fhom-  C-9Y4-00-0418

APPLICATION FORM FOR ASSISTANCE (Healthcare) th‘k
osnka
HETHH B A WiET (TR Y ) T dstin,
Burieling héack o life

v~ M|e 92 410 4+ |metalelon)z e

\ AGE-YEARS wrg-wt | sex fiin |

- Hagwut  ali 59 m _ g ‘

=l T W i

Y PRESENT RISy W PASTE PHOTO HERE
ﬁ@;ﬁﬂwﬁt_&dﬁam— Pﬂw@l 19,/ of
Ww '

OCCUPATION : . k"?”ﬁ (Tariet) 1 UNMARRED (afirfie)

R
TOTAL ANNUAL INCOME : {Attsch Proof of Income)
%7 s = A (3 = WS W)
PAN No. T =iAl HE === At
ARE YOU AN INCOME E (Tick whichever Is applicable). Yes | No
5 W S oW § (9 99 8 I8 W w) = e e LR
FAMILY DETAILS vt femm
Sr. No. Name of Family Membar Age (Yoars) Gendar Rulation with Applicant
wH AE i Rl g (i) fEn % WY HEy
o BENTE 271 i < ™ | = il
BASIS for REQUESTING ASSISTANGE (Tick whichavar is applicstie)
e % fim fasfs smm '
BPL Card EWS Cortificats Rl | Other
(Attach Card Cogy) (Attach Cartificate Copy) Mffh Lol
wind tem % 91 o™ s s o e e wiE W W e
(wam T W w Wi e W (FmE W e Ui wEe (vt 71 % e Wi W Wt
“PURPOSE" for REGUESTING ASSISTANCE: |
wgram ¥y fivd ) el W oag:
Madical Reporta/Prescriptions :

':";; , sEmTAaR § i s g F .
 — g T S T T T
ol W

: I—enile Codaomict

= %) : T
y [{ IF i, *—Mﬂ _AINS {Bhfl
L'" 2 .
k ¥
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v Fetve % W ey we fied e wn A T w7
r. No, HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
;ﬂ;:ﬂ'l &= Wi W AW ot nf wewn ol
3 F i, P 1
| pnr\ fﬁLMf




DECLARATION by APELICANT. 3=s ©F 9w 73
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requasting o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not grantod
Dy Koshixa Foundation, in part or in full, then the Hespital reserves it's night 1o maike up the shortfall from another NGO or any ofher source. This
confirmation essantially stales that the Hospital will not avall any duplicate assistance for the same patient/case fram any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature, The choice of the trestmentiprocedure adwised/icongucted by the Hospital on fha
patienl, is bated on the arrangement betwoen the patlant & the Hospltal, and ia in no way influsnced by Koshika Foundation, Hence, the Hospital will
assume sole & complete responsibility of the treatmant & it's cutcome & safety of the pationt, and Koshika Foundation will have no role or responsibility
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