APPLICATICN FORM FOR ASSISTANCE
eIl B¢ HHEN WEY

{Healthcare)
(Tamem dmEamE)

APFLIC#}TIDN Ne, :

NECT R

;P;;c%mn DATE | 181 ”l wa

K& hika

foundatiaon
Building black of lifa

BT NG Mol foda, [ “Es
FATHER'SJ:;qu:E'SNAME; “S_ID ¢ {f\;m V\DKLLQJG/\O U}}G\—

PRESENT RESIDENCE ADDRESS a9 snam T

T

Choanasnon [T
FERMANENT RESIDENCE ADDRESS : wip Waierg 7o

SO Al- AT

-

PRE o P Fosy &P

1360
RN A At BLLE WA

CCCLUPATICN :

e RO 1 e

MARRIED (Frie) ¢ LINMARRIED {afmmiD)

TOTAL ANNUAL INCOME :
ERIEILE N

{attach Proof of Income]
[ ¥M™ F WEY T}

PAN Mo, Tarf TR HEE

"RE YOU AN INCOME TAX, ASSESSEE (Tick whichever i applicable):
el A AT W T E (S T W wR W) w e e

Yes/HNa
BT

FAMILY DETRILS wigq fagwmo

5r. Mo, Hame af Famllylnlamher Age [Tears} Genoder Rela}lan with Applicant
F WA ofER % geE = W 0 {7 f HETE % WY A
Vo] DOOCon M in 7 &X = IR
EW oroLn 4.5 = Son
BA3IE for REQUESTING AFSISTANCE (Tick whichaver is applicable)
woraW # e A s
EFL {ard EWS Cartificate Hetlon Cerd
{Attach Card Copy) {Attach Certlficote Gopy) (Attach Copy} B‘;:L':'m'f:;*
it e # i g 9 HET A T A TR T -
T T ¥t mrm wh Wae = [T TF 5w wh g = (7m w7 = 7 vfr Fom wh HIE

"PURPUSE" for REQUESTING ASSISTANCE:

WA By R W fEd W et

Macdlical Reporis/Prascriptions Altached

5r. Na.
N wE FrmEER § T = v T we
Ll Ding ol Bl — CoaxnMeN (At
[ — CaXBETO0T-
AT LA WL [~ cAatavAl A4 Priol
ASBISTANCE BEING AVAILED for SAME “FURPOSE™ from OTHER SOURGCES
T T T W W S WA fedt a wHa #@ oo w
S h!o. NAME of OTHER SOURCE AMOUNT ofl ASSISTAMCE BEING AVAILED
¥4 g=A e A Ol ,  *H W HErE
1. DR CS 2000 [—
[
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1) !_hereby confirm that all datails in this Form are Tree 1o The basl of my knowladge. Any false slaternant will render my Application & angoing asslsfance, if any,
liable for rejaction'cancellation.

21 | solemnly confirm Ihat assistence, IF recaived from Koghlka Foundation, wil be used onfy for the “purpasa’, as slated in this Form, lor which such assistance

was requested by me,
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1) By affielng my signalura of thumb impressicn on this Form, | {Applicant) hereby agres & aulhorise Koshika Foundation and il's Trusleas 1o
uselpublishtpul-upirepraduce my nama, addrass, pholo & details of the rpurpuse”, for which such assistance |s requesledigranted, through any
madium, including but not limited o verbal, peinl, elecironic, for saliciting domations far Kpshika Faundatlon andior disseminating informatien ahaul i's
aclivifiestachievemants. Such use of my photo & details can be made by Koshika Foundation beforg or alter my treatment or fulfilment gf he “purpose”
far which gssistance is being regquested.

23| [Applicant) further agree thal any such uge of my name, address, phala & details of the "purpose”, for which such assislancs is raquastedigranted,
will nat autemalicaly entila me for receiving or continuing the sald assistance, The ducizion for granting andlar continuing Ihe assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is Ihts ragard will be final and acceplable 1o me.
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B 3 AGREEMENT by HOSPITAL (¥50art ¥R 7H)

By alfixing hereunder, signature ol our Aulhorised Signatory for recommending this case/patisnt for inancigl assistance from Koshika Frund ation, we
{Huspital} hereby atirm & accept following

1] thal we naither are presently nor will in future avail of financis| assislance fom snclher NGO or any other squrce, for the same pal@nlCaze. a5 we 318
requesling to el from Kashika Foundation, to the exlent thal such Bssistance ia granted by Koshika Foundalion. If the requested assislanca is ot gramed
by Kashika Foundation, in part or in fult, then the Haspilal reserves it's right 1o make up Ihe shortfall from ancther NGO or any other sourte, This
cpnfirnation essentially states thal the Hospital will nol avail any duplical assistance o4 Ihe same patlenlicass from any gthar NGO or any giher source
2 The assistance from Koshika Foundalion is only financial in naturs. Tha choice of the Irgatmentprocedure advisadfeonducted by the Hospital on the
patignt, is based on the arrangement batwaen the patient & the Haspital, and is in no way Inflvansed by Koshika Foundalion. Hence, Ihe Hogpital will
gssume sola & complele responsiblity of (he freatmant & iU's outsome & salely of the patient, and K.oshika Foundation will hava no role or respons ity

in the matter.
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