C-2Y-o|- 033F

APPLICATION FORM FOR ASSISTANCE

(Healthcare)

HErEE B STERT WiEY (e FearE )

Kﬁvshika
faundation
Bunlding Bock of e,

APPLICATION No. : 0§ X -
Fris Wem A—;u!l.l-f } J7¢3 ;%ilélm%:il'rn"uﬁe H-oj-2e24
TR o LAY AGE-YEARS 510-94 | gEX fon
STHTE =1 AW _ )
Sukn .;_lt;‘i ~ < E
FATHER'E/SPOUSE'S NAME :
o b Radhuyee

“PRESENT RESIDENCE ADDRESS Wi sy won

[Eh—"ThayeX¥tar ;  Oitd.- Rharadbur

Eﬂ%ﬂﬂh?ﬂq '

Fafisfhay- 32lhex preop paitop
PERMANENT RESIDENCE ADDRESS | w10 Simrar
Bs abeye
DGCUPATION :
Rosar _ MARRIED (W8] | UNMARRIED (i)
TOTAL ANNUAL INCOME {Atizch Proof of Incama)
1 aifis a1 Sooaok (Pl'm] [ (S T W R it
PAN No. TuTt &M W AlA =
ARE YOU AN INCOME IM ASSESSEE (Tick whichevar s applicable): Yeg \
W Sm A & oo @ (S e w 3w w owd o e e Ll
FAMILY DETAILS niTam faaam
Sr. No, Hame of Family Membar Aige {Years) Grnder Relation with Appllcant
w9 W witan % woEi 59 = (74) fan FETE ® BN Ty
i MUEEsT Mo e <on_ =
BASIS for REQUESTING ASSISTANGE {Tick whichaver Is applicable)
v # fe feaf amm
BPL Card EWS Ceitifi R
{Atiach Card Copy) |Attach l'.:-rl.‘l'!'lr.:all1‘:at Enwh ﬂhn:g: E':I:'J gmmm:n{
i T e yE sy s g Exii s e
| GWTR T W AT VR wee W (a9 Wt aem e e (T W S oy

"PURPOSE" for REQUESTING ASSISTANCE:
awrEm w7 TR T e W

Medical Raports/Prescriptions Attached

Sr. Mo

9 e FEmEER # W #t v s §9 g9 e
I €9 ) 27T LS 1 P -1 £ —
[~ NIt 7PAIFRNT
2 SUrlery — [F~ SICS  I7H  PmmH
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER S0URCES
™ agive ¥ ¥ w1 s v et s e R e o R
&r, No. HAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
WY T 3 w1 AW o \EgE au

NIIT




DECLARATION by APPLICANT. SHETF T30 Wuwm wH;
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By affing hereundes, signature of our Authorsed Sknatory for recommending this case/patient lor inancal asssiance from Koshika Foundation, we
(Hospital) hereby affirm & accept follawing

1) that we nsither are prasantly nor will in future avad of financiat assistance from another NGO or any othar source, for the same palienl/case, as we am
requesting 1o gal from Koshika Foundatien, (o the extent (hal such assisiance is granted by Koshika Foundation. If the requested Bssistance (s nol granted
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2 The asststance from Koshiks Foundation s only finencial in nature. The choice of the resiment/procedurs advised/conduciad by the Hospital on ihe
patlant, s based on the arrangement between the patlent & the Hosplial, and is In no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treaiment & it's outcome & safety of 1ha patient, and Koeshika Foundation will have no role or responsibiilty
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