oWS%

C-2Y~ 02 -

APPLICATION FORM FOR ASSISTANCE {Healthcare) KO‘SLIIJQ&
¥ E : ( ") foundation
APPLICATION Mo. © APPLICATION DATE : | 7 -1~ 101l Buikdng ok o ibe.
e ) Jonn4 | 1417 e
MAME of APPLICANT AGE-TEARS WM | sEx fifn
ol Hiva  Oevt +42 3
FATHER'S/SPOUSE'S NAME :
Foveg = qukhagm_kii 4
.-’T [anKl p 4 S 2L = ==
A VST T 'flm'q of, Prevp  RSlepP
PERMANENT RESIDENCE ADDRESS = vt spmairs
He ahoyc
. Home muk ey = L SR e
TOTAL ANNUAL [NCOME : 2 {Aftach Proof of income)
¥ ity s <tonn ko)) (3w ) R
PAN Mo Tl Wi HEW AA by = =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable}. I Na
w3 M s oW o § (N e 0 oIw woa W e e ﬁmj
FAMILY DETALLS Toam fmm
S, Marre Member Gender Fedation with
n#':ll mﬂé w T %m fam itmm
2 T THExTSIndn a2 71 = ]
BASIS for E (Tick whichever s applicable]
were w fivd i smom
BP. Cor EWS Cartificate Ration Any Other
{Attach Card Copy) {Attsch Certificate Copy) {Amach Copy) BasiaProo]
nitlt T & fid sum = Wi v Finen g cs: v oo
{ war T Y wem ufe W wh (7 53§ W o e (v v w1 W o e

“PURPOSE™ for REQUESTING ASSISTANCE:

wer ¥ fet ™ fenlt = i
Se. No. Modical Reporta/Prescriptions Attached
w9 W seqmEvEieT § Wi w1 vl viere §i e
; DI¥mats NE = Priol
[F — SUNITE  CRIARRO
¢§ thgfril — ‘|E . El ‘E “HIH EJE_E
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v Tgtvn & ¥y W aex W fiedlt aen s @ P e )
8. No NAME of OTHER SOURCE AMDUNT of ASSISTANCE DEING AVAILED
w9 W s v Wl 9 = o wersm o




DECLARATION by APPLICANT. sries B0 wiem w;
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requesting o gel from Koshika Foundaton, o the extent Ihat such assistance is granted by Koshika « I the requested assistance is not granied
by Koshdka Foundation, in part o in full, than the Hospital reserves it's right 1o make up the shortfall from ancther NGO of any olher source. This
confirmation essentially states that the Hospial will not avall any duplicate assistance for the same patisnt/case from any other NGO o any other source
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assumae 300 & complete responsibility of the treatmant & t's cutcome & aafety of the patient, and Koahika Foundation will hive no role or responsibility

in the matier.
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