P o 0
(® C17112| 023

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos hlka
HeEW Bg SN WEY (Fry L) Tosndsilon I
APPUGKTION Mo, R0\ 2 |0 e4) mumoﬂc-ﬂ'&cls B Mock o e
e RANWART B i
rmzkm‘:o:nmuut: C HVOTUR p\m

PRESENT RESIDENCE ADORESS WARIR Wwmwis Wl

T T L BEGE- U\HDRDUR}\ R BRSNS 1

NDLST —RALWIAR PhAO o HAN P - pRE OP PEST 0P
RS AROUE ADAl BanWART

gccusanon: | AR OU RE R

TOTAL ANNUAL INCOME C ANOO ) {Attach Proof of Income)
afts =u 10,C 00/ (378 = W W) NA
PAN No, a1t W W %
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Ia applicable) Yes INo
ST 5 oA € (W = w e v uh W e e dr\ﬂ/
FAMILY DETALS wftar fyamm
SN Nasme of F amily Member (Years) Gonder Relation with Applicant
m#:u ftan % - A'ru(ﬂ) fitn SThTE W WY T
(tY ) o0 " ﬁ‘ ‘-,"P 5.J 3 S o
=1 ‘w'_uu-l"?- | :L; : o2 S I ¥ o
— s 71 LR TO7Y ) - i ST
BASES for REQUESTING ASSISTANCE (Tick whichewes is applicabie)
x wan % ford el snet
6P Card WS Cersficate Ration Card
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) w‘"u
widt ten ¥ Ny W =09 g o v Tes Wi o o =.
(v wi ¥ ol v Wt (wawt w1 W) ww 5 s wh (wam ox W W sfit v Wil
“PURPOSE” for REQUESTING ASSISTANCE:
wenm v fet v fdt 1 Ik
Sz No. Medical Reports/Prescriptions ARached
w0 Hew srmdet ¥ Wi W uf wiviey &l we
| N1 AGNOS LS — Ry -V.P
T E-1MS O
2 CURGERY — |- PN 4101
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
@ T % 0w 32 wovn fewt e ven @ v e W7
&1 No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEMNG MSsEs
PN W N T W W W o OR

| SCEH




DECLARATION by APPLICANT: 398%% 0 Wiven 3% ‘- =
1) | herety confiem that &l detalls in this Form are True o the best of my knowledge. Any false statemen, will render my Application & ongaing sssstancs
babie for -

rejection’cancedation.
2) | sclecnnily confirm tat assistance, I received from Koshika Foundation, will be used only for the “porposa”, as stated in this Form, for which sueh
was requested by me.
3) | hereby confiem that | have not & wil not in Rsture, avail of reimbursement, in part or in &, from any other source/employerfinsurnce company, of the smows
for which this assistance is requesied
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1) By affixing my signature o thumd impression on ihis Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees o
usofpublishiput-upireproduce my name, address, pholo & dotalls of the “purpose”, for which such assistance is requesiodigranted, theough amy
medium, Including bt not Rmited 1o vertal, print, electronic, for soliciling donalions for Koshika Foundation andlor disseminaling information aboet it's
activitiesfachievensents. Such use of my photo & cetails can ba made by Koshika Foundation before or aflor my treatmont or fulfilmant of the *purpose”
for which assistance is being requested \
2) | (Appiicant) further agree thal any such use of my name, address, photo & detalis of the “purposa’, for which such assistance is requestodigranied,
will net autamascally entitle me for tecatving of coninuing the said assistance. The Gocision fof Granting ancdior continuing the assistance will rest soledy
with the Trustees of Kashika Foundasion, and [helr decision is this regard wit be final and acceptatie 1o me
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By affixing hereunder, signaiure of our Autharised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hoapital) hetoby alfirm & accapt following:

1) that we nether are presently nor will in future avall of Snanciol assistance from another NGO or amy other source, for the same paient/case, as we aro
requesting to get fom Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundation. if the requested asssstance is not prantec
by Koshika Foundasion, in part o¢ in Aull, then the Hospital reserves It's right to make up the short/all from anather NGO or any other source. This
confirmation essontially stales that the Hospital will not avall ooy duphicate sssistance for the same patient/case from any other NGO or any oliser source
2) The assistance from Koshika Foundation Is only financial in nature. The choice of the trestment/procedure advisediconducied by the Hospla on De
patient, s based on tha arangement between the patient & the Hospital, sad is in no way influenced by Koshika Foundation. Hence, the Hosolial wil
assume solo & complate responsibiity of the treatrment & If's outcome 4 safiety of the patent, and Koshika Foundation will have no roke of respoosity
n the maker.
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