\ : C-24-09 - o4y

[
_ APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
| wETAHl ¥y STETA WrEy (e Swane ) S A
w0 090U ] 0f29 [P s
NAME of APPLICANT AGE-YEARS W-"M | sex fom
Jros - " Cuvay  Oevh 12 E
FATHER WEPOUSE'S MAME :
= qu:m?g}&?nms CEE |

%E g:ﬁ-r TEh~  Ahwean, ,
i |
A8t haw - Aeleal Sve_o P Pu2siep |
PERMANENT RESIDENCE ADDRESS - = 3rowrs 7
H< '-'H_uﬁf._
1 —
OCCUPATION l. mth,}ﬁ MARRIED (Tmfi) | UNMARRIED ( sifvudin)
TOTAL ANMUAL : {Anach Proof of income]
7 wits s - (family) RS N
PAN No. I} S HERI ~
ARE YOU AN INCOME TAX ASSESSEE whichever s applicable): 1 Na
wmmnmt{iﬂﬁ!‘;ﬂlﬂuhﬂwﬂl :( ,)
FAMILY DETAILS sfrqm fynm
Mame of Family Member (Yoars) Gonder Relation with Applicant
I:ﬂ";u qﬁnﬁm:!m“ ‘;:m i siTE % Sy
]
Ramesy, 20 | — S
BABIS for REQUES TING ASSISTANCE [Tick whichewar s appBcabila)
g % ford Pl s
BPL Card EWS Certificate Ration Card Any Other
{Atlach Card Copy) {Attach Certificate Copy) (Antach Copy) Basis/Proot
i e W I o = am T W Ty w2 s
(5 TR T ale s Rt (o ot e ol e Wl (v wa W) wem w we W
“PURPOSE” for REQUESTING ASSISTANCE:
wrgm # e i faedt = oaEe
¢ Ne Madical Reports/Preacriptions Attached
N HHU sermRcsten @ Wi w1 nf gl i wem
& -‘- i
- CTenlle  (ukeralf
—S SNNSORN = - CLCT 7 PRl
"L-.._'; ,‘_-"--H
ASSISTANCE BEING AVAILED for SAME "PURPOSE" trom OTHER SOURCES
I % ¥ W s aewn fEE s v @ P ovm W2
8r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W T = FEE W =t v e o




DECLARATION by APPLICANT: swibewr g i
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1} By aMfising my signaturs or thumb impression on this Form, | (Applicant) hereby agree & suthorine Koshika Foundafion and i1's Trusiees to
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By affusng hereunder, sgnature of our Authonsed Signatory for recommending s case/patent lor financial assistance from Kosnika Foundation. we
[Haspital) hereby a%imm A accopt ollowing:

1) that we nedher are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patent/case, as we ae
requesting o gel from Konhika Foundation, 1o the sxtont that such nesistance is granted by Koshiks Foundation. I the requesiod assistance is not graned
by Koshika Foundation, in part or i full, then the Hospital reserves Il's right fo make up the shortfall from another NGO or any other source. This
confirmation sssontially states that the Hospital will not avail any duplioate sssistance for (he seme patienticase from any othar NGO or any oliver source.
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