. (- 22-08-024q9

APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hlkﬂ
h ( ’ foundation
APPLICATION Mo ! APPLICATION DATE 1079 (a2 1 B Bk Binck of libe
Ty W mﬂﬁea fc':LJ"H. ik Riinl ! ]’m.
HAME of APPLICANT AGE-YEARS #13-mt | sex fm
L]
o DIN9 59 M
FATHER SSPOUSE S MAME
R e
4 7 RESIDENCE ADURESS FAUM SPUHIT W1
m%‘p“ THH et len - i2enm - OISt —Hijoy |
Erﬁq et - AoljeZ _ Pieef JoSta P
PERMANENT RESIDENCE ADDRESS - &y WrwEr ¥ K
Hs afove oY9b DIng
DCCUPATION ! - -
K Fayme Y MARRIED HH'IT!I | UNMARRIED | i)
TOTAL ANNUAL INCOME . (Amach Proof of Incame)
WA w WS 5'{.1{‘11.1"0/- [ W = A ) i
PAN No. =u & wel  pJ1
ARE YOU AN INCOME TAX ASSESSEE (Tich whichevar |s applicable). Yes fio
w0 S =W & om £ (F W 0 I8 W W e e W
FAMILY DETAILS wirar faam
. Mo. Marme of Family Membar Age [Years) Gender Relation with Applicant
& T witan & weE ® W = (m) ftry & my T
{ Haz I £ el [WTE (2
4 E‘n-f!l 4 a0 _nmL{ fand
= g Copi I funﬂﬁf__mldl.éﬂu.ndmﬂ_
¥ TSIy [T p-m.f«{ &‘ﬂmﬂ Loty
BASIE for REGUESTING ASSISTANCE (Tich whichever is spplicable)
= & fod T s
BPL Card EWS Cartificate Flation Card Any Other
{Aitach Card Copy) {Attach Curtificate Copy] {(Attach Copy) BasinProol
wital T ¥ 9 W S e s W T T Tyvren ¥ o
,m“ﬂ“mm‘h 11““"““““"' l:ﬂ'l'l'.ll'lﬂlﬁmﬂi
“PURPOSE" for REQUESTING ASSISTANCE
ar fy fed o sl IR
S No Medical Reporta/Prescriptions Attached
T FEY sermevstes @ ol w of iy g s
(s TR S R — SCNITF CIHITARA]
[E_=CSHILIFE  CHAARAT
(G Sixgeny —JF- SICT WITH Ppinid
ASSISTANCE BEING AVAILED for SAME "PURPDSE" from OTHER SOURCES
™ T € ¥y WY W e fesd s o W fn g WD
51, No. NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
Y Wy W PN W WS ™ wEem o
— 1 AT




DECLARATION by APPLICANT. T o0 W wn: LD

1)1 hereby conflem that a4 details in this Form are True o the best of my knawledge. Any false stalement wil render my Application & ongomg assistance, ¢ any.
Eabie ior rejection/canceiiston,

21 sotemnly canfiem thad nesstance, | recelved from Koshia Foundation, will ba used only for Ihe “purpose’, as stated in this Form, for which such assistance
was roguesied by me
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AGREEMENT by APPLICANT (e g wa)

1) By aMiaing my signature of thumb Impression on this Form, | (Applicant) hareby agres & aulhoriss Koshiks Foundation and i's Trustees io
uselpublishipui-upireproduse my name, address, photo & detalls of ihe “purpose”, for which such assistance is requasted/granied, through any
medium, including bul nel imilad ko verbal, peini, slecironie, for soliciting donalions lor Koshika Foundalion and/or disseminating informalion aboul il's
pctivities/nchiavemants. Suich use of my photo & detalls can be made by Koshika Foundation bafore or after my restmant of fulfimant of the *plutpose”
for which sssistance |s belng requested.

2) | [Applicant) further agies thal any such use of my nama, address, pholo & delalls of the “purpose”, for which such ssalslance i regussledigianied
will not sutomatically antitle me for recesving of continumg the said assstance, The decislon for granting and/or continuing e assstence will rest solaty
with tha Trustees of Koshikes Foundation, and thelr decmion ks this regard will b final and acceptabie to me
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AGREEMENT by HOSPITAL (wemm gn wm)
By allizing hareundar, signatute of our Aulhorised Signatory lor recommending this casa/patiant lor linancisl assistance from Koshika Foundation, we
{Hospital) heraby affirm & accapt following:
1) that wo neither ara prasently nov will in future avall of finencial assistance from snother NGO or any other source, for the same patienlcase. &3 we &
requisting 1o gel from Koshika Foundatlon, to the extent that such assistance (s granted by Koshika Foundation. Il the requesled assmtance is not granied
by Hoshikn Foundation. in part of in full, then the Hospital resarves its right 1o make up the shortfall from enother NGO or any oitsar source. This
conflrmation essentialty states thal the Hospital will not avall any duplicate sssistance for (he sams patient/case from any olher NGO or ary olhver source
2] The assistanos from Koshiks Foundation i only fingncial in nature. The choice of the reaiment/procedure advisad/conductad by the Hospital on the
patiant. Is based on the armangement between the patient & the Hospital, and Is in no way Infienced by Koshika Foundalion, Hence, the Hospltsl wil
pssuma sols & complets responuibility of the treatment & IU's oulcome & salety of the patient. and Koshika Foundation will have no rale o responsibility
in the matter
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