-~

APPLICATION FORM FOR ASSISTANCE

{Healthcare)

Kﬁ?shika

foundation
R
Building black of lifg

HWeTHal B 3HER WiE9 (FrEer dErare)
APPLICATION Mo, @
o n|oqat oas: " ol al
NAME of APBLICANT | . AGE-YEARS - | sex
v Shivatinge Gooda <3

FATHER"S/SPOUSE'S NAME :

8o Mudanadtr  Clowesnde

t.‘h

N TH
> FRESENT RESIDENCE ADDRESS =uiH PITH WM .
Mo e Et -
: pie 0P poStop
PERMANENT RESIDENCE AGDRESS - wf s ma

- - 098] Shwalergopdd

YTV R TY AT
-'DCCUF'ATIUN: 0 M Mmﬁ;m} { UNMARRIED (v
TOTAL ANKLUAL INCOME : [atzch ProgF of Income]
71 At am 3".1,51*:‘73/—#'” (3T T WeT Fow)

FAN No. 7817 T S

T AR WE HT A

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):

t (@ o= W w w w Fe e

‘l'a:s.flﬁr-"
B/

FAMILY DETAILS ofram faems

o
Br. No. Mame of Family Member Apa [Years) Gender Relallon with Applicant
T T oftan = Y (=) Sl % WY ey
s L2 , E
I ﬂ.ar gt oo _.H:E"’ I— Layr J @2
= " 2 P
[ it o b ol o M - Irl
N e = - ]
{_‘:i! Fallan EKvma n el =4 )
BASI5 for REQUESTING ASSISTANCE (Tick whichaver Is applicable)
waEm = AT
BFL Card EWS Cerlificat R
{Aitach Card Copy| {Attach Cnrﬁflcaﬁe Eup}rl iF-!:t:h Copy ;:; 3;5?::&
i AN e S MTT T U T TG o
(U T3 W o e w {TEMT W I T TR W i { T WS H wE Wi Herd
_ "PURPQSE" for REGUESTING ASSISTANCE:
- weram &Y R W W e
G M. Medical Reports/Prescriptions Attached
FH e e ¥ T #t T RREE gE e
P! =
LI,I ”m-{-ﬂn..ﬂJA Ko foabonal
[ = Coloner
A il
4] R ngenit 1l £ Caltanarl T Fcliol.
L i
Y| L}
ASSISTANCE BEING AYAILED for SAME "PURPOSE" from DTHER SOURCES
T I 9 B, T 3T WerRn few s wie ¥ e e en
Er. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AWAILED
w0 " T T 8 T T
ﬂ o == £
F1f Lyre /s, & LD e
e —— f




DECLARATION by APFLICANT; FTHeE TR =il

1) | heveby confirm that all details m this Fomn are True (o the besl of my knowledge, Ay false statement will render my Application & pnyolrg assistanse, If any.
liable for rejectionicancellalon.

21 | sglemndy confiem hat assislance, i raceived #rom Kioehika Foundation, will be usad only Tor ihe “purpose”, @3 stated in this Form, for which such assistance

was requesied by me

211 haraby canfir thal | hawe nal & wall not in futuré, Svail of rembursemant, in pad or in full, from any other Bsurcefemployarinsurance carmpany of he amaurl

for whizh 1hiz assistance is requestad

1y ﬁﬁmmﬂﬁ:wmﬁfﬁﬂﬂmﬁﬁmﬁﬁmiﬁmmﬁmtmﬁﬁﬁmqﬁmmwmtﬁﬂﬁmﬁmuﬁmmh

23 iﬁmmﬁmnﬁ:'nﬁﬁmwﬁm'.ﬂﬁmrﬂt.mmmmﬁﬁﬁﬁsﬁﬁrmm_rﬁwmﬂmmi-

11ﬂ3fqm{mmmm%qwmdmﬁﬂﬁt_wnﬁ7mmﬂimmmﬁmﬁ#mﬂmﬁdmﬂvmﬁﬂwﬁmtmwﬂmﬁﬂm

AGREEMENT by APPLICANT (e T0 )
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By afizing hereunder, slanature of aur Authorised Signalory for recommending this casalpatienl for finansial assistance from Koshika Foundation, we
{Hospilal) hereby athrm & accept following:

1} thel we naithar are presenlly nor wilk in Ruure avail of financial assistance trom ancther NGO or any olher sourts, Tor the seme patlenticase, @5 we ate
eequesting e get from Keshika Foundation, 1o the extent that such assigiance is granted by Koshiks Foundation. I the requested assistance is nol granted
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palient, Is based on the armangament between the patlent & the Hespital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sate & eomplate responsiblity of the trealment & it's oulcome & safety of the patient, and Koshika Foundation will haye no role or responsibility
in the matter,
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