: ¢ —24-63 —008s”

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬂ Sh ika
mﬁmm (T SHm) foundation
APPLICATION Mo. AFPL‘EAT“ Fuilging koo of i
v A 03y | 018 o= 03-202Y | .
HAME of APPLICANT | lﬂlmll-lﬂ sEX fein : .
i Hax !}!qﬂ 17 F
FATHER'S/SPOUSE™S NAME |
s w1 qu‘i kall)
PRESENT RESIDENCE A YA AT _
Yo FeveZebus Thirke . TCh-Nb. QIS Noh— . ' :
- - precp  Pesiep
PERMANENT RESIDENCE ADDRESS T
Qha\E
QCCUPATION : unnm‘ UNMARRIED | ®igafim)
Y L-Igm-ﬁ Ml &y j \
TOTAL ANNUAL INCOME : [Amach Proof of Income]
WA s soo00) (Feril) (5% W W ) A
FAN No, 91 1T W0 MR ooy
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes
wm 9 A W o (A w0 Tw T AR w P e ﬁ{:.ﬁ\
FAMILY DETAILS wiaR Toamm
Sr. No N IF Marmitear [Yemra) Gender Rslation with Applicant
T W “uﬁwﬁmm ?ﬂ;:&? f&n w;mm
T Cadiall Wi fim) ol
=1 Dolofs g . b SO
=Y rars S~ a2 i) OTerard 320N
BASIE for REQUESTING ASSISTANCE (Tick s applicabie)
e % ford Ffn s
BPL Card Cortificats
(Atiach Card Copy) (Atiach Cartifcate Gopy) (o, Jay Obr.
ivd T % A T T s sl o Fiw W a W T
TS w1 wem W S wh (w w8 W W e s (v vy ¥ e Wl se w
“PURPOSE" for REQUESTING ASSISTANCE:
wram ¥y fod o fed W oapten
Br, Mo, Medical Reperts/Prescriptions Aftached
N T seTmELhe § Wi W e g s

) DiTmotis  TF TERN T CRTHEERCT

[ SFERNITE CHTHARACT

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ T % v Wi 3w fiesdt s s R e o W
Ma. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wN e =0 7MW W it of s




DECLARATION by APPLICANT: ST 0 Wive 93:
1}|mu:£mrﬁr_nmalnu|-u|nlmanTmmmmulmmw.Myﬁ-mmdemrwimwnntmmnu.lm;.
liable ; O,

2} | molemnly confirm that assistance. if received from Koshike Foundatian, will be used only for the "purpase”, as steted in s Form, for which such assistance
was requesiad by me

3] 1 hareby confirm Bat | have not & will not in future, ovail of reimbumemsit 0 e of in full, from other source/employeiiniurance company, arnount
for which fhis essistance s requesipd " = s i
1) & i wom f B gn wen 4 fed o el fewe 30wl € sqe w0 ol i e o W s e o 0 S aeee B W ow ol b
1) gm Wt wer ofn Csifie wevR, O & W ooft b, wew avds wf vt o il & Bl e e, S wwower d woowm b

3) & ofe wom { e e o ) v omdn 9wk o W e w oawn fem fed e endiesa et @3 d G b sy f o F o

AGREEMENT by APPLICANT (smies g =)
1) By affxing my signature or thumb impression on this Form, | [Applicant) hereby agree & authorise Koshikes Foundation and It's Trustees to
usepubishiput-upireproduce my nama, address, pholo & details of the “purpose”, for which such assistence |s requestad/granied, thiaugh any
medium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissaminating Informstion sbout it's

acivilleslachievements. Such use of my photo & details can be made by Koshika Foundation before or after my trostmant or fuliment of the ‘purpose™
for which assisiance is besing requested.

2) | (Applicant) furiher agroa that any such use ol my name, address, photo & details of the "purpase”, for which such sasistance is requosted/grantsd,
will nol automalically entitle me for recelving of continuing the said assistance. The declsion for granting and/or continuing the assistance will rest solsfy
with the Trustees of Moshikn Foundation. and thair decision |s thin regard will bs final and acceptable to me.

1) v v o serd wmne w s o o e, @ (omlew) seelh wefe o i s o w “wile st obt ot smind ¢ s wen f i 4o
., Wi ot @ e W T F wie W e e e, T, e e S W e i s sustend @ e T o vee s

o wftn wel ¥ flen sfiegn &1 21 oW feere St e ¥ o w e 4w fr “wife et 1 sl sfiegs

2) & (sndvw) w oW @ o { M A0, e, i b e o e e ¥ Tt | ik & o ww: T W oveT W v ol o

“wifyn oy T =il w Pl ofom o e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
s € e W SR = e

\ el _/ AGREEMENT by HOSPITAL (weymm g wum)
BerdmrmmmMmmnﬂmmmlmmmmhﬂNMhMFm.u
(Hoepitsi) hereby affirm & accept following:

1) that we neither are presently nor will in futute avall of financial asslitanca from ancther NGO of any olher source, for the same pallant'cate, ns we ame
reguesting 1o gel rom Koshiks Foundation, to the sxient that such assistance is granted by Koshika Foundation. Il the raquested assistance is nol granted
by Koshika Foundation, in part or in full, than the Hospital reserves s right to make up the shortfall from ancther NGO or any ofher source, This
confirmation eszentally siates that tha Hospital will not svall any duplicate assistance for the sama pallanticasa from any ather NGO or any othar source
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