C?.Af'oh\\&

K ¥hika

APPLICATION FORM FOR ASSISTANCE (Hoalthgm)
'S !"“ TSR e ( ; ) foundation

APPLICATION No. ! APPLICATION DATE - Ditng bon of Ite
ey Wou E (LLM?-.\ 310 soAes frdt 3 lll&
NAME of APPLICANT | AGE.YEARS S13-7¥ | sex fein
m . —

Radict Ja na &Y £
FATHERS/SPOUSE'S NANE :
PR wT ¥ TR Man
v 1 - ADDRESS WiaA
7 — " Te hall-
L. "y

<) RESIDENMCE ADDRESS - o 2
5 Preop Postop
— Q& Obhove — 310 ~ Jainam

OCCUPATION : , MARRIED (RefBe) | UNMARRIED (s5vfem)
TOTAL ANNUAL INCOME - (Attach Proof of Income)
F wiw sm S non )~ (3" W W) NA
[PAN Wo. T mmn W : Nq o
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is Yos) Ne
AN W W mnawwuawmnm. v AT

FAMILY DETARS witam fimrm

CATY uudrmw Age (Years) Gonder Relation with Applicant
R U tmu-n 3% () iy spiw % Bw way
) Hcmi 25 M <7t
. =AY b R o ™1 <ON

N - .
[l PRYSY Uou& A\ IMimsared
<
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicadle)
worem & fod fasfe sman
8PL Card
{Attach Card Copy) (Mot Gt Copy) (Ko Copy} Aoty Othar
nind ten % 99 T v 5% vy ™ IR W i e
(e T W wew o WA W (v v W e v e el (warm v ¥ o 5 T Wt
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y el T e W T
5. Mo, Medical Reporta/Prescriptions Attached
wE H semeeie @ w9 o) shebey g W

1 \1

;]QL- LIS

1, | Imm‘mﬂ L --

(TS

= ‘

La Mﬁ{ A d -~
’\ ¢

V]
RE—_ SIS =1

BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES

ASSISTANCE
TR IgevE % 6 W & wee fed s v @ fa v W2

NAME of OTHER SOURCE
s vl W W

AMOUNT o‘;’ﬂﬂm BEING AVAILED

nf weram vl

) B NZTTO




DECLARATION by APPLICANT, siee pro wheen wx;

1)1 haredy confiem that all detads in thas Form are True 10 the best of my knowledge. Any faise statement will render my ADDRCatIon & onQoing assistance, If any,
o for ;

2)lmmw *unt assistance, If recenved froe Koshika Foundation, witt be used only for the "purpose”. as stated in this Form, for which such assistance

wis requésted by me.

3) | hersby confiem that | kave not & will not in future, avasd of reimbursement, in part of in full, from any other sourcalamployerinsurance company, of he

foe which this assistance Is requestod
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1) By afiung ey Signature of Ihumb enpression on this Form, | (Appicant) horeby agree & authonse Koshiks Foundation and if's Trusiees %
use/publishiput-uplreproduce my name, address, pholo & dotails of the “purpose”, for which such assistance is requestadigraniad, Brough sy
medium, inciuding but not limited 1o vertal, print, elecironic, for sobiciting donations for Koshika Foundalion andlor disseminating information about if's
actvities/schievernents. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment o fulfiment of the “purpose”
for which assistance (s being requested.

2) 1 (Appicant) further agroe Ihat any such usa of my name, address, photo & details of Ihe “purposa”, for which such assistance i requested/granted,
will not automadically entitie me for receiving of continuing the said assistance. The decision for granting andior continuing the assistance wil rest solely
with the Trustees of Koshika Foundation, and thew decsion is this regard will be final and acceptable o me.

1) T8 w1 9 sl wemer @ anE ¥ www,  (aodw) e e o) gfe won { o “sifow it ob vod coniid ) sfeg v s 9
o, w2 ot o feeew g vew o i &, @ Cwife e R, o, weaw G agten o g6 ofifed st padel ® Sl el @ g e

% wafor wed & firg sdfoq &) Wy W e W g € vl W e @ e ® g e saRe” v ot sfew B

2) & (sobew) o wn W wem 1% S0 T, wn, 95 of feven @ I weew Wt @ wie § g v weee W e W v W o |

*wfow” ooy e =l w e s sl el o)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wiow ¥ Py @ g W e

AGREEMENT by HOSPITAL (¥emm 50 %T%)

By affixing hereunder, sgnature of our Authorsed Signatory for recommending this casaipatient for financial assistance from Keshika Foundation, we
(Hospital) hereby affem & accepl foliowing:
1) that we neither ace predently noe will in future avall of fingncial assistance from ancther NGO or aery othee scurce, for the sama patienticase, as we sre
requesting to get from Koshiks Foundation, 10 the extent that 3uch assistance 1 granied by Koshiks Foundation. If Ihe requested assistance is not granted
by Koshixa Foundation, in pant of in full, than the Hospital reserves it's right to make up the shonfall from anolier NGO or any other source Ths
confirmation essentially states that the Hospital wit nol aval any duplicate assistance %or the same patienticase from say other NGO of any other source.
2) The assistance feoen Koshika Foundabon is only financial in nature. The chowce of the Irsatmentprocedure acvised/conducted by the Hospital on the

is based on the arrangement betwoen the patient & the Mospital, and I8 in no way Influenced by Koshika Foundation. Hence, the Hospital wi
pssume solo & compiete responsibility of the treatment & it's cutcome & safety of the patient, and Koshika Foundation will have no role of responsibilty
in the matler.
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