URW - L-1Y =06 - 033Y

APPLICATION FORM FOR ASSISTANCE (Healthcare) KU‘S' hlka
WEEW Bq WEEA WEq ( TATe R ) T T
fasnariay
Rewmev] 062y 0286 Sa el | e
MAME of APPLICANT : ' AGE-YEARS 5T3-T | sEx fim -
mwmwmw Kighan Des % 2
FATHERS/SPOUSE'S NAME : ' /
farwg= =1 W HG'H ’&l l . ik
PRESENT RESIDENCE ADDRESS Swar SmamEm
wmu
[INT D Eﬂ?g i Eg 2%11a]
rﬁnmmjnzamem : i PJ-U d& Pﬂ :w
SOml Ay Aelave
OCCUPATION HO mi m..r’f o MM};M!M{M
TOTAL ANNUAL INCOME | 7 o
o I o <0, 000!- o e w,. N
PAN No. TaE W WE
RE YOU AN INCOME TAX ASSESSEE (Tick whichever it applicable):
:mms::mm :1=nwﬂmmmfrmh:mmﬁ| 1:1"::/
FAMILY DETAILS giimm fagmn
8. No. Mame of Family Member Gender Relation with Applicant
W HE wmuﬁm'i:?mm l;{rml fiain anh:ﬂmm
- CRad Tal = =5 H inbend
I '{h.l.rrﬁm << =] 20
1 (T TVL [y P naugnm_ln_mm_
BASIS for REQUESTING ASSISTANCE [Tick whichaver ie appiicabla)
wEw % fovd i smm
BPL Card EWS Certificate Ratlon Card Any Other
{Attach Card Copy) {Attach Certificate Copy) (Attach Copy) BasisProo!
THTET TN W W wEm 5 P ST W W T Ty = v W e
(W T W e W WEe W (WA T W B R W Wi (W9 T W] e W HE W )

"PURPOSE" for REQUESTING ASSISTANCE:
wewm i fEt e W s

Medical Reports/Prescriptions Attached

s¢. No.
i FeEyEiRR 8 Wi w1 wiee e A
RE - catanart
[ - (Afnnac ¥
T
SR = EMm A
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W T % ¥ w0 S Fww e F4 Tm A =W o e
St No. NAME of OTHER S5OURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 "E 9 @i WA - =it nf werma v
DIACS Loan J—




DECLARATION by APPLICANT, S o S 9¥:

11 | hereby confirm that all delails in this Form are True to the best of my knowledge, Any false siatomant will render my Application & ongoing sssistance, | any,
lisbie for rejectoncanceliation.

2} | solemnly confirm that assistance, if received from Xoshika Foundation, will ba used only far the *purpose”, as stated in this Farm, for which such assistance

was requestad by me

3} | hereby confirm ihat | heve not & will nol i lilure, avall of reimburssment, in ga o in fll, e sny ofher sourcefemployefinsurpanoe company, of the amouni
fior which this assistance 4 requesiad
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1) By affixing my sigmature or thumb impression on this Form, | (&pplicant) hersby sgree & authorise Koshika Foundation and if's Trustees o
usa/pubilshipul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance ls regquested/granted, through sny
rredlum, including but not limited 1o verhal, print, elactronic, for soliciting donations lor Koshika Foundation and/ar dissaminating Information abotd It's
activitiesfachisvements. Such uss of my phato & details can be made by Koshike Foundation before or after my treatment or fulfiiment of the “purposa”
for which assisiance is baing requested,

2] (Appiicant) further agrae thal any such use of my name, address, pholo & details of (he “purpose’, lor which such sssistance s requastadigranted,
will nat mutematically entitle me for receiving or continuing the seid assisiance: The decision for granfing andfor continuing the assistanos will rest solaly
with the Trusless of Koshiks Fountation, gnd their decision is this fegadd will ba final and accaplable 1o me,
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AGREEMENT by HOSPITAL (wemma EM0 W)

By offiming hareunder, signatuie of our Aulhorised Signatory for recommending (his casa/pabient for linancial assistancs ffom Hashika Foundalion, wa
{Hospital} hereby alfirm & accept following:

11 that wa ramliver are presantly mar will in future svall & fingncial assistance from another NGO or gny other source, for the some patient/case. os we are
requasting 1o get from Koshika Foundation, to the sxtant that such assistance |s granted by Koshika Foundation If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves I0s vight to make up tha shorffall from another NGO or any other source., This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the same patlenticase from any other NGO or any other source
2] Tha assistancs fram Koshika Foundation is only financial in nature. The cholte of tha treatmenlpracedure advised/conducled by the Hospital on the
patlent, is based on the arrangemeant bebweaen the patiznt & the Hospilal, and is in no way nfluenced by Koshika Foundation, Hance, the Hospltal wll

gssume sole & complele responsibility of the treatment & if's outcome & safety of the patient, and Koshika Foundation will have no role or responeibility
in the matter,
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