\JRN-C-22-\o—oliFg

APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hika
P — HEraa '*?L e e (Tre R TP ETITT

o : . TERr iy binch of s,
e \/[1e12]5735 S K Gl S LELL
NAME of APPLICANT: ) ARSTEA smg-ad | sex fem | 4 ‘ €T !
AR w1 AW ﬂha Lak .;LLL"I M ‘ . .
FATHER'S/SPOUSE'S NAME : | | Ty i
Fetrezes 1 Fan Bhagah w7

: —

PRESENT RESIDENCE ADDRESS WAWF| 31mHTg WAl
Tonan. JS P, _H-m-m-..f‘wm«;l Ll i3 rail

£l I.]L".'{JI:T - ;.Eﬁ":" 'T f

Dantt. Madhila ?::Eh [ Pﬁé_lpfqﬂf , : "{L";’
PERMANENT RESIDENCE ADDRESS ¢ e 1a i G

= 315 Bk Lal

TATE Gk nbatie

DCCUPATION : o) ’ \ .
g L, he 1,-},}_.!},1* { 004 ,-ﬂ{' MARF D { hemfiser) @WEB{M]
TOTAL ANNUAL INCOME : 3 ﬂ" I . {Attach Progf of Income)
A i a0 B 5 ennl-"C gty ) (37 w1 W w) /A
PAN No, THT T W :
ARE YOU AN INCOME ;u ;sseasﬁz [Tick w;h.ug;“;mmu.}: \:.'.. i ’:rEl .
T OWT SN ST R (W W NI WO W T ! |~
FAMILY DETAILS feami T
Br No. Mams of Family Bambar fipe (Years) Gender Relation with Applicant
W e oftan % wred m Am 7w (i) fism WITE W R WY
L UEOA g€ AN (4 7 Qdhes

BASIS lar REQUESTING ABSISTANGE (Tichk whichwver is applicable)
mm % fd fisfy smen

BPL Card Cartificate Ration Card
{Attach Cord Copy) MMEEE"H:‘IEH Copy) (Attach Gopy) Bﬂm:;{
Wit tw @ 9w weu e W T Ty W pragie i
(T Ty 9 urm gfn W Wl (e ) e wf e W (v ¥a W o v e wh o
“PURPOSE" for REQUESTING ASSISTANCE:
wem & fed W e @ amE:
Sr. Mo, Medical Reports/Prescriptions Altached
WH HE srrmeyste @ Wil w1 o wfivi g W
& £ Senule Codnmacd
L E— Senule Catanars s
" :‘1 .
Sang ey — (L E ) STCRH P MM
71 ) e =

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
o T o by 6 s s R s am R ferm o @7

Br. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
=1 = &/ T = T ot el e T

r TREY e Rl




DECLARATION by APPLICANT; sirive g wwms v
1) | haveby confirm that all detalls in this Fom mTMhhmﬂwm.mmnmnmwllmmwmmun&u
fiable for rejection/cancelation.
E}Ilﬂlnmﬁrmﬁmh‘mlmm.luwmimmm Mﬂn.ﬂhmﬂuﬂyb’lh‘m‘.ﬂﬂﬂnﬁhmbmmwﬁh
wis faquasted by me
3) | hareby confirm that | have not & will mod i future, avail of reimbursemant, in par or in full, from any ofher sourca/empioyenfinsurance company,
for which this sssistance i requested.
1) & v woe o fe e et @ el ol e 28 e g W o W o e o we s e wom & 7 W T s S W
N mﬁr'ﬂmmﬁn‘,ﬂﬂ-mi.mwﬂ!ﬁﬁwdﬂiﬁﬂnﬂu.immiwul:

1}igﬂzm{hhmhwﬁuﬂil.wnl:m:ﬂhumﬂmﬂnﬂhrh”itﬂrht#hwﬁﬂﬂﬂhtm

AGREEMENT by APPLICANT (st g %1t

1) By amdngmyupnhnurmhkmum:mﬁ Form, | {Applicant) hereby agree & authorise Kashika Foundsfion and #'s Truslees to
ussipublishiput-upireproduce my name, address, pholo & details of the *purpose’. for which such assistance is requestedigranted, through any
medium, including but nol limited (o verbal, print, electronic, for soliciling donations for Koshiks Foundation and/or dissominating Information aboul if's
setivities/achiovements. Such use of my photo & details can be made by Koshika Foundation before or afier my treatment or fulfiiment of ihe “purpose”
far which assistance is being requesied.

