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wETgEl #9 wrEy (=g SE)
mcggﬂﬂo.: Vilel 26 /ﬂ;l_j_g" AP?LH’.‘%:EDHDATE: FS'/M_ 124
: T
MAME o APBLIGANT : h . . AGE-YEARS ¥-T1 | sEX fifn
A T AW Mann ) evy 5 y = I
FATHER‘SH;TFD;IEE'E NAME ; E ha g Lo s L 4

PRESENT RESIDENCE ADDRESS =qur S7arart 1o

'E'a.ﬂﬂﬂ'-i_/hﬂf/'lh-.,-"]? gL X . HA. 2 anls

T L anh, U P deiss]

PERMAMNENT RESIDENCE ADDRESS : = S=marg ol

K&hika
foundatiaon
- .Im'“hi-'nu block of liln.

PHOTD HERE

e ©p Peost o

Taine an | ab e
%Luqmmu: M o M bk en wﬂm’ﬁ{aﬂ;ﬂ ! UNMARRIED (aridrfies)
%wmmcme: e f—'{m%-—fﬁ? qfﬁ%m%ﬂ Af—#j

PAN No. B 1ami wisq

ARE YOU AN INCOME TAX ASSESSEE (Tick whichevor is applicakie}: Yas | Mo g
N S W E (R WG R TA W A a1 e s 71 7 —
FAMILY DETAILS afenm famom
5r. No, Name of Family Membeor Ago (Yoars} Gonder Retation with Applicant
w9 g= £ A W (=) T e 0 0 B
[ K adndwareop SE m LN e |
EE Ta 449 | 39 I TEn
i Pl .
3 A& gy e E Boaghden | thn
BASIS for REQUESTING ASSISTANCE (Tick whichavar I& applicable)
. i M 8
BPL Card EWS Certiflzats Ratia
{Attach Card Copy) {Attach Gnt:kﬁr:nh Copy) Iﬂﬂﬂ_n';g:dnﬁ ;ﬂ‘{.ﬁ':é
TR T A e v P9 2 W wEm T R 4
(ST o W e W e (o =1 v 3R 4 Lo % = W S w0 Y W WY
"FURPOSE" for REQUESTING ASSISTANCE:
weE i
Se. No. Medical ReporiniFrescriptions Attachad
T SRR 8wl w v uies ) e
ME — C ademar-f
LE — Codarpr-F
e
& 7 g
ASSISTANCE BEING AVAILED for SAME "Pug'wusE" from OTHER SOURCES
W IR T T TN S weww her o e fam mn ey
8r. No. NAME ol OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
TH BET &= | W T T T

[ FRC T Z0moJm




DECLARATION by APPLICANT: rEms 5 <o 73;

1) 1 hereby confirm fhat 5l deteils in this Form ars True 19 the bestol my knowlpdge. Any faise statement will render my Application & ongoing assistancs, if any,
izhiz for rejectionfzanceiiation,

2 | snlamnly confinm that sssistance, if recalvad from Koshlke Foundation, will be used only for the “purpose™, as stated in this Fam. for which such assistance
was requosied by ma

31 heraby confirm thal | have not & will not in future, avail of reimbursement, in part ar in full, fram any other sourcefemployeringuranse company, of the amount
far which this assistance is reauestad.
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1) By affixing my sionaturn or thumb imprassion on this Form, | (Applicant) kesety agres & sutharise Koshlka Foundstion and II's Trusiass ta
useipubbsh/pul-up/reproduce my name, address, photo & detalls of the "purposa”, for which such assistance is requestedigranted, through-any
medium, Including but ro Hrmited (o verbal, prind, electroniz; for soliciiing donations for Koshika Feusdation sndfor disseminating information abaut It's
activities’schigvemants. Such use ol my phols & detalis can ba made by Koshike Foundalion before or after my freatmant or fulimant of ihe "purpoke’
for which assistance 5 baing requested.

2} I (AppHicant) further agred that any such usa of my name, address, photo & datalls of the “purpess’, for which such assistance is raquestad/granted,
will nat autamafivally antitle me for receiving or continulng Ihe seid assistance. The decision for granling end'or continuing the assistance will rest :ctetir
with the Trustees of Koshika Foundation, and thelr deciston ls this regard will be-linal and sccaplable to me.
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AGREEMENT by HOSPITAL (regmm o wor)

gy affixing hereundar, signature of our Authorised Signatory for recommending this case/patient for financia! assistance from Koshika Foundation, we
{Haospitat] hareby affimm & accepl fallowing:

1) that we nelther are presently. nar will in fr.m.n‘e avall of fingncigl assisiance from another NE0 or any othar souree, for the sams pﬂ!lﬁnnrma, 85 We BIE
requasting tn get from Koshika Foundation, o the sxtent that such sssistance is grantsd by Koshike Foundation, If the requested sssistance is not granted
by Koshiks Foundatlon, In part or in full, then the Hesplisl ressives s right 1o make up the shortfall from anather NGO or any olher source, This
confirmation esseniiatly states thal the Hospital will not svail any duplicels assistanda for tha same patisntcase from any other NGO or any otharsourcs.
2} The aselstanca fram Koshika Foundation s only financial in nature. Tho choite of the treatment/procedute advised/conducted by the Hospital on the
patlant, is based on the arrangament betwean the patisnt & thie Hospital, and is in ng way infkienced by Koshike Foundation. Henca, tha Hoepital will

assume sole & complele responsibiity of the trestment & I's oulcome & safety of the patient, and Koshika Foundation will have na rale or rezponsibillly
in the mattar:
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