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APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETS B JTHET WIS (e Y )
;gpﬂumﬁgmmtrun.: V/r’ﬂfr’”éli«; mﬂé&fﬂﬂaﬁ:f,ﬂffifqg
: AGE- =g i
mﬁﬁqmm B amnpe K han m; T ?;:

Khika
foundation

FATHER'S/SPOUSE'S NAME :

Gaggudim Khan

frnszes = I
PRESENT RESIDENCE ADDRESS =i SIa[a Tl _ h
° : preep  Pedtep
I
PERMANENT RESIDENCE ADDRESS : T4 JMMY T
SA T & - ahdvT
e L ab gt \MARRTED (i) | UNMARRIED (sefim)
TOTAL ANNUAL [NGOME : {Attach Pmu{uffnr.umnj
e A & bo gud)— (o = s wen A LA
PAN No, T8 TETE HEN
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicadla): Yes [ No L////
T S S W W F (S A W aE H1 P | L
FAMILY DETAILS ofiar T
Sr. Na, Wame of Family Member Age {Yoars) Gander Relation with Applicant
W T iR = =W (=) filnt FETE W Y HEy
- daling 31 = Liad €
T 79 =Y Fin ST
< - TaRi A4 =1 = B mﬂ.w T A Ly
BASIS for REQUESTING ABSISTANCE [Tick whichavar 1= applicable]
e = e et smw
BPL Card S Certifl Ration Gard
(Attach Card Copy) Imﬂ? cmrnuﬁnc"um ftach Copy) E’;lﬁpm
Tt T A W M W T A A AP
(e v % o R = (WS W W TR HE W (v T F R A :
*PURPOSE" for REQUESTING ASSISTANCE:
wETa 39 fed A faE W IR
Sr. Mo, Medical Reporis!Prescriptions Attached
T HE e el ol B i i
RE - C o anansd
i CFEF — Cod aiacs
A = . . e .
Y Lmq—--f’.%; — TRE) - R JIC8 T F AN
i § i jm—
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T I F W S0 S W e a= we H faw o e
Er No. NAME of OTHER SOURGE AMBUNT of ASSISTANCE BEING AVAILED
i i i w7 mew
== HLECY 2009 ]




DECLARATION by AFPLICANT: Stas 7 T 7=

1} | hereby confirm that all detalls in this Form ate True to the best of my knowledas. Any false statament will render my Application & ongoing essisiance, / any,
lisble for rejection'cancelition,

2) |-solamnly eanfirm that assistance, i recelvad from Keshika Foundabon, will ba used anly for the “purpose”, as stated in this Form, for which such assistance

was requesiad by ma.

3} | heraby confitm that | have not & will nat In future, avall of reimburssment, in pant o in full, fram efy olher scurcadsmployerinsurance compeny, of the amount
for which this assistance s requastod.
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AGREEMENT by APPLICANT (Zmies g0 wa7)

1) By affixing my slanature or thumb imprassion on thie Form, | (Applicant) heraby agras & authorise Keshika Foundation nd I's Thistees i

use/publishiput-up/reproduca my name, address, photo & detalls of the “purpase”, for which such assistance is requesiedigranted, through any

mestium, ineluding but nol limited to verbal, print. slestronls, for soliciting donstions for Koshika Foundation sndisr diszaminating information about It's

scfivitiesiachisvamaents, Such use of my photo & detsils can be made By Kochika Foundation befcre or sfter my treabment or fulfiiment of tha “purpose”
far which sssistance is baing requesied.

2) | {Applicant) further agres that any such use of iny name, sddress, pholo & details of the *purpose”, far which such assistance 15 reguestadigranted,

will nat autematically enlitle ma for recalving or confinuing the said essisiance. The decision for granting andlor conlinulng the aselelancs will rest solely
with ke Trusless of Koshika Foundation, and their dacision Is this regard will be fina! and acceplable in me
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AGREEMENT by HOSPITAL (wFmm o1 i)
By affixing hareunder, signature of our Autharized Signatery Tor recommending thie casapatient for financizl sssistance from Koshiks Foundation, wa
{Hospital) hereby affirm & accept following,
1) that we nelifiar ara presently nor will in fulure avall of fnsncial assistansa from anathar NGO af eny other aoures, for the same palienticase, a8 we ars
requesling lo g2t from Koshika Foundalion, o the sxten! that such assistance is granted by Koshiks Foundation, If the requested assictance is not grantad
by Keghika Foundation, in part or in full, then the Hosplisl resarves (Vs right ta make up tha shonfall from another NGO or any ofther saurcs. This
confirmation esserially states that the Hospital will not avall any duplicate aesistance for the same patteniicase from any ofher NGO or any ather source.
2j The assistmnoe from Koshike Foundation is only financial in malure, The chalca ol the treaimant/procedure sdvisedicanducted by the Hospltal on the
patient, |5 bassd on the arrangement between the palignt & the Hospltal, and [s in no way Infleenced by Kioshiks Foundation. Hence, the Hosphal will

assume sole & qomplale responelbillty of fhir trostment & it's outcome & safely of tha patient, snd Koshike Folndation will hove na rols o respansiblity
in the reatier.
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