NA N - €- 23-07 - (49 Y

K®hika

fnundltlun

I;ﬂﬂq'-ddh

APPLICATION FORM FOR ASSISTANCE (Healthcare)
wETgW #q sEET wwy (Tapn )
e Vo T 0650 srucaTonoaTe 3 7] 07] 23
e Qo andhl T

fme Gf

o

Mrm[m

OCCUPATION .
] e
TOTAL ANNUAL INCOME - ' [Aftach Proof of Income)
5= o sumpy | — ff:ﬂwo (o w1 v wer) , A/ AL
PAN No. 71 = wem
mumuu:mrrum You | Mo
W SN SR O ¥ (WA W a6 WO W P e W / If
FAMILY DETAILS Wiy fagm
7 T W - M- =
& Fayral LA y WAL
' KLirAdam 16 A Y22
. DAk - 2 DY P2 L. ® v £ U2
BAST5 for REQUESTING ANCE [Tick whichever s applicable)
e % fivd forfa sipar
BPL Card EWS Certificate
{Attach Card Copy) {Attach Certificate Cogy) (Adtach Cop) s
wire ToE % A v T = s ] wm e w5 ooy S e

(v w1 = v e W

(v T W w5 e s

[ W e o s

“PURPOSE" for REQUESTING ASSISTANCE:
sy ¥y flt @ fed W gt

$i. No.
W He

Medical Reports/Prescriptions Attached
SRR R W0 w1 vl e e

EE —

Cadnryac-f

CE—

Catanartd

g . 8

i

{ ['\-ﬂ"

L

ASSISTANCE BEING AVAILED for

BAME “PURPOSE™ from OTHER SOURCES

ORI ® e R o ww et s e A fer e w7

HAME of OTHER SOURCE

S T W W

AMDUNT of ASSISTANCE BEING AVAILED
wi i wpm o)

DRI

ﬂﬂﬁj —
L
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AGREEMENT by APPLICANT { siew gm 71)

1) By affng my signature or thumb impression on this Form, | (Applicant} hereby agree & authorise Koshikea Foundation and i's Trustees lo
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By affising horrundaed, sgnatsne of our Authorissd Skgnatory for tecommanding this casa/patisnt fof financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following: )

1) that we risiihae ore presantly nod will in huure avall of financial sssistance from another NGO or gny oiher source. for the samn pabent/case, o8 we ofe
requesting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is nol granted
by Monhika Foundation, in part or in full, then the Hospital resorves it's right to make up the shorttell from another NGO or any other souton, This
confirmation essentially states that the Hospital will nol avall any duplicate assistance for the same patient/cass from any olher NGO or any other source.
2} Tho sssistance frem Koshika Foundation is only financial in nature. The choico of the trestment/procedune advised/conducted by the Haoapital on the
patient. is based on the arrangement betwesn the patient & the Hospital, and s In no way Influenced by Koshika Foundstion, Hance, the Hospital will
ansumn sole & complots responaibility of the treatment & iU's oulcoma & safety of the patient. snd Koshike Foundation will have no role o responmibility
in the matter,
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