b  hiiraciaiaiiesaki

[ | w '
ol - APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos hlka
TEEA B 2TEST WS - (BT dgem) foundation
‘=m=
APPLICATION Mo, : APPLICATION DATE:
e A\OTLO-\\O\M- i frh (9 Jog 9 021
NAME of APPLICANT : lfGE'YEARS gl | sexX fein
W Y
, Shasudeem | 54 m
FATHER'SISPOUSE'S NAME : §
Towvges w1 wm _Aaghian
— g PRESENT RESIDENCE ADDRESS wisa eI ool i
SZZ“'?? — favwadda . ek Luaara P p }Qﬂa
Yoo
VAt - Ogar . Rayugthan  W0ASTE  DONE
= PERMANENT RESIDENCE ADDRESS : Wi¥ ST&/grd wal %| )qjuc{a:})
0124
Ly Tboya_
OCCUPATION :
Eaaiis Fa‘m s MARRIWH) ! UNMARRIED (stRrafiver)
TOTAL ANNUAL INCOME : : {Attach Proof ot Income)
H =fiF o £, 5070 - (F—Mu\\!) (3 = e gw) MA
PAN No. ¥i¢ Tt W& Ni
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appiicable); Yos fNe
AN A F @ (S R W W W e wmdy wA
'FAMILY DETAILS YRER firaye
8r. No. Narne of Family Member AgT(Yaars) Gender Relation with Applicant
S ) i@ W W w1 = 3 (3d) fefm HETH B HY gy
[ mansee as Or, _Cm
o, TM LA o S
BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)
o % ol fmfy s
8Pt Carg EWS Certificat " Ratlon ¢ )
(Attach Card Copy) {Attach t;tariﬂlflca‘t::ai gopy) (A;agl?cgrr:g) B?:;{s?;:::;f
i ¥ % 4N owm I o ]y T —y
{590 w3 D w v we W (¥ 93 = g Wiy wWemw wh (W9 91w v win W w5 o
"PURPOSE" for REQUESTING ASSISTANCE.
werm ¥ fd W Rt w1 I
1. No I Medical Reports/Prescriptions Attached
W gET - _ SRR R A e g wer
() a';n/lm k14 - fda : ~enle (e -
= - LE - Semje (Cqf-
5 D) Supers - RE =~ qTey FJoL
rd .
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W = 3 1Y BN 59w e g i R B T Ry
Sr. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
9 HEm ¢ I W+ AN & weram e
) Al
!’—'———-—g— ——————— — - ——




DECLARATION by APPLICANT: s §10 Hoon w3 .
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2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistance
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1) By aHfixing my signalure or thumb impression on this Form, | (Applicant} hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedi/granted, through any
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activilies/achisvements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”

for which assistance is being requested. y -

2} 1 (Applicant) furiher agree that any such use of my nama, address, photo & details of the “purpose”, for which such assistance is requestedigranted, |

-will not automalically enlitle me for receiving or continuing lhe said assistance. The decision for granting and/or conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision Is this regard wilt be final and acceplable to me.
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By affixing hereunder, signature ol our Authorised Signalory for recommending Tronsal t financial essistance from Koshika Foundation, we
(Hospitat) hereby affirm & accepl following:

1) that we nelther are presenlly nor will in future avail of financlal assistance from another NGO or any other source, for the same patlenVcase, as we are
requesting to gel from Koshlka Foundatlon, to the extent that such asslslance is granted by Koshika Foundatlon. If the requested assistance Is not granted
by Kashika Foundation, in part or in full, then the Hospital reserves it's right o make up the shortfali frem another NGO or any other source, This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation s only financial in nature. The choice of the treaiment/procedure advised/conducted by the Hospital on the
patient, Is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

essume sole & complete responsibliity of the treaiment & it's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter. . b

vt afega, vemd 31 A ¥ amArh W S e | fafm w3 foefe @) srd 3 R T (vee) B YRR QTR A @R F0 1
1) 9y f5 1 @ wivm sl A @ wfew F faf s R T Tem a s e Qs i @ w A @ £ 9 e v e wr
4 frefefeaf 39 @ woa { “ifem v o R 3 B ok s weRv " oo weraa R sifosseae B T T fea @ § @ sremmm
frelt 579 W wER) wen @ T SR WA 9 e S W sifeen e e v e T e a9 wm ¢ T s fedre s sea dfvamd 3y e
*t wrd den w iR e anm } A S
L “Fifrw SRRt @ @  ween waw fafim wfa # O0 W verew oo @ v wem @ R M srevaiEe @ o IR paw
7 du w1 fawg o i T g fRd v T oW e T ) e semm F O @ e g ok R Ft W feakalt O @ venw
i Sk i = w vfen @ Sl e @ g X

RECOMMENDED FOR ACCEPTENCE \

e # e s

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
FEEF ® TR W A W e

. / !
D i3
ot o Suger 1, RGPUR GUPTA \ XHARAN MASSEY |
MS (OPHTHAL) {Name, Desfydi4AiS B of Authorised Signatory
; ampl . 8hroft 1
13} )y Reg: NO.SDMCI00622: Or.Shrofs Spsebptrnie
FOR INTERNAL USE of KOSHIKA FOUNDATION  #i<if& 3vam 27
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 . |

T FE | a2
g-?f«/‘-')?‘/ LA
Je //,__‘—- e ————————"

30.65.2019




