NR N~ ¢- 38 ~ef —

JelUg

APPLICATION FORM FOR ASSISTANCE

(Healthcare)

K &¥hika

HEEAl Bq, HAETA WEY (T S . TP TTITT
mc’g‘!‘!ﬂmno L-"",-"ﬂ 525/51 M mnu DATE : Iibl.‘u.ﬁ{g‘jh Builting back of it
: . AGE-YEARS 5T3-78 | SEX fefn
wedme Maga gey) ¢3 E
FAmER'TqL::E'ENAuE: M W]..L; ‘}{q an ‘
PRESENT RESIDENCE ADDRESS =rui, smals 9 . - &
AlAad la 1—&&-‘.1 g JTale daria ‘. Tale g:;y'lcaq i = —
i . E— poreep Pesdep
PE ENT RESIDENCE ADDRESS | STATH T
XA7Wme ___al abhpc
GCCUPATION Hovwe mak en \MBRAIED (FrarfEa) | UNMARRIED (saifi)
TOTAL ANNUAL INCOME : & {Attseh Proof of Ingema)
F A 79 Wl zoel— ff:ﬂr’}npf?;) (o et ) NA
PAN No. TET T HEN )

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabie):

L e T

% (3 7/ @ 9 W OWE W A e

"!'lll I Na
W/

i

FAMILY DETAILS wfmn fagm

Sr.Ne. Mame of Family Member Ags {Years) Gender Ru]ﬂiun with Applicant
wH HE iER & TEE w90 a5 () fisim ___‘i'ﬂTﬂTﬂi"H
i [ahemelnd Smgh| 28 = 19,77 -
-1 [ 774 han ZX ] 7
T MMaanda 77 F—_{IalUq o 17 Lok
BASIS for REQUESTING ASSISTANGE [Tich whichever |5 appilcanie)
wermm ® ol fafa smm
BPL Card EWS Cerilfica on
[Attach Card Copy) (Attach ﬂeﬁ!.ncautaupﬂ 12?15:11 m} B‘:;L?;:';;
TitE & F A T Oy = Fmow T e i g w1 W
(o wy W iy e (W 99 W wm ul wee CWHIV 95 Wi W W R W

"PURPOSE" for REQUESTING ASSISTANCE:

T i T |

5r. No. Medical Reports/Prescriptions Attachod
wE HE A EEE # W o A a6
BE— Catawclt
e Codaalrt
- ‘H"‘-’_A—“\ T ’
-\ W7 _€Enty — (LEF — 5 LS o FA M
J J_._F- ) —
o [ ¥4
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T IEE W T W o wewe T o e W fe e
Sr. No. NAME of OTHER SOURCE AMOLINT af ASSISTANGE BEING AVAILED
T e 5 = W AW = T e Wil

JECT

oMo S——
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1) | hereby comfirm Ihat all detsifs in this Form are True to the best of my knowledge. Any Talse siglemant will render my Application & argoing assistance, i any,
liabie for refectionicancelialion.

2| solemnly eonfirm thet assstanca, 1 raceived from Koshika Foundation. will ba ussd only far the “purpose”; as stated In this Fosm, (or which such ascislance

was requesied by me,

3} | hereby confirm Ifiat | have ot & will aotin future, avail of reimoursermant, in part or in full, from any ather soyrcafemployerinsurance company, af e amount

for which this assistance |s reguasiad,
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AGHEEMENT by APPLICANT (ama=s gm =)

1} By affixing my signature or thumb impreeslon on this Farm, | {Appiicant] hereby agres & suthorisa Koshiks Foundation and II's Trustees to
useipublishipul-upfrepraduce my name, address, phota & detsils of the "purpose’, for which such ossistarce is requastadigraniad, hroagh-any
medium, including bul niot fimited 1o verbal, prin, electranic, for soliciting denations far Kashika Foundation andior diszeminating Information aboil IUs
activitieslachicyements. Such use of my photo & detslls can be mads by Koshika Foundation befors of afar my rastmant o lulfilment of the "purposs”
for which asslstance is balng requesied,
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AGREEMENT by HOSEITAL (¥wmm TT W01

By affixing hersunder, signature of our Authorised Signatory for recommanding this caselpatiant fut financial asslstanse from Koshike Foundatlon, we
(Haspital) hereby affirm & accapt lollowing:

1) thel we neither are prasenily nor will in futuse avail of financial assistance from anather NGO or any ofher souree, for the sama patisnlcass, ss we arg
requesling to gel fram Kashika Foundation, to fie sxient thal such assistance is granted by Koshika Foundaton. If the requesied assisiancs s not graniad
by Koshika Foundation, in part or in WL, Inen the Hospital rasarves Ii's right 1o make up he shartfal| fram another NGO or any other saures, This
canfirmation sssaniilly states thal the Hospital will nol avail any dupiicate sesistance for the same palienticose from-any other NGO or any other soure,
2) The assistance from Kashika Faundation is only financial in nature. The cheice of the treatment/procedure advisediconducied by fre Hospital on the
patiant, s based on the amangement between |he patlent & ths Hospial, and ig in no way influencad by Koshiie Foundation, Hence, the Hospital will
sesumE soie & complels respansibiity of the ireatmant & #'s outcome & safety of the patient, and [oshiks Fourrdation will kawe no mls or responsitility
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