MR- - WU=-of- oS Y6

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{?Shl"la
HETHAl €9 3EET WEY (FrE S e
. foundatian
-mmm.: V!*"IQLI' (fSJLl ;fﬁ;:;cf;&mmm- H}g;f;\i m
NAME of APPLICANT ! AGE-YEARS 5T-m% | sex fin
HAEE Wl = H M""] E_’Vt‘ ?D F
FATHER'SISPOUSE'S MAME - .
fam/wge w1 W ﬂ'ﬂﬁﬁ
JPRESENT RESIDENCE ADORESS ¥#wr Saar , 7l g
lehana g ‘ﬁ'uvu.r_rr; e hnamad , Q:-Ll.ru..?lg P WEMW;]E%*
‘ ey
- P I5[%T P
PEAMANENT RESIDENCE ADD : F A
S € mﬁf_‘
OCCUPATION : Hown e A CLk A W ! UNMARRIED (i)
TOTAL ANMUAL INCOME ! & B (attach Proof of Income) /
FF WwE Yagun | ~ {Faan YD (5% W1 AT HE) __/]ffj
PAN No. Tm =07 Hosm
ARE YOU AN INCOME TAX ASSESSEE [Tich whichever Is applicable): Yesi N
T W S T (A T W I W E W e e o) L,//j
FAMILY DETAILE witam famm
&r. No, Nama of Family Mambar Age (Yoars) Gandar Relation with Appticant
=1 TE ot % T w1 A ELRELF %ﬂn FETE % WY WM
I: Slnheny S 3 - Pobaland
I 3 {'ﬁif?am S M AN 24]
BASIS for REQUESTING ASSISTANCE (Tick whichover is applicable)
Term % e Pl s
BPL Card Ceriificate ion Car
(Attach Card Copy) (Attach Goricate Copy) (htiach Sopy) o, el
nitdt % 99w gy Hey A W e FUIE W ¥ Wi we
(W I o R (HeT 9 %) w g wEe W (T T W W e e S
"PURPOSE" for REQUESTING ASSISTANCE:
weTm ¥ e fa w oagim:
Sr. Mo, Medical Reports/Presceipticns Attached
A wemevEiEn 8 Wil 51 nf wies e g
HE —— Cafpnact
= E — C nfdarad
R @m
[ ' i,
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
T TR ® § W 5= e fe s wie g fam v we
S, Wo. NAME of OTHER S5O0URCE AMOUNT of ASSISTANCE BEING AVAILED
w9 Ay = =W W A =it mf wEr

I- DECY 1] —




DECLARATION by APPLICANT. SO B wiwwy w5

1) 1§ hasraby confirm that sl details in this Form are True to fhe best of my knowledge Any false statemant will render my Application & ongoing assistance, if any.
lisble for rejectionicancaiialion. _

2} | salamnly confirm that assistance, IF recetved from Koshiks Foundation, will be usad only for the "purpose”, as stated Iry this Form, for which such assistance

was regquested by me.
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AGREEMENT by APPLICANT ( ®rmw gm w0

1) By affixing my signature of thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and II's Trustees o
usa/publishiput-up/reproduca my name, sddtess. photo & detads of the “purpase’, for which such aseistance |s requested/granted, through any
madium, including but not limited to verbal, print, sleciranic, for sollciling donations for Koshika Foundation andior disseminafing information about it's
activillesiachievaments Such uss ol my pholo & details can be made by Koshika Foundation befors or afier my treatment or fulfliment of the “purpose”
fer which sesizience s baing reguesied

2) 1 (Applicant} further agres that any such use of my neme, address, photo & detalls of the “purpose”, for which such assistance js requestedigranted,
will not automistically eniitle ma for receiving of continulng the sald assistance. The decision for granting and/or continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is Ihis regard will be final nd scoeptable o me
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AGREEMENT by HOSPITAL (Wrsims 30 Fi)

By affmng heveunder, signature of our Authorised Signatary for recomemanding this case/pabient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accep! following:

1) that we neither are presantly nor will in future avall of financial essistance from anpther NGO or any aother source, for the same palient’case, &5 we are
reguesting 1 gel from Koshika Foundation, lo the extent that such sesistants is granied by Koshika Foundation. f the requesied assistance is ol granted
by Koshika Foundation, In part or in full, then the Hospital reservas s right 1o make up the shortfall from another NGO or any other source, This
confirmation essentiaily states that the Hospital will not ovall Bny duplicate sssistance for the sama patient/case from any other NGO or eny other source.
2) The assistance from Kashika Foundation 1s anly financisl in nature, The cholce of the treatment/procedure advised/conducied by the Hesplial on the
patient, is based on the arangemant batwesn the patient & the Hospital, and i In no way influsnced by Koshika Foundation. Hence. tha Hospital will
assume sole & complate responsibiity of the treatment & &' outcoma & safety of the patient, and Koshika Foundation will have no role or responsibilily

I the matter.
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