> C-2Y4- 02 - 02K

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
SLICURLS L La il (e Sur) foundation
APPLICATION DATE =) l—¢y 2= 103N Bunling brock of e,
e o : b« /m‘i }ogng_ s fidt =
NAME of APPLICANT - AGE-YEARS STg-w | sex fisin

| iaisiien 'jﬂfnl*i < E

i
QCCUPATION | e
SREATY H Key um::u:}rmlum{m
TOTAL ANNUAL INCOME : |Atiach Income
W Wi . gpoook (Fuamily ) (om W ) A
PAN No. TaIf T WBW _ NA
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable). mﬁ
WO WY WM R gE R (9 o= # Tm oW w e [ o
FAMILY DETAILS et et
: : Family Membo e Gendar Relation with Apglicant
t:'n.:n %% mm; ‘g';t#::l fn FETE W HE T
L _Cgni] 43 m bhinlaid
s red q5 (=) car,
= Cobam: Ay = W
g, Tadir 2 M CaeondOrd,
BASIS for REQUESTING ASSIBTANGE (Tick whichever s applicabie)
wermm % font fefs smar
BPL Card Ration Card
{Attach Card Copy) ummmml (Asach Copy) oy
Lin ki RELECUR:] sw s v g ITviiem wne s i W
[wm vy = wen ol e wh (v oy W o wfl wEe W (v WY Wil s W
~PURPOSE" for REQUESTING ASSISTANCE.
wrram 1y e R fef W aghe
8r. No. Madical Reports Proscriptions Afiached
=1 @ SR @ w0 w o W Ol W
S 0 .77 4~ 77 8 11 1) AN
¥ - CENLLE  THRRE
= Siofery = RE- SJICC TIITH DR
ABSIBTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
T TRV W ¥y W w we e e i @ e T w7
5r. Mo NAME of OTHER SOURCE AMODUNT of ASSISTANCE BEING AVAILED
WY H = P W A wit i v i

i 11




DECLARATION by APPLICANT: SMow @ whme T7y.

1) | horeby conflern that all delaks in this Form are True 1o the best of my knowledge. Any false staloment will render my Application & ongoing sssistance, If any,
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1) By affuing my signalure or thumb impression on this Form, | (Applicant] hereby agres & authorise Koshika Foundation and Ifs Trustees o
ure/publishiput-upiteproduce my name, address, photo & detalls of the “purpose”, for which such assistance s requestedigmnted, through any
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will nol automatically entile me for receiving of confinuing the said essistance. The decision for granting andior continuing the sssistance will rest solsly
with the Trustees of Kashika Foundation, and their declion (s this regard will be final and acceptable to me.
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By aflixing hensundar, lore of our Authorised Signaiory for recommanding thin case/patient fior financial sssisiance from Koshika Foundation, we
{Hospital) herety affirm & accept foflowing:

1) thal we nedther st presanily nof will in future ovail of fingncial sssistance from another NGO of eny other source, for the same palignlicaso, 28 we ore
requesting to get from Koshika Foundation, 1o the extent thal suth assistance is granted by Koshika Foundation. |f the requested assistance is nol grantad
by Koshika Foundation. in part or in full, then the Hosplial reserves #'s right 1o maka up he shorfall from another NGO or any ofhar solrce. This
confirmation essentially states thal the Hospital whil nol avall any duplicels assistance for the same patlenticase from any other NGO or sny other source
2) The sssistance from Koghiica Foundation is only financial in nalurs. The cheice of the teatmenliprocedure advised/conducted by the Hosplial on the
patient, is bassd on the arrangament betwean the patlent & the Hospital, and is In no way Influenced by Koshika Foundation, Hencs, the Hospital wit
essume solp & complate meponsibiity of the ireatment & i's outcome & safety of the patient, and Koshiks Foundation will have no mie or responsibility
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