- Aot £-9M-0C- 141

| APPLICATION FORM FOR ASSISTANCE (Healthcare) |
wETa By AT WEq (vaTeq T )
W W ; ﬁjbjjflf/ﬂ?& s fied ®5-05
NAME of APPLICANT ; ‘ AGE-YEARS 31
ot “Bagi v {9
FATHER SSPOUSE S NAME
| fomsgs = I n
T
[Glaka  + JF - Pl

i
v Felafhan- Qelull
R %mmn:ﬁww

OCCUPATION . 1
SEE = £ . Hme_ m,ﬁ«?f I.AIMJ UNMARRIED (arfsfir)
TOTAL ANNUAL INCOME | - {ANach Proet of Incoms) .
9wt s <7nnh - (‘MM;H) (o W e W) AR
PAN No. 71| wTm Simm £ - .
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicablo): Yes
w0 AT o w om (A o w Ew o = P e ¥
FAMILY DETAILS witasl fipmm
™ Narme of Family Member [Years) Gender Relation with Applicant
wu TEn uﬁ:imﬁmm ?I[ﬂ] fiin HTHTE ¥ W Ty
(W =
T T 5ald A% K £l 7o) o I
T TAoIe A i (3 Y. a5 e BERENV LT

o ¥
v ealiv 76 = ot 7777 LCY o N

BABIS for REQUESTING ASSIBTANCE [Tick whichever k= applicable)

wr % o ffa smam
. G EWS Certificate Ration Card Any Other
(Attach Card Copy) {Atach Certificate Copy) {Anach Copy) SackaProed
widl T % 9 v ™ =9 W W Fwe WE Mo o
(W vy 9w iy W wh (wam v W uf e wh (v ot o i s W
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y G o fed W
Sr, Mo Medical ReportaPrescriptions Anached
T W sremmvEtee @ will W of sfien el s
A I A = = le (g teina (1
R
LE = _SEtxiie fataya(d
2 [Sugon, = RE- SI7T Wi PrimA




DECLARATION by APPLICANT, it g siresy Wy

1) | hareby confirm ihat all detads in this Form are True 1o the best of my knowledge. Any faiss statomant will render my Application & ongoing assistance, I any,
bl for repeciion/canceliation

2) | solamnly confirm that assistance. i received from Koshika Foundation, will be used only for the “purpote”, s ataisd in this Form. lor which such sssistance
was roquesied by me

)1 horsby confiem 51 1 Bave nol & will nol in Ruture, Sl of reimbursement, in pad o in full, from any other source/smploverfinsurancs company, of the amount
for which this assistance 5 requeiied
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1] By affuing miy signalure or ihimb (mpression on this Form. | (Applicant) herety agree & authorise Koshika Foundation and It's Trustess o

use/publsh/pul-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance s reguestedigraniad, thiough eay

misdium, including bul not limied 1o verbal, print, sbectronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's

acivilies'achieverments, Such use of my photo & detalls can be made by Koshika Foundation before or afler my treatment or fulfimant of ihe “purpose’
for which ousistance s being requesied

2) | (Appicant) furher agree that any such use of my name, address, pholo & details of the “purposa”, for which such assistance (s requesiedigrantad.
Wil rol sulofradicasy entithe ma fof recolving o continuing the said assistance. The dedslon for granting and'or continuing the asssstance will rasd solety
with Ihe Trusteas of Koshika Foundalion, and their decision ks this regand will be final and acceptable to me

1} T W A e W S W e e, @ (i) Avh mef W) e e f o Ueife widdm oy T i < ow stoee o o e oo,
w, Wit ol ) fewrn vs g o i B o wife” oy e, o9, e gl gt 0 gl ffied sic aoferl & ok fll o s e

# vafte wrd & fom wtfiegn @ o @ foee o oo F o wm o d o o B e sl w sl sl

1) & (es) oo @ wwe o e Ao T, e, w2 o fee o B oo & e @ i 4 i e ween W v T T T o

*wiftrs” v T sufedl s Fefe ol ol aassd

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (rewes o1 %)

By affueng hereundar, signature of our Authorised Signatory for recommending this case/patent for financlal assistanca from Koghika Foundation, we
(Hompital) heraby affirm & aceepl lollowing,

1) that we nefther ara presenty nos will in luture awail of Bnancial assistance from another NGO or any other source, for the same pabienl/case, a3 we e
requesting 1o gel fram Koshika Foundation, o the sxdient thal such assistance (s granted by Koshika Foundation, If (he miquesied assistance is nol granted
by Koshika Foundation, in par or in full, then the Hospital reserves I's right 1o make up the shorfall from another NGO or any other source, This
confirmation essenfally states that the Hospital will nol avall any duplicate sssistance for the same patenticass from any other NGO of any other souton.
21 The ass|pmnce from Koshikn Foundation 15 only financisd in nature. The cholce of the freatment/procedure advised/conduciad by the Hospital on the
patient, b based on the armangamenl betwaen the patient & the Hospilal, and (s in no way influenced by Koshika Foundation. Hence, the Hospital will

Bssume s0/e & complete responsibility of the troatment & i('s outcome & salety of tha patient, and Koshike Foundation will have no role of responsibility
in the rmatter
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