i’

Mom-c-3-03-7.2 22

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is appiicabla); Yaa /|

APPLICATION FORM FOR ASSISTANCE (Hoalthcare) KG‘S' hilea
HETOE By IEES Wrey (e T ) e FTANT
amonte: MID22] o133 APPLEATONDATE . 93 07 - L2 T
HAME of APPLICANT : W er 8e ér AGE-YEARS #-59 | BEX fef
HETE W T ‘ ﬂ 2 &L ~
FATHER'S/SPOUSE'S NAME : 7).
sz = .ﬁj nc ;ICU‘:"J .
- PRESENT RESIDENCE ADDRESS aawH S7Tar T hei v, IR
@ U e Tiomanl wa oy . Kk her) - ST
- . Iy 1 i) + pﬁf—: b]i"} 1{_)&} I|II & 11?
Hhemol  nagay T Pl Ber -
i PERMANENT RESIDENCE ADDRESS : T s Wil o]3 0 [“a j e La{«‘
o
[ 14 U hove
g‘g‘-‘#‘;‘mﬂm l Ak MARRIED (Fefir) 7 UNMARRIED (aifeeriim)
TOTAL ANNUAL INCOME - : {Attach Progf of lncome)
5o i 3 ol yerol (s 3 e wewr) (Vb
PAN No. TH1] &) Bl '

A A S R (A w9 7T W e e L
FAMILY DETAILS i Tamm
8r. No. Hame of Family Membs Age (Years) Gender Relation with Appllcant
TN W ﬂﬁmn‘a‘mpi'irm: a;{ai} fen ‘v‘quppi-'l*:.ﬂ“
BASIS for REQUESTING ASSISTANGE (Tich whichever Is applicabin)
W % i ety s
BPL Card o :
(Attach Card Copy) {Attach Corthsis Sopyl (Atison Gopyl ol et
witdt tom & 49 W 7T Y Wi e uy AT W Py
(o w3 Y o Wi w0 (v w3 =) wy v e = (wAr 7w w R wE w10
“"FURPOEE" for REQUESTING ASBISTAMCE:
wer vy feR m fewt W e
§r. No. Madical Reporte/Prescriptions Attached
¥ T ‘ SeqTER ¥ W W w6 A
! [Hagymu ¥ “Total Codayach
L
x T Todal  [alayach
7 gg&{gﬁr : R SICT il
ASSISTANCE BEING AVAILED for SAME “PURPDSE” from OTHER SOURCES
™ IE % W W = e e s v @ P o @2
51, No. NAME of OTHER S8OURCE AICUNT of AGSISTANCE BEING AVAILED
T W 5 TR W AW w7 W e T
[ WA el




\

DECLARATION by APPLICANT: sTéw 2 wmey 9w

11| hereby canfirm thal &l details In this Farm are True f the: kst of my knowledpe. Any folse statemant will rendar my Application & engoing assistance, If any,
lihle for rafection/canceliation, |

2] | salamnly confirm thal sssistance, if received from Koshile Foundsation, will ba used only far the "purpose”, &8 stated In this Form, for which #Uch assiatance

was requesiad by me.

3) | hereby canfirm that | have not & wil ft i Mt svall of relmbursament, in part or in full, from any olher BouUrca/employerfinsurance company, of the amourt

for which this assistancs |s requesiad
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AGREEMENT by APPLICANT (37 5 %)

1) By affexing my signalure or thumbs Impression on this Form, | (Applicant) hereby agres & authoriza Kashika Foundation and it's Trustees |o

usafpublishipit-up/reprodues my name, address, photo & details of the *purposa’, for which siuch assislance is fequastadigranted, through any

medium, Inciuding but not limited to verbal, prink, slsctronie, for soliciting donations for Koshika Foundallen andiar dissaminating information abaut Ii's

activities/schiwvamants. Such use of my photo & details can bo made by Koshlka Foundstion before or after my treaiment or fulfiment of the ‘purpose’

tar which assisiance is baing reguestsd.

2} {Applicant} further agrea thet any such use of my name, address, photo & datalls of the “purposs”, for which such BSSiaANGE |a requestsdigranted,

will nol sutomatically sniiile me for recélving or continuing the said assistance. Tha decision for granting andfor continuing Ihe assistanca will rast solely

Wilth the Trustees of Keshiks Fapndation, and their decigion Is this regard will be final and scceptabis fo me.
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By affixing heceunder, signaturs of Bur Autharised Slgnatory for recammanding this casefpationt for financial assistanes fram Koshiks Foundation, wa
{Hospital) hareby affirm & ateept foliowing:

1] that we neither are peesantly nor will in future avail of finanss; assistance from another NGO or any other solrce, for the same patienticads, as we are
requesting to get from Koshiks Foundatlen, to the extani ihat such aseistance is granted by Koshika Foundation. Il the requested assistancy is not grantad
by Koshika Foundating, |n part arin full, than the Hospitel reserves ii's right ta make up the shortiall from another NGO or any olher source, This
confirmation gssantially sistes that the Hospital will not avail any dupllcate aselstance for tha same pafient'cass from any other NGO or BNy ather source.
2} The assistance from Koshiky Faundation is anly financisl in neiyupe, The choilce of the treatment/procedurs sdvisadiconductsd by the Hospital on the
patient, & basad on the arrangement batween the patlent & (he Hospital, and is In ne way influenced by Keshika Foundatian, Hence, the Hosghal will
assume sole & complsie respanziblilty of the treatment & Fs oulcome & safety of the patient, and Koshika Foundation willl have no rode ar responsility

in the mattar
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