APPLICATION FORM FCR ASSISTANCE
HWETen Y &R WiEq

{Healthcare)
(FrRug e )

APF‘LIEATIDH M. :

Niogai |

Ii 2 &

APPLICATION GATE :

e fedt

K&¥hika

foundation
Building black ot lifa

S0 /ﬂr )Z-I

HAME quPFLIILT.ﬂ.NT

MaJmMruLa

AGENEARS HTI-TH

$EX frm

Fo | F

:’;am For B8 TriJ.ﬂi:::-,r:r‘uhii

FATHER'EfSPOUSE'S NAME : w[
w 2] E}éi.ﬂmﬁoujiﬂ
. ” PRESENT RESINENCE ADDRESS d/wiq SPUreiy wal
Mallain ol
- ' 2 6P pott
{ Lo MA@ d Do Ple D % ¥ &f
FERMANENT HESIDENCE ADDRESS ; 700 SFORM T W22 ]. {; ML

Coptrs

OCCUPATION :
A

mm‘ﬁEE{mm} { UNMARRIED (s

TOTAL ANNUAL INCOME ;

3 Seovn[—

{AHach Progf of Income)

wH =Fiftw am { 5T T WD WA
PAN No. T=Rf T8RN sl

ARE YOU AN INGOME TAK ABSEGSEE [Tick whichever is sppiicabie); Yes/No

W A Ay W T (9 W B 3w 9w T e e 7 7 et

r

FAMILY DETAILS =ffap foamm

&r. No. Marre of Famlly Member Apa [Yesrs) Gender Relatlon with Appficant
T A Tfian % e =1 ™ 33 () |l A % Wa wy
_.",.,-r""r
‘_,.r-"
==
e
BASIS for REGQUESTING ABSISTANCE (Tick wh & Bpplicabla)
werm % fid fiafa s
BPL Card EWS Carlific
(Attach Card Copy) {Attach l:araﬂcal:ténpﬂ :mﬂ'gzﬂfa ;m 3; ?Ptherf
THE % v T o T T e
{ SO T T Arn 9 HE W {7 5= %1 9 W we (WM T W TR W wA R o T T

“PURFOSE" for REQUESTING ASSISTANCE:

mem g e ™ R W T
5r, h:‘u. Medical Reports/Prescriptions Attached
wY e SERNVERRE § AW W T gheE g W
f\ (o ¥
(7 Dicgnats B a¥eracr
L& (o Foanack
) 4 = .
lﬁ_‘ ""'uhl"'l.ruﬂi K- oL lotams - T FPrial
7 —
LY
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
ARG R R L P S S
Sr. No NAME of OTHER §
e EF: il $““ AMGUNT of:ﬂ&ﬁ;STAINCE ggﬁmﬁ AVAILED
0 DRTS T —
oot ST




DECLARATKON by APPLICANT: #res g0 =mm =1
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1} By aftixing my signatute & thumb Impression on thim Form, | {Applicant} hereby sgroe & authoriss Kmshika Foyndatien and it's Trustees o
uneipubishipul-upireproddos my name, address. pholo A galals af the “purpose”, for which such assislance is raquesledigranied, through any
madium, Insluding bul nol Fmited la yerbal, prinl. slectronic, for soliciling denations far Koshike Foundation andfor disseminating information about it's
activilies/achiceements. Such use of my photo & detalis can be made by Koshika Foundation before or aftar my trealmant or fuliiment af the “purpose”
for which pesistance m being requasied

2) | {Aogiicant) further agres ihal any such ube of my name, address, phela & delalls of the *purposa”, for which such assistance is requestadigranied,
will not sutsimalically enlithe ma lof receking or conlinuinp the said assistance, The decision for granting andior continging the assistance will rest solaly
with tha Trusiees of Koshiks Foundation, and Iheic decision is this regard will b final end acceplable to me.

|)mmwwmmwaﬁr$ﬁmwm.ﬂmﬁﬁ}m:ﬁmaﬁnﬁgfqmiqﬂ“ﬁﬁmm%mmhmm'aﬂmmimhw,
m,qﬂ'&ai‘r{'-ﬂﬁﬂmwmﬁﬂ'ﬁli.'aﬂ'W“mﬂ,m.mﬂ@ﬂgﬁrnﬁﬁﬂﬂﬁmﬁmﬁﬂﬁﬁﬁﬁmw
ﬁmmimmhﬁmmmﬂtmiwﬂuﬂﬁtﬁiﬁﬂ"ﬂﬁmm'wwmil
z)*‘-’tLamm}wmﬂm{ﬁ:ﬁnw,m.ﬁaﬁ:ﬁmﬂﬁﬁsm%mﬁﬂmigﬂm:mmmmm|EMﬁ

iR ) WS e W fig sha s e v

AFPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSICN ! r

e % W O A W T
L
T —
i ) 117
AGREEMENT by HOSPITAL {X&=m &M %)

By affixing hereunder, signatura of our Anthodized Signatary for racommending this caseipatient for financial assistance from ¥oshika Foundalion, we
{Hospital] hareby affiem & scoepl lollowing:

1] that we raliher gre presantly nor will In future avail of finarcial assisiance Irom ancther MG o any other source, Tor the same palienicase, a5 we afe
reguasting to gal Irem Koshika Foundalion, to the exant that sugh assistance is granted by Koshite Foundation, Il the requesiad asssstance is Aol grantzd
by fostika Foundstlon, in parl of in full, than the Hospital resarves it's fght ta make up the shortfall frem anothar NGO or any other source, This
confirnation essanlially states thal the Hespital will nol avsil any duplicate assistence for the same patienticasa fram any other NG or any giner soLce
2] The assistance Irom Koshika Foundalion is only financialin naturg. The chaica of the Ireaimentiprecoture advisedicondusted by the Hosqital o the
patient, is based on the arangement belwesn the patiant & lhe Hospital, and is [0 no way Influenced &y Koshika Foundation, Hence, the Hespital wil
acsuma sala B complela responsibility of the treatment & W aulcome & safely of the patient, and Koshika Foundalion will have ro role ar rasponsibitity

in the matter
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