VRA/-¢- U~ oS -oF33

APPLICATION FORM FOR ASSISTANCE
e ¥q IATETT WEY

{(Healthcars)
(v dEE)

k¥hika

foundation

i T TN O -7 el

Pt ok of life

muanenent:. Boalichama

AGE-YEARS 3ig-=d | sEx fifm

4 M

FﬁTHEl'I\*::‘I:::E'SM : d—tM vﬂ%

Saagn € alf agbgye

m:l_mm": e £ adn e ) 1 Unstamnien (i)
TOTAL ANNUAL :

wnﬁlﬁmm Sé ovd ] — ‘fﬁmmi N

PAN No. WIi{ w8l W :

ARE TOU AN INCOME TAR ASSESSEE [Tick whichever I applicable];
w2 s oE T ¥ R o # Te W Tl W T e

e

FAMILY DETAILS wfiam fimm

§i. No. Name of Family Member Age (Years) Girndiar Aelation with Applican
wH iER % Wl w1 77 (=) fign e O B e
[- ELihly ady 65 = Ul e
i TaT g 23 [~ S0

¥, Taclha TN E ‘@w?m
i
BASIS for REQUESTING ABSISTANCE (Tick whichevar is applicable)
wrm % fo i s
BPL Card EWS Cortificate Ruiion Card Any Qther
{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) BasteProod
T T % A e Ty ey S W e Favism wE e Wil e
(WS T W e v e wh w7 W o e w5 (W % 7w v Hee W
“PURPOSE” for REGUESTING ASSISTANCE:
w4 et R T W oae
8r. No. Madical ptions Attached
1w seqErRERT B Wi %) v g da
_PE - Cadaaars
e — C anfarac4
P
kﬂemﬁ_.mu -~ 7L - SgCEF MMl
!"']' )
L= Tt
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TeEve ¥ ¥ W 5w e s e A fw o w
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
ikl 5= T W A = m s

I~ IOTS

Taed7 ——




DECLARATION by APPLICANT: S09%% gH1 =M v

1) | hareby confirm that all detads in this Form are True o the best of my knowledge, Any fise statomant will render my Applicalion & ongoing assistance, If any,
lizbie for rejection/cancellation.

2) | solermnly 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 affixing my sigrature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees ta
usafpubiishiput-up/reproduce my namd, address, pholo & detalls of the *purpose’, for which such sssistance is requested/granted, through any
maedium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation ansdior disseminating Information about It's
aclivitlestachiovemants. Such usa of my photo & datallz can be mada by Koshika Foundallon bafore or alter my treatment or fulfiiment of the "purpose”
for which assistance is being requesiad.

2) | (Applicant) furthar agres that any such use ol my name, address, photo & details of the “purpase”, for which such assistance ls requasted/granted,
will nat automatcally entite me for recelving or continuing the said assistance. The dectsion lor granting andior continuing the assistance will resl soiely
with the Trustess of Koshika Foundation, and their deciskon is this regard will be final and scceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hosph=l) hereby affirm & accept loliowing:
1) that wa neliher are presanily mor will in future evail of financlal ssslstance from angther NGO or any other source, for the seme patient'case, as we ame
raguasting 1o gt from Kashika Foundation, o the extant that such assistance s granted by Koshika Foundation. If the requesied assistance ks not grantad
by Koshika Foundation, in part or In full, then the Hospltal reserves 1's rght o make up the shortfall from anather NGO or any other source. This
canfirmation essantialty states thal the Hospital will not evail any duplicais assistance for the sama patient/cess from any other NGO or any othar sourcs.
2} The assistance from Koshlka Foundation s only financial in nature. The choie of ihe trestment/procedure advised/canductod by the Hospital on the
patiant, is based on the srangement between the palient & the Hospital, and |s in no way influenced by Koshika Foundation. Henca, the Hospital will

sssume sole & complele responsibillly of the treatmant & Il's outcome & safely of the patient, and Koshiks Foundation will have no role or responsibility
in fhe matter,
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