APPLICATION FORM FOR ASSISTANCE

e BT FEEN WrEd

{Healthcare)
{ == 3

B o e

APFPLICATION Ha. ;

APPFLICATION DATE :

gy [ Hth A faodt 3&]4[?4

% .
Koshika
feoundation

=1

N
HAME of APELICANT :
et e ’I’l:wefm MR

ACE-YEARS STH-® | sEX frfn

6o =

FATHER'SISPCHISE'S MAME @ D} ‘D M : o

= AW
. . o FRESENT RESIDENCE ADDRESS Z9dm g o
(fopad B npXe | B, 1S evga by _{_—l‘#_uﬂm“'&ﬁw
L{ﬂ\.ﬁ‘th—-m: ﬁj J HE’DP posd DP
PERMANENT RESIDENGE ADDRESS : ¥1f MPiTy Tl
o) " M & maymrma_
Soaae oLh alony
N O’?.?‘Pj < MARATED (Rfoc) ¢ UNMARRIED (aifmies)

TOTAL ANNUAL INCOME :

s A St f"’"’

{Attach Proof of Incoma)
{ & 1 W W)

PAN Ho. 78 A W —
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver In spplicable): Yes fNo
¥ @M W waw (W 9R ¥ IR W AR P e o/

F

FAMILY DETAILS wfrmm fammm

&r. Ha. Mamea of Famlly Member Age {Tears) Gender Retation with Apglleant
FA T T AT T (=) fefm Eit it I I
~. g
1! T vacicio T = Ziclex
EASIS for REQUESTING ABSISTANCE [Tick whichaver Is applicable)
o + o AR A
BFL Card EWS Cortificats Rafion Card Any Other
{Attach Card Cepy) {Attack Cartificale Copy) (httach Copy) BaslsiProof
ey Te &% A= T e A T T I B T T
fram 93 e v gEe W (e w8 Wt Ben 37 e W { e Ty T W W e wh

"PLURPOZE" for REQUESTING ASSIETANCE:

werm 3y el T e W e
§r, Hg, Medical Reports/Prescriptions Attached
am_#!rm o e W i R g W T e
o 3 s
ILIZ.F i dnaila i: = ot onoay
‘ L F Fraltonasl
= {
| Bl Do aendd [ P o Eanar E -+ PClol,
) B
" < {1
ASSISTANCE BEING AVAILED for SAME "PURFOSE” from OTHER SOURCES
W I F o F &9 WA TR o Wi o o e
Sr. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=T " H = W A T FErEE W
Fam . = I
t\‘;} p LTl S ] ==




DECLARATIIN by APPLICANT. HTHTF ERT e wa:

11 | hereby sonfimn that al delails in this Farm are True to the best ol my knowledge. Any Talze statemnent will render my Application & angeing assistance. it any,
liatde for rejecion'cancellation.

2) 1 solomnly confinm thal aesistance, if received from Kaoshika Foundation, will be used onby for the *purposa”, a3 slated in this Form, far which such assistance

was requested by me.

3} 1 hersby sonlirm thal | have not & will noln futurs, avail of reimbursamenl, irs pard or in full, g any olher sourcefamployerlinsurance company, of the amount

for which this assistance is requestead.

|jﬁmm{ﬂﬁwmﬂﬁiﬂﬁﬂﬁﬂmﬂﬂmﬁmmqﬁmimﬁaﬁimﬁmmwmtaﬁﬂﬂmﬁmaﬂwmtl
1}ﬂimvﬁmmuﬁ-1'mmm“,ﬂﬁmmi,mmmmaﬁiﬁ#ﬁﬁﬁmm,ﬁrwmﬂwwh
3)ﬂ’gﬁemtﬁ;mmi‘gmmﬂmuﬁﬂi,wmwmmmmwmmﬁﬁWMMﬁwﬁmiﬂnaﬂmﬂﬂm

AGAEEMENT by APPLICANT | s+ T/ 5100

1} By affixing my slgnature or thumb impresskon on this Fomm, | {Applicant) herdby agrea & authorisa Koshika Foundalion and il's Trustess to
use/publishiput-upireproduca my name, address, pholo & details of the "purposa”, for which such assistance is requestedigranted, through any
medm, including bui nat bmltad la wverbal, print. slactronic, for soliciting donations for Koshlka Foundation andfor disseminating informaticon abkaul it's
actlvitics/achievemanis. Such use al my phale & delails can be made by Koshika Feundatlon befare or after my treatment or ulfilment ol 1he *purpose”
far which asslstance is being requested.

211 tApplicant) furlher agres that any such use of my name, addrass, pholy & details of the "purpase’”, far which such asslalance is requestedigranted,
will ngt autamatically enlile e for recaiving or continuing the said essislance. Tha decision for graniing andfor conlinuing the assistance will rest sabely
with the Trugiees of Koshika Foundation, and their dacision is this regard wiil be Inal end acceptabla o ma
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AGREEMENT by HOSPITAL (TEm &A1 FaR}

By affixing hereunder, signature of our Autharised Signalory for recommending this ceselpatient for financiel assistanee from Koshika Foundatian, we
[Hospital} hereby sffimm & accapt following

1] thal we naithar ara presently pot will in future avail of inancial assistance from another N0 or any pther spurca, for the same patlent/casa, as we are
reguasting to gel Irom Koshika Foundation, 1o the exlent that such assistance is granted by Kashika Foundation, |f the requested assistance is ol granted
by Kashika Foundation, In part o in ull, then the Hespital reserves il's right te make up the shartfall from another MG or any other source This
confirmatign assanlially states that the Hospital will nal avell any duplicate asslstance for the same patienlicase from any other NGO or any olher source
2 The assistance fram Koshika Foundalion |s only financial in nalurg, The choice af the Ireatmentprocedure advisedizonducted by the Haspital on the
palient, is bazed on the arrangement between the patient & Ihe Hospilal, and k5 In no way Influanced by Koshika Foundation Mence, the Hospital will
assume sols & complele responsibility of the treatment & iUs cutcome & salety of the patlent, and Hoshika Faundatian will have na role or responsibility
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