APPLICATION FORM FOR ASSISTANCE (Healthcare) K,% h ika
HeETHdT By SR UEd (T ST ) T et
F [- 3 . o "
;I;;c;;gu:n X 09 2 lJD’-} SOP ;g;:m%nuumﬁ. ]d‘. D"j)?f Building hlach of libe.
NAME of APPLICANT | ' AGE-YEARS Fig-md | SEX firm
AET% W A B&&M & «9_ M
FﬁTHEFI'SJg;DqI.::E'S HAME - -@ }D %: A.A-Q %ﬂ ﬁ
PRESENT RESIDENCE ADDRESS ai=ry ety um
Pﬂl{_ig-mﬁhna.lfgﬂirf&uuaﬂwfhf_ J -
: : : pieop pestof
ENT RESIDEMCE A : TR ST T
- 5189 Ba.ﬁa}tfaudlf
h%&_mm
occupation: (. Lie¢ MARRIED (i) + UNMARRIED [affzarem)
TOTAL ANHUAL INCOME
o A A0 0D ypecilipida i SRV

PAN No. T W@ T8

T A EE CFT TR (W

ARE YCHJ AN INCOME TAX ASSESSEE (Tick whichaver Iz applicable):

oFg B FR T W W A AT

G

FAMILY DETAILS wiman fammn

&r, No. Mama of Family Mambar Age [fears) Gander Relation with Applicant
wH HE vt & "ol T IF (7)) fefm FETE ¥ Y A
D hla.ﬁ.a_"q.n:!.n.&;_,_._&é,_ F Unigldea
.93 2ol S a AR 532 - LUtlp
e ﬂ
BASIS Tor REGUESTING ASSISTANCE [Tick avur Is applicatie)
Tergm % T faf smR
BPL Card EWS Certificate Ration Ca 4
{Attach Card Copy] {Attach Cerleiﬂcaml: Copyl i#!!lcl:l } BA;:-.L?;:‘:;
TiET ten & S T 9 ¥ A = T O = . -
(T T3 Ft wr v e wh (T TR # B wa we (e Y o ufE s W '

“PURPOSE” for REQUESTING ABSISTAKCE:

wrem ¥ fwd i e @ e
5r. Mo Medical RapertaiPrescriptions Attached
W HE FEmrEEn § i = ™ v g g
L 1] Diaa Eix=__ ¢
: Pt a® e Wl - i
7 APV, KE (at I 3151
G
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
= T w-a TETW FeAl o wm A T w?
Er. No. NAME ol OTHER SOURCE AMGOUNT of RSSISTANCE BEING AVAILED
T WE - TG F W
{_\:g /S .-_thjﬂ{'!fi-—._._




DECLARATION by APPLICANT: 3w gft Seem ws:

1) | hergby canfim that aHl details in this Form are True to the best of my ingwladga. Any false stalement will render my Apglicalion & ongalng assistance, it any,
tiabde for rejecton/cancetation, o _ _

2) b solemnly confirm thal assislance, if received fom Koshika Foundalion, wil be used only for Ihe “purpese”, &% stated in this Farm, lor which such azsistance

was requested by me.

3] | hereby confinm thal | have ngd & will not in future, avat of reimbursemeant, in part o In full, from any other source/employerinsurance campany, of the armoun

fod which Ihis mEsislance is requested.
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AGREEMENT by APPLICANT {=mes @ F1T0)

1} By affixing my signature or thumb Imprasslon on this Form, | {Applicant) hereby agree & authorisa Koshika Foundation and it's Trustees lo
usefpublishput-uplrepreduce my name, address, photo & details of the “purpese”, far which such aszistance is requestedigranied. hrough any
medium, ingluding but nol Iimited Lo werbal, print, electranic, lor sehelting donations for Koshika Foundalion andfor disseminaling information about it's
aclivitigsiachievemems. Such use ol my phola & detzlls can ba made by Koshika Foundalion belore or after my irgatmeant of fulfilment of the "purpose’
far which assislance is being requested.

21| tApplicant furlher agres thatl any such use of my name, address, phole & delails of the “purpose”, for which such assistance is requesiedigranied,
will not autemalically entlila me lor receiving or continuing the said agsistance The daclsien for granting and/or continuing Ihe assistance will resl solely
wilh Iha Trusteas of Keshika Foundation, and their decision is Ihis regard will be final and acceplable to me.
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By alfining hereunder, signature af aur Authorisad Signatlary for recommending this casedpalient lor financial assistance from Koshika Foundation, we
{Hospital) hareby affirm & accept following:

1] thal we naithar ara prasently noe will in future avail of financial assistance frem anathar NS0 or any other souree, for the same palienticase. as we ara
requesiing to gel from Koshika Foundalon, to the extant that such assislance |& granted by Koshika Foundation. I the requested assislance is not granied
by Koshika Foundation, In par or In full, then the Hospital reservas it's right 1o make up the shodfall from angther NGO or any other seurca. Thie
confirmetion essentially states thet the Hospital will not avail any duplicale essizlance for the seme palient’case from any other MG or any other source
21 The assistanca from Koshika Foundation is only financial in nature. The chaice of the treatmentfprocedure adviseddconductad by the Hospital an the
patient, is based on the arangement betwaan the patieni & the Hesgital, end i b0 na way influenced by Koshika Foundation. Henca, the Hospital will

assuma sole & complala responsitdlity of the trealment & it's outcome & safely of the patienl, and Koshika Foundation will have ne rale or respansibfity
irn IFe rhatter.
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