NP N ~—C-28 -0~ affv

APPLICATION FORM FOR ASSISTANCE (Healthcare) ](% hlka
wEE ®q s WEY (v Sammt) Toundation
mc;;:h:ua_; V{EE 45/33&/_3 m%numm. 12 {bé){af E Builging hock of e,
" : AGE-YEARS 3M9-EM | sEx f&n
e Rakedh 43 |m

FATHER'S/SPOUSE'S MAME :

frmrze &1 Nan e hdna 5—4"}1‘3';1 ghﬂofctum}f{

PRESENT RESIDENCE ADDRESS TAAA FEEE 56

C]hgﬂ- H J10,; U.f. Sxa03

ANENT RESIDENCE ADDRESS : T41Y samreq T

agne A abpr e

QpOUPATION L-ah o4y MARRIED (i) rpwﬁ}

TOTAL ANNUAL INCOME :

i (Attach Prool of Income|
w7 a0 Lo c"'Ub/f (3w we v A £
PAN No. 28 = WEm
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applieable); Yeos [ No =
T Y W g 8 (W W Iw wOwe W e Wl / L
FAMILY DETAILS vfmam famms
S Moy Name of Famlly Member Age (Years) Gander Relation with Applicant
W WE UfER % WEE H® AW W (=) fidn MR % W Ty
f .
BASIS for HEU’UEWHG ASSISTANCE (Tick whichewsr [s sppiicabls)
mEwaa & o il ame
BPL Card WE Cartlf] id
(Attach Card Copy) (Attnch Eavificars Copy) (Atiach Copy) b Bl
i tan A wm e =0 S A T -
{varr w5 = w9 Hee wh {wEm T e R W (WETeT % Wi wnn R/ W W
YPURPOSE" for REQUESTING ASSISTANCE:
weraw Y fRe m falt W ey
5r. No. Med|cal ReportaiPrescriptions Attached
Lol FrEEElRR 3 W W e g e
RE-— C odanal
L= [ adanal
— . oy
NTYE ﬂ,Eﬂ/li(_-— fLE] — NAES & P MMB—
~T L
= Lo
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T TETY F R I = W fEwl s = A e o e
Sr. No. NAME of OTHER SOURCE AMOUMT of ASSISTANCE BEING AVAILED
FH HWE = =E W T o g

e AECE H00 iff-m




DECLARATION by APELICANT, Sies T wvm 7s:

13 | hgreby tenfirm 1hat 24 detaits in this Form-are True o the bestof my knowledge, Any falee statement will render my Applicallan & ongoing assistance, if any.
ikabte for rejectionfcancalinion,

21 | selemnly canfirm thot sssstance, I received from Kostika Foundatian, willl b usad only for the “purposa”, &5 slated In this Form, for which slch assistancs
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1} By affixing my signatune of fhumb impressian an this Farm, | {Appficant) hetaby agrae & aulkariée Koshiks Foundalion and it's Truslees to
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By aflixing heteunder, signaturesf sur Authonsed Signatory for recommending fhis caselpatient for financial assistance frem Koshiks Foundation, ws
{Hospital) hereby affirm & accepl following:

1) that we- neithor are pressntly nar will in future svai of financial asslstance from another NGO ot uny other source, lor the same palient/esse, as we ars
requesting 1o gel frem Koshika Feundation, to this axtent that sueh asshstance is granted by Koshika Foundation. If the requasted asgistance = nol granted
by Koshika Foundation, |n part or in full. then the Hospllel reserves 12 night 1o make up the shortfall from anather RGO or any other scutce. This
confirmation essantially states that the Hospital will not avail any cupliests sssistance for (he-sama patlenticasa from &ny other NGO or any athar sourcs
Z) The assistance from Koehila Foundztion is oniy Ananclal m rature. The chotce of the reatment/procedure advisedioonducted by ihe Hospital on the
patiant, s based on the arrangement betwisan tha patiznl & tne Hoepitel. and 15 in no way infiusaced by Koshike Fourdation. Henca, the Hespital wiil
BesUmE Bnia & complele responsitility of the restmant & {'s sutcome & safely of the patiant, and Koshika Faundstian will kave no role or respensibllity
in the matier.
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