G23-08- 027

© APPLICATION FORM FOR ASSISTANCE (Healthcare) K{JSh[ka
bl 1 I ) b . foundation
E————— ———— __________J

APPLICATION No, : APFLICATION DATE : C'Ej If 9 JLTJ]_S Wulﬂﬂ block of lifs

s wwn ) 1229 ) 1520 s v

NAME of APPLICANT AGE-YEARS 507-wd | sEX fifn

FCE e y it
fidical b M
FATHER'S/BPOUSE™S HAME
T Wi W Mexdan
PRESENT RESIDENCE ADDRESS wura amrdid g
‘u-.'i'ﬂﬂ 3 MPE‘M fum . (P - Nhoeay L TSy Blway ==y
ﬁﬂ ke deloal |}I"E ,RJ
PERMANENT RESIDENCE ADDRESS - =T MFTHIT T 6:’) $+ ﬂP
B Tlhoue
OCCUPATION : ; —
Ak st i HARELEL:,EHMF | UNMARRIED (sifmfa)
TOTAL lu_HHUA.L INCOME (Attach Proof of Incomn]
W it s ST - (m e o) N
PAN No. 2a1} @I Hes A
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablaj ¥as )
w T AT FOW (W W= R I W A W e Ea w A
FAMILY DETAILS it Tanm]

&1, No. Hame of Family Member Age [Years) Gandar Rulation with Applicant
oY HED qiEn & W W I =y {mi) fiy wTE F O Wy
(@) Pcy 4 76 E WLz

= TR R £ . M VA
i . 5 .
& ¥e W = E Do Ak n jawy |
S - Fal
Lyl Mo 4 [ il anm! —&m-
BASIS for REQUESTING ASSIBTANCE [Tick whichuver is appiicable)
e % e el s
BPL Card EWS Cartifical Ratlon Card

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) e fricind?

TIE TR W T v Oy oS W oE w T IO R S
(9 9T W w W W W (wam 93 1w uiE w4 {wmrm o W g e S
“PURPOSE” for REQUESTING ASSISTANCE:
wEEm B fee T i e

Sr, No Medical Repora/Prescriplons Attached

W simEaEte | = =t nd afdy g wea

-t

IOt RF = SENITF  (ATARAC
[F = SENLIE  CHIRRACT

9] c;wfiw}r — PE- _SLCS  WIIH PR
Pl

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
TH TG W B B 50w e s = A o o o

& No. NAME of DTHE'H SOURCE AMOUNT of ABSISTANCE BEING AVAILED
w0 T 5= TEE W W =t T ww

T




DECLARATION by APPLICANT, 5% B/ Wimwn 7%,
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fatory for recommending this casalpatient far inancial assistance from Keshika Foundslion, we

By affing heteunder, signature of our Auth
{Hospital) heraby affirm & aocept following:

1] that wa neither are preasently nor will in lulure svail of financial assislance lrom anolher NGO or any other source, for it samae patianlcase, 85 we are
requesiing to get from Koshika Foundation, lo the edlenl ihal such assistance is granted by Kashika Foundation, If the requested assistance is not granted
by Koshiks Feundation, in part or in full, then the Hospital ressrves [U's right to make up the shorlfall from anather NGO o any other source. This
confirmation essentially siates thal the Hospital will not avall any duplicale assistance for the same patienticase from any other NGO or any othsr source
2) Tha gssistance lrom Koshika Foundation |s only financial in nalure. The cholce of the treatmentl/procedure adviged/conducted by the Hospital on the
patient, is based on the srangement between the patient & the Hospltal, and Is in no way influenced by Kashika Foundation, Hente, e Hospital wil
sssume sole & complete responsibillty of the restmant & t's outcoms & asfety of the patient. snd Koshika Foundation will have no role of responsibliity

in the matter.
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