s00m —C —994-aod -{018

!
APPLICATION FORM FOR ASSISTANCE (Healthcare) | K(?S'hlka
i'il \ ) foundation
APPLICA e s ; T ———
mmw::"m “’”hﬂ Q—G}Ii 4-'93 wf;?mﬁ |nl.9’ o e
mummr AGE-YEARS W1q-m1 | 'sEx i
°=  Mdban ¢ | F
FATHER'S/SPOUSE'S NAME .
frmwzes w1 9 W 1
—= PRESENT RESIDENCE ADDRESS _maur Sgiin wa " ! -
Baiaa 5 VS8 T | — v, 5 R WS PR
DHan P, S
Hal_Paadeth — TETRoL Pset P!
Aaml__ % Abovt

OCCUPATION Hﬂhtﬁ %ﬂﬂ . MARRIED (BifEn) | UNMARRIED (siffivs)
TOTAL ANNUAL INCOME - | ’ (Attach Proof of Income)
W aieE S 2000 }-n\'U (9 W T )
PAN Mo, Ta1f W Hen ) R
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is applicable): Yes | No
% A A % g § (R = 8 38 T e w fem o ;W

FAMILY DETAILS ity faymm

Sr. No. Hame of Family Member MAge (Years) Gender Rulation with Applicant
WL I afrer W weed, W oAm an (af) _fEn | - e
s K 1&&han Ul DT — X Gk,

) Chote lal- 73 ===y .

—— |
BAGIS for REQUESTING ASSISTANCE (Tick whichuyer is :pmmﬂ'
|

e & fird firafa sme
P Card Certifica Ration Card
HMI:i Card Copy) [m.ffgu-ﬂﬁuu%mi Mcupﬂ | m '
witet T S e TS CoE kU TV W e ¢
(smm 7w %t g vl AEE W (e Wt o ofh s W (wnm o W wrw ufE W W
=PURPOSE" for REQUESTING ASSISTANCE: [
w ¥y fe W I
Sr, No. Wedical Reports/Prescriptions Aftached
_FH H semevehi # wft o wf wiere apll e _
- Madholix Rl % = O I T T S—
= L!i‘ :%J_hﬁé _(dariallr
o . = . i
i} —vnd ol RE__ X Tl Do 1InL Tam)ir |
k_" ol F ) j’ - T %
'STANCE BEING AVAILED for SAME ~PURFOSE" from OTHER SOURCES
mmmamtﬁtﬂmmm“mﬂm“m
: NAME of OTHER SOURCE AMOUNT of ABSISTANGE BEING AVAILED
i‘?__::';n = ot wd wyram et
{ \b P 0 S rx’ﬂ‘ﬂ‘ﬂ{f i

L




DECLARATION by APPLICANT: 7ées Tm o T3:
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By affixing heveunder, signature of our Aulhotised Signatory for recommending this caselpatient for financial @ssistance from Koshikn Foundation, we
(Hoespital) hereby affirm & accept foBowing:

1) mal w= neithor are precently nor will in iture avadl of financal assistance from another NGO or any ofher source, for the same patient/CEEE. 05 Wo E58
ragueting 1o got from Koshika Foundation, to the sxiont thal such assistance is granted by Moslka Fouridation, I the requested sssistance = ol granied
by Koshica Foundation, in part of in full, then the Hospital reserves it's right o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate ossistance for the same patient/case from any alher NGO or ANy athr source
2) The assistance from Kostika Foundation is only financial in nature, The choice of the reatmentiprocedure advisediconducied by the Hosgitsl on the
patant, in based on the arrnngemint betweon the patient & the Hospital, and is in no way influsnced by Koskiks Foundation. Hence, th Hosgitnl will
assame sols & compigle responsibiity of the treatment & it's outcome & safety of the patient, snd Koshike Foundaton will have no role of responsbility
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