VRN —C-2)-02-143-2

.
7’
APPLICATION FORM FOR ASSISTANCE (Healthcara) thlka
WETRR Y, I T ooy Sam) fochdailor
mmum: N 0111) 0 4'2} mﬁ;pumm:zz{ th‘ mum:m.
o i " -ﬂ' FH’T i
el N i e |

F.Aﬂﬂﬂmm‘;l:E'l NAME : 6}"“}“ 9 %
PRESENT RESIDENCE ADDRESS =i :ﬂlmﬂw.w

V:H- Madm_ ‘ I 1 ﬁ E-u‘ﬂ; ﬂaﬁ,ugi [Hﬂ'-b&h P’yc.:—‘o ﬁa/[-]—nfn
o (0421)8aby, Singh

DCCUPATION : FW"C;". _ymti&f (T} 1 UNMARRIED (SiPmfis)
TOTAL ANNUAL INCOME Attach Proof of Income
WA it am AATTS | — o w1 e ) NA =
PAN No. ¥} Tl Wedl
ARE YOU AN INCOME TAX ASSESSEE :
wmm:{mi{irmﬂa{;h:twmg;r;!%ﬁm :’:Hﬂ;‘? —
FAMILY DETAILS sftam o
&r, No. Name of Family Membar Age [Yoara) Gender Rolation with Applicant
WH W oftam & M W () fif HETE ¥ T Ty

] KJW“WQ_LLFA-"; 64 E Wi e

Z TR [Cauy AL M Som

3 [Darverd P | [ ] 2%

4 M A= 24 = SLvIT STRTRETS

BASIS for REQUESTING ASSISTANGE (Tick whichever |s applicabie)
wom & o el amm

BPL Card EWS Cariificate Ratlen Card
{Attach Card Copy) (Attach Cortificats Copy) (Attach Copy) E":’i' m
il e e ST S T w0 TR W e
(W™ oF Wi W wW weE wi (WS §Y W W R EEE il (5T T W] g i e W
"PURPOSE" for RECUESTING ASSISTANCE:
wer ¥ fied m el oW e
S No. Medizal Ruports/Prescriptions Attached
wH o srermevEle B Wil w1 v R e wes

KE - N =

L[ = Seaqglc ladmScacyd |
L, =
Ry PTG TSV *—f\fg_‘—ﬂ-f..s_‘mll_
U Fad

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
W TEE W ¥ e S o e s wm R few oo

8. No, NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
WY T I T W T et wd e it

) L ;?mj,._




DECLARATION by APPLICANT: ST 1 Simen =v;

1) | hereby confirm that all details in this Form are Trus o the best of my knowledge. Any faise statement will rendar my Application & ongaing assistance, If
liabla for rejectonicancallation,

2) | soleminly confirm thal essistance, if recelved from Koshiks Foundation, will be vued only for the *purpose”, es siated In this Form, for which such assistance \
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for which this assistence |3 requested.
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1) Ry affizing my signature or thumb imprassion on this Form, | {Applicant) hareby agree & authorisa Koshika Foundalion and Il's Trusteas lo
usaipublishiput-upireproduce my name, address, photo & detalls of the “purpose’, for which such sssistance is requestedigranted, through any
medium, inciding but not imited to verbal, print, #lectronie, for saliciting donations for Koshika Foundation andfor dissaminating information about i's
actlvilias/achievements, Such use of my phole & detally can be mate by Koshika Foundation before or efter my treatment or fulfiiment of the “purposa”
for which assistance s baing reguested.
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with the Trusteas of Koshika Foundation, and their decision |a this regard will be final and acceptable to me
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By affixing hersunder, signature of our Authorised Signatory for recommending this caselpatient for financial gesistance from Koshikas Foundation, we
{Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future svail of financial assistance from another NGO or any other source, for the same patient/case, a5 wi are
requesting to gel from Koshike Foundation, to the extent thet such nssistance is granted by Koshika Foundation. If the requesled assistance Is not granted
by Koshika Foundation, in part or In full, then the Hospital resarves i's right to make up the shortfall from another NGO or any alher source. This
confirmation essantially states that the Hospital will not avall any duplicats sssistance for the same patisnticase from any other NGO or any olher source.
2) The assistance from Keshlka Foundation ks only financlal in nature. The cholce of the treatment/procedure advisad/conducted by the Hospital on tha
patient, is basad on tha amangsmant batween the patient & the Hospital, and Is In no way Influenced by Koshika Foundation. Hence, tha Hospital will
assume solo & complets respanaitility of the trestment & it's outcome & safaly of the pationt, and Koshika Foundation will have no role of responsibility

in the matter,
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