ol G-1%- 02 —onl -

APPLICATION FORM FOR ASSISTANCE (Healthcare) ' K{%h[ka
HETEH Y HEST WEY { AT TEY ) e P TP
APPLICATION Mo APPLICATION DATE ]—a 1-lo W sathing blesh of Ale
S e ﬂ_luqqa\ 1124 st P 0 23
NAME of APPLICANT - AGE-YEARS ¥-mi | sex fein
il Sandach G4 £
FATHER'S'SPOUSE'S NAME
g w1 Fayyesh
_PRESENT RESIDENCE ADORESS gAY FFEEE T
- 3plo0 Precp Postop
PERMANENT RESIDENCE ADDRESS : ol
He abhoene. ”Ql] Sﬁth'DS}.
W““’“ Home, th oy MARRIED (i) | UNMARRIED (smim)
TOTAL ANNUAL INCOME : N, o {Attnch Proof of Inpoma)
ity s0.000 b Clasily) (o 0w w) Y
PAN No. Tl & F NA )
1 A g € (% S ) 3 W P i)

FAMILY DETAILS gftar faam
Hame of Famity Member Age (Years) Ruiation with Applicant

Br. No. Gonder

w% wem oftan & sl 1 A8 Tw () 7 % Hy wa
7 PTIVESH A7 74 . —— T
L IR

BABIE for REQUESTING ASSISTANGE (Tick whichaver |5 applicaliia)
g % fard fimf s

BPs. Cand EWS Cartificate Ratlon Card Any Other
(Attath Card Copy) {Atiach Certificate Copy) {Attach Copy) Basis/Prool
witd T # A4 W v sy Wl vy s Mg e
(wT gy ¥ W v o (g wy ) g o Hen W (wmm T W W v A w1
“PURPOSE" for REQUESTING ASSISTANCE:
wrm ¥ B m e W agge:
§r. No. Modical Reports/Prescriptions Attached
W semEhe # WA W wivdey e wee
T 'ﬁ%@m—m = CEAITE 7 TURRT
LE =~ ChllE  (CHIARECL
8 SL[taf_'nr[-— - T WH PmmA
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v Tiem ® vy vl e wenm fal s Wi @ fem W7
&r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T FED e = wf wwvam i

Ir Al




e - —— - T =

L !
DECLARATION by APPLICANT; wiER® 1 Soem 7; ke
1) 1 hereby confinm (Mat ol details in this Farm are True (o the best of my knewledge, Any felse ststoment will render my Applicalion & ongolng asalstance, If any,
liable for rejectionicancellation

2} | solemnly confirm thot essisiance, Il receved from Koshika Foundation. will be usied onily for the “purpose”, oy stated in this Form, for which such assistance
was requesied by me

3) | hereby confirm that | have nal & will not in future, avall of reimbursement. in part of in full, frem any other sourcalemployorinsursnce company, of (he amount
for which this assistance s requestod

1) ¥ wtwen wom f & o w5 ot omt wh v S e s v vl W b ok s feon o s smen v o & o S e fom wow ol

2) 4w i s ofe S sifes s, A 5w ot 8 s T whowtve o i e fen i, = wee F woom d

1) 8 e w f e fam we fg o i o o B, wm of W s o e free Bl e el sl A 3 o fm @ od g o s o oim
AGREEMENT by APPLICANT (&ifes g wan)

1) By affieing my signature or thumb impression on this Farm, | (Appicant) hereby sgres & authorlse Koshika Foundation and I's Trustees lo
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By affiung hersunder, signature of our Authorised Signatory for recommanding this casa/patiant for financal assisiance from Koshika Foundation, wa
{Honpktal) harety affirm & accept following.

1) that wa neithar g presently nor will in future avail of fnancial essistanca from onothor NGO or any olfhar souice, lor the same patlent/case, B8 we aro
requesting lo get from Koshika Foundatian, to the extont that such assistance is granted by Koshika Foundation, If the requestod assistance is not granted
by Koshiks Foundation, in part or in full, then the Hospital reserves s right to make up the shaetfall from anothet NGO or any otter sourca. This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2) Tha assistance from Koshika Foundation s only financial in nature. The choles of the treatment/procedure ndvised/conducied by the Hospital an the
patignt, ls based on the arrengement betwesn the patient & the Hoapital, and is in no way Influenced by Koshika Foundation Honce, the Hospital wil
asaume sole & complete responsibillty of the treatment & I's outcome & safaty of the patienl, and Koshika Foundation will have no role or respansibliity
in the mattor.
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