VAA/-C-Q4Y 0}~ 6502

APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hika
HETHal By SEET WY (T @) Touedstion
mm 'V[ﬂ?‘}"’f { oS 13 mcﬁx&u« DATE : fnfc‘?.f Y Buling bock of W
CANT . AGE-YEARS 3M3-mi | sEX fifn
mﬂwﬁ ﬁfm l.:( ,}'._ f__
z BE'S NAME : i
FATHER m‘rm:m 5 NA Q}' eNW)Q E’F
= PRESENT RESIDENCE ADDRESS T ST Wal =
¥ ]
f-uxgﬂ Modhtna,  U.F- 35 Moy P‘”E"’f’ m"ﬁlaj"
PERMANENT RESIDENCE ADDRESS . Tl ST wal
ST E &y ahBv=
OCCUPATION : Home ma m MARRIED T UNMARRIED (wifireniiva)
TOTAL ANNUAL INCOME : {Attach Proof of Income)
Tt Al sm LL‘S"anm [“ C'quﬁ l (st mome w) INH
PAN No. #T{ W B
COME TAX ASSESSEE (Tick whichever Is applicabla): N
nﬁguﬁgrm ﬂmﬂzﬁﬂﬁ:{wﬁmmﬁl ¥ o
FAMILY DETAILS gfiEm
Er. No. Mame of Family Mambar Age (Years) Gendar Relation with Applicant
A oiiEn & a5 W T =™ (7)) fem HEEE ® WY T
L. 1,._9,:’_;1_553% = b M HuArhand
C OO W AV4.57 9 Yilub 2] K | NYs
T 2% EE T, pr I = Caugh e yindons |
BASIS for REQUESTING ASSIBTANCE (Tick whichever is applicabia)
erm % fo fafa smm
BPL Card EWS Certificate Ration Card Any Otrver
{Attach Card Copy) (Attach Cartificate Copy) (Attach Copy) Pk B
TR T N T e AW o W TS W Soa-aM Wt
(T Y W w ¥R e W (e W R e iR e (w5 W ur e W

“PURPDSE" for REQUESTING ASSISTANCE:
w ¥ R felt W e

Medical Reporis/Prescriptions Attached

5r, No.
; sreREie 3 W % w g T e

w9 HE

oot

Tl

i

a’

(RET=

S rce + PminK

e

Sungery -
F

i o

T TV % ¥y W o wa e o i w fe o we

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES

NAME of OTHER SOURCE
0 T WA

AMOUNT of ASSISTANCE BEING AVAILED

wit T weT U

Ue
3%

el S

_g_nnerfh




DECLARATION by APPLICANT: StE% T simm w5
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1) By affixing my signature or thumb impresgion on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustess o
uen/publishiput-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granied, through any
mediuim, inchuding bul not limited Lo verbal, print, elecironic, for soliciting donations far Koshika Foundatlen andior disseminating information aboul it's
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with the Trustess of Koshika Foundation, and thelr decision Is Ihis regerd will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥R EW %H)

By alfiving hemsunder, signalure of our Aulhorised Signalory for recommanding this case/patiant lor financial assistance from Koshika Foundation, we
{Hospital) heredby affirm & sccapt following;

1} that we neither are presently nor will in fulure avall of financlal essistance from another NGO or any other source, for the same pafient/case, as wa ars
requesting to get from Koshika Foundation, 1o the extant thal such assislance is granted by Koshika Foundation, If the requested assisiance s not granted
by Koshiko Foundation, in part or in full, then the Hospital reserves i(7s right 1o make up the shortfall from another NGO or any other source. This
confirmation essenfislly states that the Hospital will not avail any duplicate assistance for the same patienticass from any other NGO or any othar source
2) The assistance from Koshika Foundation |8 only inancial in natura. The cholee of the treatment/procedurs advised/conductad by the Hospital on the
pitienl, ls based on the arrangemant between the patlent & the Hespllal, and (s In no way influshced By Koshika Foundation. Hence, the Hospital will
setuma sole & complete responaibility of the traatment & iI's cutlcoms & safety of the patient, and Foundation will have na rola o responsidity
n he mather
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