21 1 (Applicant) further agree that any such use of my name, addrass, photo & datalts of the “purposa”, for which such assistance |s requesiedigranied,
will not automabeally snlie me for raceiving or continuing the said assistance. Tho decision for granting and/or continuing the sssistance will rest solely
wilh the Trusises of Koshika Foundation, and thelr decision is this regard will be finai and acceplable lo ma.

1) T e T vE s W) e we, § (s sl W %) e s o S s ol e swdnd * et s € e R
o, T ﬂrtihmﬂmiﬂmi,ﬂW'mﬂ.mmwmiﬂﬁmﬂtmimﬁﬁwm

& warftn wrd o forg s &1 %t v W fire 3t g ¥ W o W A wrd ® fivg “wifew wrrde” @ s afoge §

ey rremgm——— R R T R R R R R LR R R Bk PR T S TR W A

v T T e Py s s e g

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
ST ¥ v W FE W e

AGREEMENT by HOSPITAL (wram 0 %01

By affixing hersunder, s@mdmr%ﬁﬂnﬂwhmmmmhmlmm from Koshika Foundation, wa
(Houpital) heraby affirm & accopt fallowing:

1) that we nediner are presently nor will in future avail of financial assistance from another NGO or any other source, for the sama patienticase, B we 818
requesting 1o gat from Koshika Feundation, to the extent thal such assistance is granted by Koshika Foundaticn. I tha requesiad assisisnce is not granted
by Koshika Foundation, in part of in full, then the Hospital ressrves it's night to make up the sharifall from another NGO or any olher source. This
confirmation essentially states that the Hospital will not avall any duplicain assistance for the same patient/case from any olher NGO or any other source
2) The assistance from Koshika Foundation i only financial in matue. The choice of the treatmentprocedure advised/conducted by the Haspital on tha
pmrnLhhmdmmumm-mmnnmlmbilmﬁupud.mﬂihmmmmudbﬂum Foundation. Herce, the Hospital will
as;shum m:_:in&mvplﬂ responsibility of the treatmant & il's oulcoma & safety of the patent, and Koshika Foundation will have no tale or responsibility
In vy r:

ot e, el W s @ wdAT = i apstee " @ fifi vy by frwfon =1 wk £, frd e (s B we @ W when i b
l}ﬂrhqi-huh'qnm#m“ﬂtmﬁMuMnﬁﬂmﬂﬂﬂﬁmiﬂi.ﬂmm*mm'
ﬂhmﬁmminﬂmi'ﬁwmﬂ:ﬂ'mmhhhﬂ‘dﬁumﬂm’mmﬁmnﬁ;ﬂﬂ'ﬁumhﬂm
mﬂhmﬂmﬂﬁm“mimﬁmmmﬂnmhwﬁﬂmwuihmmmmﬂﬂmﬂnm

# wrl) viog  fedl ¥ W @ 9 S
5 “wifer wrrdee” @ @ nf wen e v v § OR T v g 0 ol W W A R sTeiER ST Ao e

= wrh ol “wifrm” o w g w fesed gm o d o

& s w1 T § s st v g e e w W T R el v d 00 % v g o sE s el e
)

RECOMMENDED FOR ACCEPTENCE giminisiralor
Fom Bl w forq wegfr \l
n/. / MBBS, DNB 9y {Name, Designation & $ o of Ationend Sl ‘“’“'
5 1822 7 e0) Ythame PR & Regn. No. with Stamp) on behalf oFHaspital)
Dale. SO SIAEwEN a3 ™ % W v s s
FOR INTERNAL USE of KOSHIKA FOUNDATION it v ¥
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=il 7R |




