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APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEEAl By HEET 9E Y (FET T )
e V[12) [oels Amacamouoers: 142 )
me:rmmum AGE-YEARS S | sex fem
S}\&k% ‘I".Lﬂ 50 £

Fﬂﬂ!ﬁn'ﬁfsm:‘l;qsﬁ 5 NAME : NU\_, ’H' A,j
fosgr =

PRESENT RESIDENGE ADDRESS =90/ SUSTHIS Yl

i a A

= ~ ! eV h o

P = 7 Sz LT ] AV

K%hika

foundation

Building bisck ol lile

o

5
(eis) SL#(%-L&.

| MABRIED (Fifém) / UNMARRIED (sfmitm)

R

OCCUPATION :
TOTAL ANNUAL INCOME : ' {Atinch Proof of Income)
FF WS A GE‘EE'T}F (FWJ'J,‘{J {mm:?r%m?fb?!—}
PAN No. =41 wirm wem
ARE YOU AN INCOME TAX ASSESSEE (Tich whichover s applicable): Yes [N
W A AW W EW E (A W= W IH WA H 9w e SN
FAMILY DETAILS wftam faemm
5r, No, Mame of Family Member Age [Years) Gender Retation with Applicant
W HEn _wimp % wye @ W () fim I L )
Mrﬂai g say LD MM WS Baad
Z f(ﬂ hoay f <<k i1 Lo O
2 Y A, b Ly I E L aﬁ.ﬁdz:z;.].u_lm(_
:
BASIS for REQUESTING ASSISTANGE (Tick whichaver Is applicabie)
wgrm W fed fel smm
BPL Cand Ration
(Attach Card Copy) (Attach Costificain Copy) (Attach g:;;- Bﬂm
T T W e T T ST A T A wE Sr
P S MU (v e 1 B oy e wh (v w3 ) v wE bl
“PURPOSE" for REQUESTING ASSISTANCE:
T g f o e oW
S, No. Medical Reports/Prescriptions Attached
w1 T " FEAEEIRS W AR W R uh g we
KL — Todu] Seewile (odarald
Lic — Senl]e CoadaseaCf
. e 1 ———
@f-t’mf«mr — (RE)] &1 CC T ol
. li||' s ——
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
T TV W A W S e et o e R T o et
St. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
&Y HE I T W A IR ol
] h-'!.*‘t:?f--—

Fﬁmiaﬁ =




DECLARATION by APPLICANT: #mims Tm =i 71; \

1) | hereby conlirm that all details'in this Form are True to the bie=t of my knowledge. Any false statement will render my Application & ongoing assi
l:abla for rejectionfcanceliation.

21| solemnly confirm that assistance, if received from Koshike Foundafion, will be used only for the “purpose”, as stated in this Form, for which such

was requestad by me.

) | hareby confirm that | have nat & will pot in fulute, avai of rimbursement. in pan or i full, rom any oiher sourcalemployerinsurance company, of the

for which this assislance s requested
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AGREEMENT by APPLICANT (smiew 1 17)

1) By afiining my signalure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundabion and i's: Trustess 10
usa/publishiput-upfreproduce my name, address, photo & detads of the “purpase”, for which such assistance s requested/granted, through any
medium, inctuding bul not imited fo verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating informalion about it's
aciivilies/achigvements. Such use of my photo & detalls can be made by Keshika Foundation belore or afier my treatment of fulfilment of the “purposa”
far which assistance i being requestad

2) | (Applicant) further agree (hat any Such use of my name; address, photo & detalls of the “purpose”, for which such assistance ts requestedigranted,
will not autormaticaly entille me for recelving of continuing the sakd assistance. The decision lor graniling andior continuing Lhe assistance will resl solely
with the Trusiees of Koshika Foundation, and their dectsion is this regard will bs final and sccepteble lome,
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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AGREEMENT by HOSPITAL (¥ @ %)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshike Foundation, we
{Hospital) hereby affirm & accep! following:

**1) that we nelther are presently nor will in future avail al financial asststance from another NGO ar any ofher source, for the same patient/casa, as we are
remuesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requostéd essistance i nol granted
by Koshika Foundation, In part of in full, then the Hospital reserves t's dght to make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not avall any duplicate assistanoe for the same patlentcase from any other NGO or any olher source,
2) The assistance from Koshlka Foundation is only financial in nalure. The choice of the reatment/procedure advised/conducted by fhe Haspital on the
patiant, ks based on the arrangemant batwsen the patlant & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will
aseume sola & complets responsibllity of the treatment & It's oulcome & safety of the patient, and Koshiks Foundation will have no role or responsibility
in the matter.
malﬁwl.mmﬂtmimﬂ*d'nﬁmm*immnmﬂmﬁtﬁﬂwtm}ﬁmmﬂWHmmh

TR R AR & L B Sf wfrey # fafir e Fdt Wy st wea o fael T T R T i o W om R o b, W oo i wee
# T A Ta ® w s e g v by e bR CwimR st o e e slen e i 9 e o b seme
Frtt 3t W e W GRE S W B T o %) s e taen &y e d e s b e s S o s avivem B T

o i sEm . et s wme A T dme

3. it TR o e e T i ot & ol ow v g o s ow TR o smfen W oREe oo e

# s w T # o s R o e eI W W T e & e e AR v e s SR W i fergdy
W) Wit st Y W) w gfien w fasied o o o 8 e

RECOMMENDED FOR ACCEPTENCE
|y et % fo e

s 'DRVSAGHIN SHAFE% _
wiete w1 W mﬂﬂﬂ, Fieo Ophihaimelo >
(] . [Hm. Nesionation &S :

'5)”]2_’ (Name o1 Dr. & Regn. No.wilk S ** % -

TEA R TN A A A 1 maﬂmm
FOR INTERNAL USE of KOSHIKA FOUNDATION  sTifts: 7 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= TR | 2 TR 2

o S AE

01.07.2021



