby affirm & acoept following:

1) thiat we natther are presently nor will Infutire avall of financial assistarice from anothar NGO o any alhar saurcn, for the same pallentcase, ss'we are
requasing to gat from Koshika Foundation, @ the extent thal sush nssistance s granted by Koshika Foundation. Il the requesied assistance (s nol granted
by Kouhlka Foundation, In pan or in full, then the Hospltal reserves i1's right 1o make up the shortfall from another NGO ar any other source. This
eanfirmation essantially states that the Hospital wil not svail any duplicete assistance for the sama patientcass from any other NGO of any other source
2) The assistance from Koghika Foundation & only finencial In nature, The choice of the treatment/procedune advised/conduciod by the Hospitat on e
patient, is based on the arangement betwean the patient & tha Hospital, and is in no way Influsnced by Keshika Foundation, Henoe, the Hospital wil
assume sole & complets respomalbility of the treatmant & it's outcome & eafaty. of the patient, and Keshika Foundetion will hove no rals of retponsibility
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