VAN ~C-3Y ~0A~ o768

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshlka
HETAH] # AT wEy (R REa) foundation
aepcamone o A% f15 4 g (2/03(2Y
: AGE-YEARS ST-7W | mEX i
ST Bkt s TF

F.gummrsmwmsmume. (’75“4’5?91

PRESENT RES|DENCE ADDRESS & WIar 7m " '
" N :Eﬂb UJ-?F R_}?
MMLM : - L’ <op  [onfey
— Eumm‘r AESINENCE ADDRESS : w1 Spera o

Same gk abpre
mnmu H{Mﬂ e P,-, ak e i W} I UNMARRIED (i)

TOTAL ANNUAL INCOME ) [Atiach Proof nflnr.m'l
T ity s S & vl CFagni4? (3 0 e 7o) A A
PAN No. Tl i e =
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever I3 applicabiel; Yos | No 1
WS W HE W € (T W TH W A W A e LR
FAMILY DETAILS wfram firpm
5. Ne Wame of Family Momber Ago (Yoars) Godaf Relatlon with Applicant
Y WEn . TR F meey A 3w () f&m WY wEy
1 - \ipaky éa M Hi LAL Olnad
o W aKaR 24 i S aAn
T By 21 P [PEG T2 [ Fi

BAS!S for REQUESTING ASHISTANCE [Tick whichever i applicabla)
e & T Tl s

BFL Card EWS Certiflcatn Ratron Card Oiher
{Attach Card Copy) {Attach Certificate Capy) [Attach Copy) o
. ! Basis{Proof
il Te & 9 g oy s s o oy T S W T
(TEnR v =t Em o wh (o e W e i wEe wlh (T w3 =7 e 5 s W

“PURPOSE” for REQUESTING ASSISTANCE:
wEmm €2 f5d o e W ot

Sr Ma Medical Reporte/Prescriptions Attached
FH w7 mﬂm-&mﬁwm@m
HE -~ Codanans
=t - odarm i+
ST, =) ——CTTe

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W I ® RN S aEwm wE S A e T
&r. Mo. NAME of OTHER SOURCE AMOUNT of ASSISTANCE ﬁuﬁmm

5w F T W o #i i werm
f JECT J@'&i‘h




DECLARATION by APPLICANT, smes o shwn 73
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By alfixing hereundes. signatura of our Authorised Signatory fot recommanding this cass/patient for financial Bssistance from Koshika Foundation. we
(Hospital) hereby allirm & accapl following:

1) that we neithar are presently nor will in futurs avall of finunclal assistance from another NGO or any oiher source, for the same patlent/case. A5 we are
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confirmation essentially states that the Hospital will not avelt any duplicale assistance for the same patient/case from any alher NGO or any othir solrce.
2} The assistance from Koshika Foundation is only financial in nalure, The choice of the treatment/procedure advisedioonducied by the Hospital on the
patiant, s based on the arrangemant batwean thi patient & the Hosplial, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complate responsibliity of the treatment & I's oulcome & safety of the patlent, and Koshika Foundation will heve no role or responsibility
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