-

- e e o 0 e e
" c_-—z{—cB—-Gbg%

¥ iilea

1 APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETTA B AN WY (e dwdre) TS
PPy PR - sl ) s =23
NAME of APPLICANT AGE-vEARS #ri-md | sEx fern
- auialion (nan Pat 17 M
e Cat e

mr-

PRESENT RESIDENCE ADDRESS i SFmHIa
A s lialpde  1Ch-- [nalak

rl L P C]
Dsl - AlwAT  FaJasthan-Toldoh Preep
PERMANENT RESIDENCE ADDRESS - =

P Ste P

Goom et

&l hg

Re _qlole

i —
u.mkﬁ'qm} ! UNMARRIED | i)

QCCUPATION :
= @rme —
TOTAL ANNUAL INC {anach Proot rriwl
= wfts s 52, oOo/ - [[qm,}yj (3w W ) AL
| PAN Mo, SHT§ W] WEA
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover It applicable);
s = S o om f (W w0 T W a0 W e
FAMILY DETAILS witam T
8. No Hame of Family Membar Age (Years) Gender Retation with Applicant
Fu wfmm o T W W nui] firtm L ]
i Rain TS = L7
s 58 Sawlin i\ F "bg.u.?l.ifa.;ﬂ:;La.M_
3 [ o Kein = H (mrdisn |
4 I auKeb b T H [rrtindich
BABIS for REGUESTING ASSISTANCE (Tick whichever b spplicable)
weram o fod fomfn soum
BPL Card Raton
{Attach Card Copy) (Atiach Cortficese Gopy) o) Lo dioune?
nie ten % A yom ow svy sre Wy T TodeeEn W i W
(7 o o vnn uin e el (v 7 %} wem e wh {wamn = Wi W W EEey wh

“PURPOSE" for REQUESTING ASSISTAMCE.
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DECLARATION by APPLICANT: sres g shwes wa:

1} | hevetyy confirm that ol detais in this Form are True 10 the best of my knowledge. Any falue statement will render my Applicalion & ongaing assistance. i any
lisbla lor raj :

E]iuhm?m;:kmhﬂmm.ﬂﬂﬂmmm.ﬂhummwmwwll' a9 stated in this Form, for which such asslstance

was roquestad by me.

3) | haraby confirm that | have not & will not in future. avadl of reimbursement, in pan or i full, from any oihar sourcelamployeringuisnce company, of the amount

for which this assistance is roqurshed
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AGREEMENT by APPLICANT (s4ts g &)

1) By aMfwng my signatute of thurmb impression on this Form, | (Applicant] hereby agrea & authorise Koshika Foundation snd Ifs Trustees to
usBipublishput-upireproduoe my name, sddross, photo & doeteds of the “purpose”, for which such assistance s requestedigranted, through any
medum, including but nol kmited to verbal, print, electronic, for soliciing donations lor Koshika Foundation andior dissaminating information aboul it's
acibvilies achievements. Such use ol my pholo & detalla can ba made by Koshiks Foundntion before of after my troatmeont or fulfitment of the “purpote’”
for which assistance i being requesied.

2) | (Apphicant) hurthar gree that any such use of my name, address, photo & details of the "purpose”. fof which such assistance is requested/granted.
will nal automatically snlile me for receiving of continuing the said assistance. The decision for granting and/or continuing he assistznce will rest soiely
wilh tha Truniess of Koahika Foundation, snd their decision is this regard will be final and scceptable o me
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AGREEMENT by HOSPITAL (wwwmm gm %)

By affiaing hereunder, signalure of our Authorised Signalery for recommending this casalpatient for financial sssistance from Koshika Foundalion, we
[Hospital) hereby sfirm & socepl falowing:

1] that we neither ane presantly not will in future avell of fnancial sssistance from anather NGO or any other source, for the wame patienticase. 85 we ore
reguesling 1o gel from Koshika Foundation, 1o the extent that such assisiance is granted by Koshika Foundation, |I the requesied asseslance I nol granted
by Kowhika Foundation, b part o in full, than the Hospital reserves i's fight 1o make up the shortfall from another NGO or any other source This
confirmation essentiaily siates thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
2) The ssuistance from Koshika Foundation is only financial In nalure, Tha chaico of the treatmenl/procedure advised/condutted by tha Hospital on the
patien), is bised on the arangament betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation Hence. the Hospaal wil
assume sole & complete responsibity of the treatmant & i's outcoms & satety of the pabaenl, and Koshika Foundation will have ng role of responsibility
in the mastier.
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