ALOR- C- 23-02 - 608¢

APPLICATION FORM FOR ASSISTANCE (Healthcare) : thll{a
; bk ¢ 2 foundation
APPLICATION Ho. : APPLICATION DATE : &) - L -20L! Btidang Biock of hin i
lﬂ‘-‘ﬂ e ﬂ , qu.&l—uﬂ sres T 3 e —
m of APPLICANT AGE-YEARS 19-T4 | sgx fin
W W
Kanchan Ram o b

FATHER'W/SPOUSE'S MAME - _
Fenvzes & A Qyram

PRESENT RESIDENCE ADDRESS WawH SN Ta

age..  Sitanasa

Rajasihan- A91605 Precf  Poghop

PERMANENT RESIDENCE ADDRESS : =1l smameim um

He — Above, 13 kﬂhf}m |
Kom |

OCGUPATION : MARRIED 1 H;hlrﬁﬂ} | UNMARRIED (i)

kil .
TOTAL ANNUAL INCOME . (Attach Proal of Incame)
= afits sm <0000 (s W oW W) wH
PAN No. ad wim wem NI
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is spplicable) Yes
1 @ o W T # (A W W 99 W W P s #f@t‘)
FAMILY DETAILS wiam, 15ae)
St No Name of Family Member Age (Years) Gendor Relation with Applicant
W e nitan & WAl WA W () fEm SETE % WY wa
&P NaZbhda. et EC E ile
8] Thala 28 ™ Som
05 9) Mika p: E /N S T R S (51T

5

BASIS for REQUESTING ASSISTANCE [Tick whichever Is appiicabis)
w5 ol fmfe soum

OPL. Card EWS Certificats Ration Card Any Other
(Attach Card Copy) (Attach Cerlificate Copy) (Artach Copry) Basis/Proof
nitdl T 5 4 w9 = s wl Ty v W s W W
(o w3 ) = oy wee st O W i o weEE W { T 9 WY e R e
“PURPOSE" for REQUESTING ASSISTANCE:
wm ¥ el e fe . oagde
&1, No. Maedical Reporta/Prescriptions Attached
T sepmevEier @ wi 1 v yfinte g dem
- fﬁ_km ; = .
. LE - SENILE f_"ﬁ'TFIFU-'#E]
oy Sudery = LX- CICE  WJTTH  Prmmnf
ASSISTANCE BEJNG AVAILED for SAME “PURPOSE" from OTHER SOURCES
v ITEm % 0y w6 S e e s wE R e o
Sr. N, NAME of OTHER 50URCE AMOUNT of ASSISTANCE BEING AVAILED
W W = T W &t i s ol
L. Wil




DECLARATION by APPLICANT, S1i%wW Erl wiwen I%;

1} | heraby confim ihal ail details In this Form ane Trug to the best of my knowledge. Any falae statement will render my Application & angomng assistance; || any,
liable for refection/cancellation.

2} | solernnly confirm that assisiance, |f recelved from Koshika Foundation, will be used ony lor the *purpess®, as stited in fhis Form: for which such oskistance
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AGREEMENT by HOSPITAL (wewmm g %)

By afflxing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Haspial) heraby affirm & nccep! fillowing:

1) that we naithier are presently nor will In fulure avail of financlal assistance from another NGO or sny other source, for the same patientcase. ps we ore
requesting o get from Koshika Foundation. 1o the extsnt thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Kashika Foundation, in part or in full, then the Hospltal reserves (s right 1o make up the shortfall from ancther NGO or any other source: This
confirmation essentially states that the Hospital will not avail any duplicate assistance for he same patientcase from any other NGO or any other source
2) The assitance from Keshiks Foundation is only financiat in nasture. The choice of the treatment/procedure advissdiconductad by the Hospital an the
patient, s based on the arrangement between the patent & the Hospital, snd Is in no way influenced by Koshlka Foundation Hence. the Hospital wiil

Bssume solo & comprete responuibilty of the treatment & H's outcome & safety of the patient, and Koshika Foundation will have no role or respansibility
In the matter
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