VRA/~C- A4 -~ [RAS

K{%hika

foundation

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETTE! ¥ 37== Wiey (TR T )
;ﬁc:;:rfun. ”LK[&R Y [(}35 ;;licrmm DATE | :.'{6/5; !aﬂ_f
¥ g Toin
Hm&nm-rucmr R a U AGE-YEARS =79 SEX
Iy 36 |F

FATHER'SISPOUSE'S NAME
o A=

Panmalal

e

Hml-uuq Hnd:d lifw

- ESENT RESIDENCE ADDRESS *IT sammiT T

&aégml ma EE!QGE
PERMANENT RESIDENCE ADDRESS : =iy sardim oo

Samie A abh e

Roxte

Ioao_@;g

PAN No. a1 & T

wﬂﬂﬂ; Hovne maken -METMT&H] ! UNMARRIED (sifrer)
TOTAL ANNUAL INCOME ; M [Attach Proof of Incomae)
e A SRapl~ (Famly’ Tamawawm a4

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicablo): Yau | No L/’—_
W S S W W (0 T § 28w e % e el L ]
FAMILY DETAILS wftemy fipmao
5r. No. Hame of Family Membeor Agu (Yours| Gundar Relation with Applicant
wN A i e e W (71) fiiy 3 WYy
I- 46 hn Clursdams |
PE Caly de /%)
hC Sakma 3 F__[Paugyien AL
BASIS for REQUESTING ABSISTANCE (Tick whichever is applicable)
e % fer Tl ama
BPL Card EWS Centificats Ration Card
Lhmah_t:ard Copy) (Attach Centificals Copy) {A!:-a::h Copyl m
i T % A e I se4 i T
(W T W W v s (95T W W O TR A e R ERER R L B e

"PURPOSE" lor REQUESTING ASSISTANCE.
aewE B B w e o I

Sr. No,
WY o

Medical R-p-nrtifPull:rlptim Attached
sEm e # i #) nf afEes w W

RE~ Catanact

LrE - (pdanact

—

fﬁm - N F P AAMP
N '

™ I & ¥ S = wwm e seg e 8 fem oma e

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

NAME of OTHER SOURCE
= E WA

Sr. Mo.
F8 HE=n

AMOUNT of ASSISTANCE BEING AVAILED

= m s

N Ry

4000/




DECLARATION by APPLICANT: STi% 310 Wovy 17¥;

1) | hermby confirm that all detalls in this Form are Trus to ihe bast of my knowledge: Any false statement will render my Application & ongoing assistance, if any,
fmbia for refaction/cancellation

2) | solemnly confirm thel essistance, if received from Koshika Foundation, will be used only for the "purpose”, & stated in this Form, for which such essistance
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1) By affixing my signaturs or {humb impression an this Form, | (Applicant) hereby agree & autharise Koshika Foundation and it's Trustees 1o
usaipublighiput-upiraproduce my nama, address, pholo & datails of the “purpose”, for which such assistance |s reguested/granted, through any
madium, inchuding but nat Imited to verbat, print, electranic. for sollciting denations for Koshika Foundation andior dissamingting information sbout it's
acibvilies/mchimvemants. Such use of my photo & detalls can be made by ¥aoshiks Foundation efore or aller my traatment or fulliment of the “purpose”
lor which assisinncs is DRing requestad

21 (Applicart) further agree that sny such use of my name. address, pholo & detalls of the “purposs”, for which such sesisiance is requestad/granted,
will ot auiomatically snlfie ms for seceiving or confnuing the sakd sssislanca. The decision for granting andior continuing the assistance will rest sobaly
with thee Trustses of Koshika Foundetion, and iheir decsion is:this regard will ba final end scceptable to me.
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AGREEMENT by HOSPITAL (W&wme BRI WA}

By atfining hereunder, ssgnature of our Authorised Signatory lor recommending this caselpatisnt far financial assistance fram Koshika Foundation, wa
{Hospital) heraby affirm A accapt following.

1) that we nisither are presently nor will In future avail of financial assistance from anctier NGO or any ulher source, for the same patienl/case, 24 we are
reguesting o got fram Koshiks Foundalion, to Lha extent thal such assisiance is granted by Koshika Foundation, | the requested sssistance is not granted
by Koshika Foundation, in part ar in full, then the Hospitsl reserves Its right to make up the shartiall from another NGO or any other source. This
panfirmation assentially states thal tha Hespital will nol avail any dupficate assistance for fhe same patienticase from any olher NGO or any cther spurce,
2 The assistance from Koshika Foundation is anly finenclal n natupe, The cheice of the Irealmant/procedire advisadiconducted by the Hospital on tha
patient, |s based on the arrangement batwasn the palient & the Hospital, and i in no way Influenced by Koshiks Foundation. Hence, the Hospital will
sssume so'a & complete responsibility of the trestment & W's cutcome & safely of the patient. and Koshika Foundation will hava no role or responsibility
in this matisr. '
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