VAN -C- Y ~of - 8T 52

Appugm gnu m:g:q ngfgmclz (mm , E?fh‘;l?i
rmcamonve VoS 2 f013) apuosanan: 0188 T i
mﬂ:wm: /Ra_sﬂﬂw. m-ra‘;n;n!ﬂ s;m
T [mma

Pregp  fortg

DANE A ARV €

OCCUPATION - J’lm;?e m aKen W}mmmnm
TOTAL ANNUAL INCOME : . {Aftach Proof of Incomo)
F s sm S8 ev? (- CFau AL (am wn w we) A
|PAN No. 77§ &I ®&d
ARE YOU AN INCOME TAX ASSESSEE (Tiok whichover is applicable): Yes | No
ﬂmmmmrﬁmﬁmwwmﬁmm LR /
FAMILY DETAILS 9/t faem
5. Na. Nama of Family Member Age (Yoars) Gender Ralstion with Applicant
R e A o I 39 (&) fin e e
1 Mm b5 i
0. Toan ool Y /2 1% ]
P Fagal 22 F_{a IR (7 La77

BASIS for REQUESTING ASSISTANCE (Tick whichaver i spplicable)

o % fo fafa s
BPL Card EWS Cartificate Ratlon Card Other
|Attach Card Copy) (Attach Certificate Copy) uu-mc;m uﬁwm
Wit A % 99 yEw T W aTW W W Y AT W NPT
(uE T W e G e {9 W W W WO e W {wam v W) e wfy wER W

*PURPOSE" for REQUESTING ASSISTANCE:

i iy T e &
§r. Ko, Medical Reporis/Prescriptions Attached
wY W ian sl LR R s )
RE — T agdpaltf
CE — Codoact
Naaoid— L) It T T ANE
7] —1 —
v

ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
75 TR % ¥ W SR e e we wie ® fem o wi?

5t No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

w9 HEM 57 N W A i nf wwmE T

[ - A0 200 [ ——




DECLARATION by APPLICANT: SRS, G Wwwe vs:

1) | hereby sonfimm that all details in this Form are True to the bast of my knowledge. Any talse statemant will render my Applicaiion & ongolng assistance, If any,
liakle for rejaction/cancellation,

21 solemnly confirm that essistance, 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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3) | hereby confirm that | have not & will not in hiture, avall of reimbursamant, (0 part or in full, from any other scurcalamployadinsurance company, of (he amount
for which this ansistance is requestad
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1} By aflizing my signature or thumb impression on this Form, | {Applicant) hereby agree & aulhorse Koshika Foundafion and it's Trusises 1o

uzalpublshipul-upireproduce my name, address. photo & details of the ‘purpesa’”, for which such assistance is requented/granted, through any

medium, Including tut not limited to verbal, print, electronie, for soliching donations for Koshika Foundation and/or disseminating information sbout il's

activiiesfachisvements, Such use ol my pholo & détails can be made by Koshiks Foundation belore or after my treatment or fulfiimant of ihe “purpose”
lor which assistance is being requested.
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will not sutomatically entitle me lor recabving or continuing the sald assistance. The decision for granting and/or cantinulng the sssistance will rest solaly
with the Trustees of Kashilke Foundation, snd theit decision is this regard will be finai and acceptabie o me.
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AGREEMENT by HOSPITAL (womm Br =)
By alfixing hereundar, signature of olr Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospltal) hersby sffiirm & scoept following:
1) that we neither are prasantly nor will in fulure avail of financial asslstencs from snother NGO or any other source, for the same patient'case, as we ame
requesting to gl from Koshike Foundation, lo the axtent that such assislsnce is granted by Koshiks Foundation. If the requastad sesistance i not granled
by Koshlka Foundation, in part of In full, then the Hospital reserves It's right to make up the shortfall from ancther NGO or any other saurce. This
confirmation essentlally states that the Hospital will not avall any duplicale assistance for ihe same patient/casa from any other NGO or any other source.
2} Tha assistance from Koshika Foundation js only financéal in nature, The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement batween the patient & the Hospital, and g In no way Influsnced by Koshika Foundation, Henoa, the Hospital will

sesume solg & complete responsibility of the treatment & It's autcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in tha matiar,
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