[2oM- ¢ Iy -0f ~F,

62

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%hika
HEEAl B9 EET WIEY (T T ) e
foundation
APPLICATION No. : 1 APPLICATION : ='_'m_
st MI0Rr440Beo ks o [ hQI\\ﬂq =l
NAME of APPUCANT | %, AGE-YEARS 507-T1 | SEX fin
we srarmeant: 5 KMUR Begum o T g
F-I.'IHER‘!J':'I::.I“!PIHAHE: &,‘m K““H
= PRESENT RESIDENCE ADORESS WARF ST W
— | s
OCCUPATION : e Moule an WM}JWM{MF
TOTAL ANNUAL INCOME : ;
= aree o 2o, 00% ¥rinily ) e e oy
PAN No. TT] T T
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes | No
wm am oumowr o b O o T o w3 P Al ¥ /=i 4
FAMILY DETAILS fimm fiymm
5r. No. Name of Family Membaer Age {Years) Gendar Relation with Applicant
W HEn HeE] WM T (i) fin SAE % e
s I"U._.h*;ﬂ( E rask o5 [N sl
= hhm{-ﬁj{ LT 76 i T
L LRV o ST 79 I e
BASIE for REQUESTING ASSISTANCE (Tick whichever Is applicatile)
1 0 e
BPL Card
{Attach Card Copy) unﬂiﬂ c&'ﬁﬂ%: ch Gnﬂl;:'i &ﬁm
it % 4w W e g R SR i
—— . L. Eal Cwm w ) we ol e W (war oy W) e ol e
“PURPOSE" for REQUESTING ASSISTANCE:
S, No. Medical Reports/Prescriptions Attached
Ll _ seprRvEiRy 3 A W nd e e we
= Q_g%mm KE = ol (oudent
‘ [ = - Sesule [uiavacl
= ZzSreaedy  SrS otk Pres Tk Tesh : -
g -
ASSISTANCE BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
T S % g W0 v wm e = e R T o e
OTHER AMOUNT of ASSISTANCE BEING AVAILED
0t e e @ i et
s NECS 200D




a * ]

DECLARATION by APPLICANT. W/ & 9 -

1) | horety condicrn thal oif dotals. in this Form st True 10 the best of my knowiedoe. Any talse statement will render my Application & ongaing assistance., if any,
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1) By affixing my signature of thumb imprassion on this Form, | {Applicant) hereby agree & authorise Koshika Foundalion and i's Trustees o
usa/publish/pul-upireproduce my namae, addmss, photo & detaile of the “purpose”, for which such assistance ls requestadigranted, through any
meedium, including tut not limited o verbal, print, slectronic, for soticiling donations for Kashiks Foundation snd/or disseminating information about it's
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will nal sulamatically entitle me far receiving or continuing the said assistance. The deckilon far granting andior conlinuing the essistance wil| rest solaly
wilh ihe Trustess of Koshika Foundalion, and their decision is this regard will be final and acceptable io me
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By affixing hemsunder, signature of our Authorised Signatory for recommanding this case/patiant for financial assmtance from Keshika Foundation, we
{Haspital) herety altirm & aocept foilowing:

1) inat we noither bea presently not will in futue avall of linanclal ssslstance from another NGO o any other source, for the same patentcase, as wes are
raquesting lo get from Koshika Foundation, 1o the extent Ihat such assistance is-granied by Koshin Foundation. If the requasted assiitanee js not granted
by Koshika Foundatian, in pad of in full, then ths Hospital reserves il's dght ta make up the shirfel| frem snother NGO ar any ciher source. This
canfirmation essentially states that the Hospital will not avail any duplicois assistance for the same patienticass fram any other NGO or any ofher souics
2} Tha nssistance from Kadhika Feundation is only financial in natute. The cholce of the ireatmentiprocedure advigedicanducied by the Hospitsl on the
patnl, s based on the armangement batwaan the palient & the Hospilal, and is in no way influsnced by Koshika Fousdalion, Henci, tha Haspital will
atisume solo & complote responsibility of the trestment & il's cutcome & safsty of the patient, Bnd Koshiks Foundation sdll have o role ot responsbiity
in the matiar
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