NC\-(~-22—-CR_ B30

APPLICATION FORM FOR ASSISTANCE
UGN B AT WrEY

(Healthcare)
(Taveery Feper)

K¥hika

foundation
= — - 1
Al leck o |y

v S \\v1i\o\oq e 9 0\ w\io37?
NAME of APPLICANT : . AGE-YEARS S-m | sex fin
o e ShonenAnn Exvﬁ‘r\ =% | N
FATHEIH‘.:'O::E‘IM: e\ QM g\“&‘u\

- ¢ Wae  Qosk
PERMANENT RESIDENCE ADDRESS o
=co0g. G o NONE
mm" cm-xﬂ"k.'\ MARRIED (Ffier) | UNMARRIED (siftvaive)
TOTAL ANNUAL INCOME - = {Attach Proof of Income)
w2 At am &8 m\~ (¥ %1 e W) N?&
[PAN No. et Wi WoM g3
mmmmm;uummmuwmh Yes | No
AN M gE § (W a0 T w o e e LA
FAMILY DETALLS wftaw farmmm
5 No. Name of Family Member ) Gander Relation with Applicant
¥ wam oft % e () e o
L Mg AL =3 |8 Lavke
2 TN = T =
&, e A PN _l"'\ =y
A Bﬁm o A Wﬁh&
s _Boreln . ™ ons - = o
~ BASIS for REQUESTING ABSISTANCE (Tick whichaver Is applicabie]
werm % f faafn s
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) {Attach Certificate Copy) (Attach Copy) Basis/Proof
i T £ 9 vmm vy T T TV o
(e v ) W o e wh (e wy o e ofe stoes wh (7 v ot oo wf s W .

"PURPOSE" for REQUESTING ASSISTANCE:
wrn ¥ et m feelt W ot

Sr. No.
WY A

Medical Reporta/Prescriptions Attached
s E | Wi w1 v afire i we

B Hu&nﬁt M Ero kAo

| W

(O

e PL

e RIS
i

ASSISTANCE BEING AVAILED for SAME “PURPDSE” from OTHER SOURCES

¥ gt ¥ iy W 5= woew el s o @ e o w

Br. Nou
T T

NAME of OTHER SOURCE
=) T w1 9

AMOUNT of ASSISTANCE BEING AVAILED
o s i

NN




DECLARATION by APPLICANT: SF9T% @0 W 73
1) | hereby confinm at all dotads in this Form e True 10 e best of my knowlodge. Any false statorngnt will rander my Application & ongoing assistance. if any,
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2) | solemnly conflrm thal assistance, if received from Koshika Foondation, will be ueed only for the “purpose”, a6 stated in ths Form, for shich such assistance
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1) By aMixing my signalute o thumb impression on this Form, | (Applicant) hereby agres & aithorise Roshika Foundation and i€'s Trustees 1o
usa/publish/pul-upireproduce my nama, address, photo & details of the ‘purpose”, for which such assiutance is requesiedigranted, through any
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By affixing horeunder, signafure of our Autharised Signatory for recomimend|ng Ihis case/patient for financkal assiitancs from Koshika Foundation, we
[Hospital) hersty affirm & accept faliowing:

1) that we nefther are presenty nor will in fulufe gvail of Bnamclel sssrtence oM anotbed NGO or ary Giher source, Tof thie same patlent'cise, as we are
requesting io gat from Koshika Foundation, 1o the extant thal such assistance is granted by Koshika Foundation. If the requasted assistance is nol granied
by Koshika Foundation, in part ar infull, then the Hospital resorves I's night to make up the shortfll from ancther NGO or any other source, This
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2) The assigtance from Koshiks Foundaton is only financial in nature. The choce of the teastmenitprogoedure advised/conducted by the Hospital on the
patient, is basad on the srranpement betwesan the patient & the Houpital, and is in no way Influenced by Koshika Foundation. Hence, this Hospital will
sssuma sole & complete responsiblity of the weatmant & e oulcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
in tha matier,
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