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wETEE B wrEg { wEren e )

APPLICATION Mao. APPLICA] fh=
S W | ﬁ},ﬁﬁ/ 0227 AFRGNSR OATR Y § 00
MAME of APPLICANT | ' AGE-YEARS 371-m% | sex fifn
it Po  SPu) X1 F
FATHER'S/SPOUSE'S NAME |
fomege = G‘h - e

PRESENT RESIDENCE ADDRESS wim STy W

hika

b Bay R JK ﬂ-ﬁﬂ'f’ W
G RESIDENCE ADDRESS - e
e  qteve

mmmnm: T - MARRIED (Rafi) | UNMARRIED (svarin)
[TOTAL ANNUAL INCOME : (Attach Progl of Income)
e s s < fswo F— K‘ﬁmiH] (30 % e wem) a4
PAN No. ¥l i # A =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes ifo
w0 o wm w ow (% = W 31wl W P ard mfﬂ:‘l

FAMILY DETAILS wfram-femm

o, No. Nama of Family Member Age [Years) Gendar Relation with Applicant
w9 e wfam % T W AW o () & WETE & WY WY
I [P YIT 73 P Agend |
Y Mahen iy IS I S
BABIS for REGUESTING ASSISTANCE (Tick whichaver is agglicable)
wrmam % o fef sy
BPL Card EWS Corfificats Ratlon Casd Any Othar
(Attsch Card Copy) {Astach Certificate Copy) |Attach Copy) BaalsProol
winét ey ® N wm T s S W e it wve 9 W
(o T3 W e W R W) (yorm 71 % W of e owY (v uy % w ofls ol wh
“PURPOSE" for REQUESTING ASSISTANCE:
sr. Mo, Medical RepontalPrescriptions Attachad
¥R =90 e A Wl W i i JE
-ﬂn—qc-n* t
7F = Tonie G jmatt
ey — RE—_SI(T o207 Prml
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
W IgEv % g Wi s e el s aw @ fem v e
S, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WA s TN W A = mf Wy e
rnjl'ff




DECLARATION by APPLICANT: #HT% BT 5w wm;

1) 1 herely confirm Fal &2 detads in this Form am Tree fo the best of my knowledge. Any false statement will render my Applicetion & ongoing assistance, If any,
liable for rejectionicancellation.

2} 1 solemnly confirm that assistance, il recalved from Koshika Foundation, will be used only lor the “purpose”, as staled In this Form, for which such assistance
Wi requisied by ma

33 1 rareby confirm ®at | nave not & will not in future, avad of reimbersement, in part or in full, from any other sourcalemployerfinsurance company, of the smount
for which this sssistance i reguested
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AGREEMENT by APPLICANT (smew om %)

1] By affiaing my signalure of thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustess 1o

i publishfput-upfraproduce my name, address, photo & details of the “purpose”. for which such assintance is requestedigranted, through any

miedium, inchading but not limited to verbal, print, electronic, for soiiciting donations for Koshika Foundation and/or disseminating information sbout it's

sctvilies/achisvaments. Such use of my photo & detalls can be made by Koshiks Foundation balore or after my realmant or fulfiimant of the “purpose”

for which assistance is being requested,

2) | (Apphcant) lurther sgrae that any such use of my neme, sddress, pholo & details of the “purpose”, for which such assistance is requastod/granied,

will nol sulomaticaly anfitle me for recelving of continuing the sald assistance. The decision for granting andlor continuing the aesistancs will rest salnly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to ma.
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AGREEMENT by HOSPITAL (wewss o0 S00)
By alfiing hereunder, sgnisture of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundaiion, we
[Hospital) hereby affirm & sccept following:
1) thaat we neithar are presantly nor will in future avall of finencial assistance fom another NGO or any other source, for the same patlont/cass, g5 we ar
requesting o get from Koshika Foundation, o the sxient that such assistance is granted by Koshika Foundation. If the requested assistance is mot granted
by Koeshia Foundation, in part or in full, then the Hospltal reserves Il's righl to make up the shartisll from anather NGO or any other souwce. This
confirmalion essentially states that the Hospital will not avail any duplicate assistance for the same patisnt/case from any otfsar NGO or any other sourcs
2] The assistance from Hoshiua Foundation is only financial in nature. The choloe of ihe restmenliprocedurs advisediconduciod by ihe Hospital an the
patisnl, ks hased on the arrangamenl between the patiant & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospltat will
assume sole & complets responsibility of the featment & IU's outcome & safety of the patient, snd Koshika Foundation will have no role of responaibilly
in the matter
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