WA -c- 98 o~ (90}

APPLICATION FORM FOR ASSISTANCE (Healthcare) K% ”llka.
Hﬁfﬂmﬁﬁ_aﬂﬁﬁﬂi I ( VIR foundation
mcﬁtm.; ‘\V/’ f&:&ﬁ/”ﬁé’ ;;;I:E%ﬂﬂ pare: [ ?—/;J I"QS . Huilding blos of e

HAME of APPLICANT : " AGE-YEARS sM-70 | sEX fin
AN 1 Rexhenm @ ev) Y F

e Ve

 PRESENT RESIDENCE ADDRESS HANT] SATaIE Wil

AL Chatrall o Chatle o Chagleg
At Pgod, U P AZ73e]

FERMANENT RESIDENCE ADDRESS : &% &5Ha Tl

S AOne AN ab g€

e o Heme maKer wm} | UNMARRIED (R
TOTAL ANNUAL INCOME : . | {Attach Proot of Income]
w A 5 Ul [ — (Fadmed P (o & e wa) A )
PAM No, TaT} =R TE
ARE YOU AM INCOME TAX ASSESSEE [Tich whichover |s applicablaj: Yos/ Mo ==
T A SN E A § (S W E 3 T e wom
FAMILY DETAILS yiER e
Br. Mo Mame of Family Member Age [Yoars) Gender Relstion with Applicant
Fq T= ftan & goE W T, =5 (=) hizul mr&ﬁﬂw;‘m
[ MU ayy Porraihad e . ) leah b
‘JI L3
T PP Fy 2T M T
"j T
BAGIS far REQUESTING ASSISTANGCE [Tick whichever Is applicabls)
wenm w forr famfl SnE
BPL Card EWS Certlficate Ration Card Any Other
{Attzch Card Copy) | Atizch Certiflcate Copy) {Attach G:;F Bacis/Frool
T T W A 1S 7 W W Ao WE 0 2 e
(Wi e (o T =1 e WA e (YT TR W W Wi e W o
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DECLARATION by APPLICANT: SI=% &7 vy s

1) | herehy confirm hat all details in this Form-are True to the bestof my knewledae. Any false statement will render my Application & ongoing assistance, # any,
Hiable for refectionicanoetation, o ;

2} I selemnly confirm that assistance, if recelved from Koshika Foundation, wil b= used only for the “purpose”, as stated in this Form, far which such assistance

was requested by me.

3) | hieraby confirm that | have not & will not i fulure, avall of relmbersemant, in part o in full, from any other sourcelemployennsurance company, of the smount

tor which this assietance & requestad,
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AGREEMENT by APPLICANT { smes g i)

1) By affixing my signature or thumb impression on this Farm, | (Applicant) hereny agres & suthorise Mosklka Foundalion and Vs Truglees o

usefpublishipul-ip'reproduce my name, address, photo & detalls of the *purpose”, far which such assistance is requestedigranted, Ihrough any

madium, Inciuding but nol limited to vertal, print, slactronle, for sollciting donatians for Kashila Feundation andiar disseminating Information about it's

acliviles/achizvements. Suth use of my photo & detalls can be mada by Koshike Fauntdation bafdrs or aftar niy lrestment or fuifilment ol the "purpase”
for which mesistance (s being requestad.

2} | (Applicant) fusther agres that any such use of my nama, sddress, photo & detalls of ihe *purpese”, for which such essiatance is raquastedigranted,
will not automatically enlite me for receiving or continuing tha said assistance. The decision far granting and'or cominling the sssistance will rest solaly
with the Truslees of Koshika Foundation, and thels dacislon Is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wemm g wa1)
By affixing hereunder, signafure of our Authorised Signatary for rstammending this-casa/palient for finarcial assistance from Kashika Foundaticn, we
(Heepital) herely affirm & accept fallowing: v
1) thiit we neither are presently nor will in Ruture avail of Tnenclal restelance from another NGO or any cther source, for the same patlent/'case, as weara
requesiing ko gat from Koshiks Foundation, 1o the axtent that such assistance is granled by Koshika Foundation. If the requasted assisiance i not granted
by Kashlka Foundation, in p2r arin full, then the Hospital ressrss if's right o maka up the shortfall from another NGO or ny other source. This
confirmation essentisily states thal the Hospital will rol svall eny duplicate assistance for tha same pationticass from ony oifber NGO or any other soures:
2) The assistance from Kashika Feundation is anly financhal in nature. The cholce of the treatmentiprocedure advised/canducted by 1he Hespital on the
patisnl, Is besed on the arangement betwean the palient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, tha Heeenital will

assume sole & complets responsibility of the freatment & it's oulcame & safaty of the patient, and Koshika Foundation will have ro role or responsibility
in tha matier,
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RECOMMENDED FOR ACCEPTENCE
Dr. PRAVEEN SHAH|  =frest = for stetn

Date of Surgery .5.8.
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