SK¥e - (-25-07-0a534

APPLICATION FORM FOR ASSISTANCE
WEEAT By SAEEA WiEd

(Healt
{ = EE

hcare)
TEE)

APPLICATION Mo -

S10725 6265

s et |

APPLICATION DATE :

NﬂE I;IF AFF‘LICAHT

M.‘h nan:.'cI

AGE-YEARS 3T-ad

§9

Va

hid

FATHE E'Sr;IPQ:FNSE 5rkﬁ:‘ M‘_ﬁ

PRESENT nssmucamnnm T S T

PERMANENT RESIDENCE ADDRESS . =I5 S/amta

Qe alx O fmwﬂ

K(%hika

foundation

PASTE PHOTO HER

Psree Pﬂﬁ;g
Mo f}’azqd
(02€5)

s
QCCUPATIHN
J{' hnn "";W“ Yifee) | UNMARRIED (i)
TDTALAHNUAL INC ttach Proal of Income)
Ug 000 (s w1 e we) /A
me nni um wem JUR P
ARE YOU AN INGOME TAK ﬁ.ssessEE {Tick whichever Is applicable): Yes | No
F 5 ¥F F T 2 (A e aW W wh s P e ‘EH@/
FAMILY DETAILS Wftam faem
Sr. No. Mame of Family Membar Age (Years) Gender Reiation with Applicant
T HEA wftar % TeE w1 W 79 () rﬁh Wq ﬁﬂmm
L) TR/ S0
b Snm‘:% I¥1 PicE A s =
1) Hana ) ___F’_ o] ;
) aria o =
{5/ AU 11 I = L Son
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicabls)
e o Hn
BPL Card
{Attach éu: Copy) [Alm&'ﬁgﬂ““ﬂw an] {E'I‘T“hn E':::'] BM.ﬂ,r mw
it b & e oo wE oW 9 e g i
T T W e (wam v # e A e (W w3 W v i e :
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥ fed R w0 SR
§r. No. Madical Reports/Prescriptions Attachoed
WY sremeEE B Wil w1 ow it el s

W’WEMLMDQCM

ol by S -
. dedi' AoGl S

I'E

JEP‘:}UF' f"n!ﬁ?fnr"!

e N,
I ETY
s { i

IE

SICS LiTh P

o

ASSISTANCE mnﬁnmmw.w& “BURPOSE" from OTHER SOURDES
™ % ¥ w1 a2 weEm et s v @ fw w7
NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED

3= THE AN

= T wETHE




DECLARATION by APPLICANT. =2 21 SOm o=

1} | hereby confirm that all detaits in this Form are True to the best of my knowledae. Any fatse statement will rendar my Apglication & ongoing assistance, il any;
Iiahle for rajachon/canceliation.

2] | solemnly copfirm that assistance, [ recewsd from Koshika Foundation, will be usad only for The "purpose”. #s stated In this Form, for which- such assistance
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1) By affaing my slgnature or thumb impression o this Form, | (Applicant) heteby agres & authorise Koshika Foundation and it's Trustess io
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By affizing hersunder, signature of our Authotieed Signalory for recommending 1his casafpatient for financial esistancs Trom Koshiks Foundation, we
(Hospital) hereby affirm & accept fallowing:
1] that wa naither ara pregently nor will in future avail of financial asststance from another NGO or any other source, for the same patientcase. a5 we are
raguesting 1o get from Kashika Foundation, to theexlen! thal such assistance is granted by Koshika Foundation. I the requesied assistance s nol granted
by Knshika Foundation, in part or in full, then the Hospital reserves itvs right to make up the sharfsll from anether NGO or any other source, This
stnfirmation sesentially states that the Hospital will not avail any duplicite assistance for the same patisntcase from any other NGO or any other sburce.
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