NRA-C-31-8f -02Al

9 .
APPLICATION FORM FOR ASSISTANCE {Healthcare)
== HETYW B STEATH Wy (TR S !cow—fh&!?i
mm.: V}eli}f (a9 7 wﬁ:ﬁmmﬁ r_a{,,.;r;:; nm.u;.m.
NAME of APPLICANT - AGE-YEARS W9-7d | sex fifn
stlbow w1 A '-h-b@“-b -:1_3 A
mmmnm: Hd"?ﬂﬂ{cl h
PRESENT RESIDENCE ADDRESS HOuE A T
' ' fine Pent
1):-F. lilﬂﬁl @P G:L
PERMANENT RESIDENCE ADDRESS : = Xwig Al
Sﬂ.ﬂ'_ﬂ [ izh_m |
%umu {rne d . '-tgg.nrm'ﬁuan} | UNMARRIED | sifivatin)
WS¢ psol- (FaAY) (o o ey N/
PAN No. T=1{ W 953
Yes | No

W WY WO UE

(4 == ¥ 78 W = % Frem e

ARE YOU AN INCOME TAX ABSESSEE (Tick whichever |s applicable):

N

FAMILY DETAILS ofran firers

Bz No. Mamu of Femily Member Age (Years) Gender Relation with Applicant
w5 How vitan % wed = am 73 (=) fetn % W Ty
I A ldiana EAS E Wl <
& RYTEY N 3 & W= =
) A gm_:jrt. Al [= Dfu-ig.h'rll}'i ihn Lall |
q- Fhataosm [e A Condmd S i
BASIS for REQUESTING ABSISTANCE [Tick whichevor iz applicable)
mrm % i fef s
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) (Attach Cortificate Cupy) (Atsach Copy) Basis/Proot
it % 9 Em o e 7 vl v . Ty e o e
(v T & ww wit v W (m o W) wrm wl e Wl (werer wn ) e wi v wh
“PURPOSE" for REQUESTING ASSISTANCE:
werm g frd i fewlt W et
Se. No. Medical Reports/Frescriptions Attached
¥ T sremeyete @ wrll W) of ufiie e Wem
BE- Cotanapd
LE- T adanacd
3 ) SRR ISTE J )
._,unﬂzgﬂa S C M
ASSI5TANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
™ TV % B W A= wee fedl s o d fm o W
8, No. NAME of OTHER BOURCE AMOUNT of ABSISTANCE BEING AVAILED
B Hel 3= T W TH e mf werm it
I TRcE Lose)




DECLARATION by APPLICANT: ST T v :

1) | hereby confirm that sl detads in fiis Form are True 10 he best of my knowledge. Any talse statement will rencer my Appiication & ongoing
leabile for repecliondcancallation,

2) | solemnly confirm thed assistance, f received from Koshiles Foundation, will be used only for the "purpose”, ed siated in this Form, for which such

wits requasled by me

a}lmeMImmlﬂmhhm.wﬂﬂmﬂhmﬂ.mmahﬂ,hmmuhuﬂnuﬂumﬂmum_ﬁm

for which this aasistance i requested.

1) & shem wom f 8 v TN 4 et o e 40w s we ol & ofe i fe of e e v o A A s Brom o) w et

71 &t po W v vfe “sifew wrtwt, ® o w o 8, s T el wtve o) P Tt fem i, W@ o owe F v b

3) ¥ ofte wow e fora wwren o o andn W) v &, wm of W s e fren e o i Pl sl 8 3 @ frm § ol 3 ofes o

AGREEMENT by APPLICANT (saes gm 571)
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By affixing hersunder, signature of our Aulthorised Signatory for recommanding Lhis case/patient for financial assistance from Koshika Foundation, we
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1) that we neither ane presently nioe will in future svall of inanciel assistance from anciher NGO of any other saurce, fof the samae pallentcase, aa we bre
requesting 1o gol fram Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
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confirmation sssentially states thal the Hospitel will not avail any duplicate assistance for the same patient/case from any other NGO of any other source
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sssume scle & complels responsibility of the treatment & Il's oulcome & safety of the patient, and Koshika Foundation will have no role o responsibility
in the maiter.
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