-3 R Newgh

[Healthcars)

APPLICATION FORM FOR ASSISTANCE
{ vy 3T )

WETRN B AT ured

APPLICATION DATE :

K ¥hika

foundatian
Building black ot lifa

QQK‘HH

APPLICATION No. : / /

S e Nied2lf1es & Fia

MAME of APPLICANT AGE-YEARS ®-i | gzEx fim
T Shamblasmman, E25 £

FATHER'S/S5POUSE'S NAME :
1L

Ly yedd

FRESEMT RESIDENCE ADDRESS ™Rrs sFnem =

i ) -

)
Iﬂqﬁﬂt:u:_, ﬂEEhH% Ii . .
P NT RESIDENCE ADDRESS

 CATE. [y OVoUN

Peop TestOP
105 Ahardhammg

HAFEEEE {fei] 1 UMMARRIED (s

DCCUPATION ; \‘RO DL W
AT iy

TOTAL ANNUAL INCOME : {Amach Prosf of Income)
T T A = (¥R T WEE )
PAN o, 05 W HE9 .

Yes!

::1/

ARE YOU AN INCOME TAX ASSESSEE (Tick whichewer ia np::%blﬂ:

W AT AT R T & (W T W TE W we m P e w/
FAMILY DETAILS it figeor
Br. Mo, HName of Family Mambar Age [Years) Gander Ruelathon with Applicant
¥ T . wiEm % grey W oam 39 {ay) fam AAEH F WMa Ty
1e ] Ve VARl - T N Ta]
= BASIS for REQUESTING ASSISTANCE (Tick whichever is appllcable)
e 5 ford firia amm o
BPLCard .
(Attack Card Copy) (Attsoh Certmerea Gony) Jﬂéﬂ gard, Any Other
T * 92 mm e i AT T Besis/Froof
{ AT T F I v dEm W (T WY W P Wi WA & (¥ o = e e W 5 T e

“PURPOSE" fior REQUESTING ASSISTANCE:
wE oy R ™ = e
Madleal Reports/Prescriplions Atachad
MEAE/E B A W T e g we
de— cotnrnCt

[E— okouet

Br. Na.
T =

\ 1:\ ii’_‘unjnl:‘:‘s.&_&-'

L= |

LE— Colomact F peyol ]

S AT Cypolnt
= L=

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from DTHER SOUR
i CES

TH I ¥ 4 W a0 wer Rt s e 9 o

NAME of OTHER SOURCE AMGUNT of
ASSISTANCE BEING AVAILED
=T T A @ W et
rghht" ] o~
1

ar. Ne.
T T




DECLARATION by APPLICANT: MW S sion o

11| herahy confirn that all delails in this Form are True to the best of my knowledge. Any falsa slalement will render my Applicalion & ongoing assistance, & any,
lizble Ior rejeclionfcancaNalion.

23 | selemnly confirm (hat assistance, i recaived from Koshike Faundation, will be used anly for ihe “purpese”, as stated in this Formn, for which such assistance

was reguasied by me,

3 | hereby confim that | have nal & will not in fulura, avail of reimbursemel, in part of in full, frerm any other source/amployerinsuranca company, of the amaun

loe which Ihis assistance i3 requested.
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AGREEMENT by APFLICANT (smies 571 %21}

1] By affixing my signature or thumb Impression on Ihis Farm, | tapplicanl) hareby agree & suthoriss Koshika Foundation and it's Trustees (o
use/pubhshipul.upireproduce my name, addrass, photo & delails of the "purpose”, for which such assistancs is requesiedigranted. through any
medivm, incleding but nal limited lo werpal, print, electronic, for sollching donaliens for Koshika Foundatien andfor dissemminaling information about it's
actlvities!achievements. Such use ol my pholo & delails can ba made by Kaoshika Foundation befare or affer my freatmant or fulfilmert of the “porpase”
for which assislance s being requested.

21| (Applicant) further sgroe that any such use of my name, address, photo & details of tha “purpose”, for which such sssislance is requasiedigranted,
will nol aulomaticaly enlile me fof i=ceiving of conlinuing the sald assistance. The daclslon for granling andfar continuirg the assistance will rest solaly
with tha Trustess of Koshika Foundation, and their decision Is ths regard wlll be Inal and accaptabla 1o me.
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AGREEMENT by HOSPITAL (¥R §W =H)

By affixing hereunder, signature of our Authorised Signatery for recommending this case/pationt for inancial assistanca from Koshika Foundation, we
(Hospital) heeatyy affirm & aceep following:

1} that wa neither are prasently nor will in huture gvall of financiel assistance from engther NGO or any othar source, for the same patignticase, 45 we are
requasiing to gel from Kashika Foundation, ia the exlent hat such assislance 15 granled by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundatian, in part or in full, then the Hospilal reserves I's fight to maka up the shorttall from another HGO or any oiher sourca This
confirmation assentially stales that the Haspital will nol avail eny duplicate assistancs for the seme patlentfcase frgm any olher NGO or any slher source
2) The assistance from Kashika Foundation is only financial in nature. The choice of ihe teatmentiprocedurs advisedfeonducted by the Hagpital an the
patient, i based on the arrangement betwean \he patlenl & the Hospital, and is in ng way itfluencad by Koshika Foundation. Henca, the Hospltal wilk
zesume sale & complela responsibility of the treatment 8 it's gulcome & safely of the palient, and Koshika Foundalien will have no rale o responsibllity

in the matler.
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