C-Ra-1\- 0gu3

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ki%hlka
HETIN 87 =HrEwa wrEy (T T ) fornasticn
APPLICATION Na APPLICATION DATE : [~ || 2632 Buidiing block of iy
wo e . ) Inoo | 4748 s e i
NAME of APPLICANT : AGE-YEARS 3g-md | sex fify
STETE W) S g
KauShal¥a ey <7 =
FATHER'S/SPOUSE'S MAME
femwges w1 A Ved Prakash _
. PRESENT RESIDENCE ADDRESS Sanl| snamia 1,
1*‘ e~ [den |’ I ) [Ch.— Mandauysay « A : . g
Hajagihan - 3olyou Preop Postap
- PERMANENT RESIDENCE ADDRESS : w1l Spamaa W o K%
Ne __ ahoyue 168 9
dev
OCCUPATION '
i Home maker (o MARRIED () | UNMARRIED (o
TOTAL ANNUAL INCOME - {Antach Proof of Income)
R uivs 2 Sevobk (& wn e AR
PAN No. 2arf mim w0 A
ARE YOU AN INCOME TAX ASSESSEE (Tick whlcheves |s applicabile). Yes Mo
A s T £ (W w=w v I w A W e e s\
FAMILY DETAILS wftan faamm
Sr. No. Hame al Family Member Age (Years) Gunder Rolstion with Applicant
W HEN uftnn & W w9 % () fan SETE W W
I Vegihalitain 12 3] HalBang
BASIS for REQUESTING ASSISTANCE [Thik whichever is applicable)
e & fert fimfs s
BPL Card EWS
|Attach Card Copy) [Astach C;mgupn 121.111‘:: mi m.m,
wirdl T s ey s s e T T e 3 Wi T
[T ST i e W {7 Uy W) ol e s (W % e W wEe W
“"PURPDSE" lor REQUESTING ASSISTANCE:
w1 et feh . gt
Sr. No. Medical Reports/Prescriptions Altached
1 HE AEEET § WA w1 ufie e wee
' i v .
| Valnadls NFE = SENTTE 788N
(F — SHOTE CRTADIRT
5] Eu?ﬁufr;: - RE- ST(S 1H17TH_ PmmA
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
R TR W 4w 3 wmm fed s vem e om0
51, No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
AL H=1 T E AW ot of wgrwn w
L] -
I INITS
2 iy’




DECLARATION by APPLICANT: W% Tm wivm W
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1} By afiudng my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusiess 1o
usepublish/pul-uplreproduce my name, addross, photo & dotails of the *purpose”, for which such assistance is requesied/granied, through any
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will nol sulomatically entile me for recelving of continuing the said assistance. The decision for granting and/or continuing the assistance will a6t solaty
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1) o S e A S W e e (e el e o fie s ot ot st b ses i ¢ W) st wo e i,
o, wi sfhih-rmwmﬂn’l’qi,ﬂ“ﬂm‘mnﬂ.m,mwtmiqﬁm&miﬁﬂm'llmm
|y W o s §A e W fee O g o o o w8 P i vkt s s

2) A (swbew) v wm R wew f R o, o, 9 s e o B s % axted o whds b o e T W rwem ) o o

it w wad sl w1 Fefo affm ah e B

mmmﬁh’&mﬂﬁ OR LEFT THUMB IMPRESSION :
st F TEE ) SR W fem

W

AGREEMENT by HOSPITAL (wsam m1 %17)

By aflixing hereunder, signature of our Authorisad Signatory for recommending this casefpatient for financial asestance from Koshika Foundation, we
(Hospitai) hereby affirm & accept flkowing:

1} that we neither are presently nor will in future avail of financial assistance from encther NGO or any oiher source, for the same patienicase. as wa are
fequesting 1o gel from Koshika Foundalion, lo the extent thal such assistance is granted by Koshika Foundation. If the requested assistance I not granied
by Koshika Foundstion, in part or In full, then the Hospital resarves It's right to make up the shortfall from another NGO or any other source. This
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2} The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patranil, is based on the arangemant betwesn the patient & the Hospital, and is in no way influsnced by Koshika Foundation, Hence, the Hospital wil
agsuine sols & complute responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role o responsibillity
in the mattoer.
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