C-2u-02-07Y/

K¥hika

favasstion

Beusisfing ok of e

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETHO BY AT WiEd (Famer dEa)
APPLICATION No. : APPLICATION DATE - [ 4 0 27 Lolly
v ) lmau | pob aes
NAME of APPLICANT AGE-YEARS 3-wd | §EX fifn
Gl Lﬂ'!.l‘r"f_‘ngvﬂ‘l'-"lh o . b M
FATHER'S/IBPOUSE S HAMNE :
Fomegs wr w1 Ciieyn
PRESENT

'E]]%P- Calll 10k = hP o p
PERMANENT RESIDENCE ADDRESS | =]
'He Ohobye
mmi Ftrmex | UNMARRIED (sl
TOTAL AMNUAL INCOME - |Attach Proal of income)
A wits sm <ooon b (51 W1 W WA AR
PAN No. THIf T T
"AHE YOU AN INCOME TAX, ASSESSEE (Tich whichever ls applicable);
W A ®m R T & (o = I w wl w e e
FAMILY DETALS wﬂ:m%q
5. No. Nama of Family Memoer Age [Tears) Ralation with Agpiicant
w0 HE ﬁi 1 M =y (wd) iHn SETE & WH Ty
B Lachki XC T VL ed
z Talred (i il N7
3 San Loz i 23 E Mngaie. 17l
(5] San;n 0 i (andic7)
BASIS for REQUESTING ASSISTANCE (Tick whichever is appilcable)
wrrem % ford ey smar
BPL Card EWS Coriificate Ration Card Any Other
{Atisch Card Copy) {Attach Certificate Copy) (Aiach Copy) Basis/Proof
wilt b % <l Tom v =y wa vl M ™ Trviem ¥l -7 ol
= 3 W mw g T =t (W N W I R wE (v v =3 ww Wi W W)

“PURPOSE™ for REQUESTING ASSISTANCE:

wren ¥y fed m ferdt w g
51, No. Madical Reporta/Prescriptions Atlached
9 WO sEmevEier § wit W o wiee g W
4 "9"‘;;Ifnﬂ”ﬁ PE — . SENITE  TRUTRTNRD
(& — Tt  CHAIRERD
— "--jF‘;'j — e 2
7]
L%
ASSISTANCE BEING AVAILED for SAME -PURPOSE- from OTHER SOURCES
v wgtvn W vy W s wwm Pl s win @ fee e W2
Br. Na MAME af OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w3 He = W W A o m s ol

] NI




DECLARATION by APPLICANT: STe T wiwes .

ummmwmx in this Foem e True 1o he best of my knowledge, Any falie statarnent will render my Application & ongoing assistance, if any,
reRction/cancela

2) | solemaly conflrm that sssisinnce, | received from Koshiks Foundation, will be used only for the “purpose”, s stiled in this Form, for which such ssssilance
was requested by me

3) U haroby confiern that | have not & will not in future, aval of reimbursemand, n par or in L, from any other source/smployerimsurance dompany, of the smount
for which this assistance & requastiod
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1) 8y affuing my signalurs or thumb impreasion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustess o

usepubish/put-upireprodyce my name, address, pholo & details of the “purpose”, lor which such Rssistance is requesied/granted, Mrough any

madium, including but not imited 1o verbal, print, elecironic, for soliciting donations for Koshika Foundation sndior disseminating information sbout i's

actviliow/achiovements. Such uso of my photo & detalls can be msde by Koshika Foundation belore or after my Ireatment or fullliment of the "purpose”
for which assistance is being requested

2) 1 [Applicant) further agres thal any such use of my name, address, photo & dalals of the *purpose”, ke which such asalsiance ls requesiadigranied,
will nat automatically entile me for reoeiving or confinuing the said assistance. The decision for granting andior continuing the sssistance will resl salely
with the Trutlees of Koshika Foundation, and thelr declgion s this regard will be final and scceptable io me.

1) W s e afvd o wr o, #f (oo s wefh o e wom o on e witden abr ol gl wl adfoyn wm o fie S0 e,
o, Wi sl W fem W o F wie #, W Cwifew” v i, o wen gt wgtem o i sin vl @ B el @ wm e

# vt wet ¥ fim s & 9 o w e & e ¥ o w o S oW e e et w o afep

1) # (sview) W ow @ wenw f e 90 wm, e, R i feee W R uwon s gt @ o & g0 e T W ves T e e ey

“wie® ww aee sufied W e s ol el g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wwmm g0 wan)

By affiwing hersunded, signaluss of aur Aulhofsed Signalory for recommending this casaipatient for financlal asslstance from Koshika Foundation, we
(Hospitad) hereby affirm & accept Tollowing:

1) it we nslther are pressntly nor will i future svall of financial ssslstence fom snolber NGO or any other source, (or the sama pallent/case, 08 we Be
requesting jo gat from Koshika Foundation, 1o the extent thet such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Konhika Foundation. i pan of i Ul than the Hoapital reservas i's night to maka up the shartfell from ancther NGO or any other sourca, This
confirmation essentially states thal the Hospltal will not avall any duplicate assistance for the same patient/case from any other NGO or any othar source,
21 Tha assistance from Koshika Foundation is only financial in noture. Tha cholos of the reatmentprocedune advised/oonducted by the Hospital on the
patiant, s based on the arrangement between the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital will
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