C-24-0F- 0911

APPLICATION FORM FOR ASSISTANCE
HETEE BT SHET WIEY

(Healthcare)
{ saTeery Ywrae)

v flo72u] 6482 *'m“%?““;:'”'i :
HAMNE of AGE-YEARS S
i Jehillu  Dam L3 M

FATHER S/SPOUSE S NAME |
W T

RHM

PEAMANENT RESIDENCE ADDRESS = %7 SPOwm

W' Eayr ev— MARRIED (M) | UNMARRIED (stfafin)
TOTAL ANNUAL INCOME {Anach Proot of Incame|
= wits = )= (o =t e W) IR
PAN o, ] Wi WS -
ARE 7OU AN INCOME TAX ASSESSEE [Tick whichewer |s applicable). Na
v A A W e (H e W W W e e M
FAMILY DETALLS wimm faom
Br No. Wame of Family Member Aga [Years) Gander Relation with Appiicant
0 R i F WE W AN (ml) = Uﬁhﬁmm
- e S =
3 OTAY 92 T =t -
3 RS 3E Rc I E
O SAgan = 19 v e Vv BV s M
BASIS for REQUESTING ASSISTANCE (Tick whichewer i applicatie)
s % e Tl s
BPL Card
Attsch Card Copy) (Attach Cortiicatn Copy) (Attach Capy) it
it % 4 v smamwiwmw Ly ol = ol o
el kol (W T W e W e Wl (wa o W e W S W

“PURPOSE" for REQUESTING ASSISTANCE:
w4y fd wd faeft w agee

Ss. Na. . Medical Reporta/Proscriptions Ansched
w9 Hem SETEVETRS ¥ W W W Wi §6 weE
;'_.j_?um PE ~Senle [ hinarlk
76 = CewiP _ Cidovelf
Shfevy = RE-STCS (WL Pmme
v
ASSISTANGE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
T TV % ¥ Wi st apwn fedt s Wil R e o R
Sr. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wr e N P W A ot mi s ol
TNl




DECLARATION by APPLICANT: 3pites g diwe wm:

111 herety confirm thal & dotais in this Form are True 1o the best of my knowiedge. Any false statement will render my Applicalion & ongolng assistance, i any,
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2) I solemaly confism that assistance, If received from Koshika Foundation, will be ussd only for Fw “purpose”, o5 stated in this Form, for which such assistance
was requested by me
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—AGREEMENT by APPLICANT (smies g0 wiit)

1) By affing my signature of thumb impression on this Form, | (Apglicant) henaby agroe 4 suthorise Koshiks Foundation and it's Trusloes 1o
useipublish/put-upreproduce my name, address, pholo & detads of the “purpose”, for which such assistance is requesledigranted, through any
sl including but ot limied 1o verbal, prinl, slectronic, for woliciling donations for Koshiks Foundation and/or disseminaling information about iUs
activitleslachisvemanis. Such use of my photo & details can be made by Koshika Foundation bafore or after my treatment or fufilment of the “purpose”
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with the Trustees of Koshiua Foundation. and Iheir decision is (hls regard will ba final and scceplable 1o me
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AGREEMENT by HOSPITAL (wwms g0 %17)
By affong hereundsr, sgnature of our Authonised Signatory for recommending this case/patient for financial sssistance from Koshisa Foundation, we
(Hospital) hereby affinm & accepl
1) that we neither st prasently nor will in future @vsil of financial assistance from snother NGO or any offer sourca, for the same pafientcase, ps we &'e
requesting (o gol fram Koshiks Foundation, to the extent thal such assistance i granted bry Koahlka Foundation, If the requested assistance & nol granted
by Koshika Foundation, in pat ar in full, then the Hospital reserves ii’s right to maka up the shortiall from another NGO or any other souwrce, This
confirmation sssenbally stales that the Hospeal will nol avall sny duplicale sssistance lor the same patisnl/case from any other NGO of any other souice
2) The sssimtance from Kashika Foundation s only financial in nalure. The choice of the ireatmentprocedure advised/conducted by ihe Hospal on the
patiand, s based on the arrangament betwesn the patlent & the Hospital, and i in no way influsnced by Koahlka Foundation. Henca, ihe Hospital will

sssume sole & complete msponsibility of the treatment & it's cutcoma & safety of the patient, and Kashika Foundation will have no role or responssility
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