VAN - C-qYU-0f - 0FS8¢

Kc’sfhika
foundation
Buakiing bloch of life

AFFLm gmﬂﬁtﬂﬁ [mmg:; ;
Aepucamonie.: /e a4 [ @251 armemonoas: |a /eS| aM
meeer Hordev Simay P
kB o

T A Jtar U-P- e
RESIDENCE ADDRESS : ko

SATME aly k8l e

| R e . :
- ﬁntd.‘a Fﬂé’f@b

e Labe] WJ UNMARRIED (afRrerin)
TOTAL ANNUAL INCOME : {Attach Proof of Income)
W Wi A = SM/‘ o (om w0
PAN No. T = e = E
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover Is applicable): Yon | No
w3 YW 3 (W W W IW W A W e LR L/,/’,
FAMILY DETAILS gitam fammm
Sr. N, Name of Family Member Age (Yean) Gender mmmmmlc t
9 Haa ml’-’mﬁl‘lmm W (=) fom ?11 .
s 3 U E- 'Ux'u [
T o Todg ] ZA) NI/ %21
T Tamn k] ol - - 0 77
BASIS for REQUESTING ASSISTANCE [Tick whichever Is applicable)
e % e fafa snm
8PL Card EWS Cortificate Ration Card Any Other
(Attach Card Copy) {Attach Certificate Copy) {Attach Copy] Basis/Prool
i TEn % A T S S v Tyt w0 e
(WE T W W W HEE W (o T W e o we {wam w9 W e o wEe W
“PURPOSE" for REQUESTING ASSISTANCE:
werem ty fed mt fed @ i
&r. No, Medical Reporta/Prescriptions Attached
W R sepeveine # W W wf ufes e e
EY -~ CTadoaral
Ll — Cofamii{
il .. 9 -
S 13-y a’IJ-E.-’ —o3dCSF PP MMM
T
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
¥ IEYT W 4 W e wewm fer s wm ® R o W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= HEn o= wm W i nf oo W

I= AT 26e87—




DECLARATION by APPLICANT: SFE® gm wwm 7I:

1) | herety confinm thal all detais in fhis Form are True (o the best of my knowledge. Any false stalemant will render my Application & ongoing assistance. if any,
lible for rejection'canceitafion

2} | solamnly confirm fhat @ssistance, f received from Koshika Foundation, will beused only for the “purpose”, as stated in this Form, for which such assistance
wis reguesied by me.

3) | herety confinm fhat | have not & will not in fulure, aval of reimbursemant, in part o in full, from any other sourcelamployesfinsurance company, of he amount
foe which this assmtance is requesied
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AGREEMENT by APPLICANT (smzs g wm)

1) By affbéing my signature or thumb Impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees 1o

use/publish/pul-upireprodues my name, address. pholo & details of the "purpose”, for which such assistanca is requesiadigranted, through any

miedium, inchuding but not limited to varbal, print, electronlz, for soliciting donations for Koshlka Foundation andlor disseminating information aboul it's

sctivities/achievements. Such use of my photo & detalls can ba made by Koshika Foundation before or after my treatment or fuifiiment of the “purposs”
for which assisiance s baing requasted

21 | (Applicant) furthar agree that any such use of my name, sddress, photo & details of the *purpose”, for which swch essistance i reguestedigranted,
will pot autormatically enlitie me for recalving or continuing the said assistance The decision for granting andior continuing the assistance will rest solely
wilh tha Truslees of Koshika Foundafion, and thair decision i3 this regard will be final and acceptabie lo me.
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AGREEMENT by HOSPITAL (¥rwm gm W)
By affoang hereunder, signature of our Authonsed Signatory for recommending this casedpatient for financial assistance from Koshika Foundafion, wa
(Hospital) hereby affirm & sccept followlng:
1) thet wa nailher gri precently nor will in eture svail of finencial assistance from enother NGO or any other source, for the same patient/case. 85 we Gre
requiseling o gol lram Koshika Foundation, (o the extent that such assistance is gronted by Koshika Foundation, If the requesisd assislance is not granied
by Koshika Foundation, in part or in full, then the Hospltal reserves IU's right to make up the shortfall from ancther NGO o any other soufce, This
confirmation assaniially states thal the Hoapitsl will niod avsll any dupiicate assistancs for the same patisnl/cass from any other NGO or any ather saurce.
2} The asstsitance from Koshika Foundation is only financial in nature. The choioe of the treatment/procedure advised/conducted by the Hasplial on the
patland, ks based on tha smangamaent batwean the patiant & the Hoepital, and |8 in no way influsnced by Koshika Foundation, Hence, the Hospital will

m@.ﬁummmmdwmmuﬁmammmm patient, and Koshika Foundatlon will have no rale or responsibility
n tha matiar.
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