v [25-63-499]

APPLICATION FORM FOR ASSISTANCE
HETEal 9 SAEET WEd

(Healthcare)
(T LT )

Kt%hika

foundatlon

oo ﬁ/c%fée@

E———— ———
Busilding blach of fifa,

o 5-4 25

MAME of APPLIC

wnuboall! wn Ir:ﬂmm(

AGE-YEARS SU-=4 | SEX Tin

S0 "

FATHER'SISPOUSE™S
w1 S

- Mohan .ﬂﬂﬂ

f'

PRES

' .r-l?ﬂ’i‘!ﬂfl’mff‘f??!.llﬂfﬂi'l-m

7 uwl:'rlw
PERMANENT RESIDENCE ADDRESS : =713 SaTats T

RESID

_q;&“f

0o+

T T } A LE MARRIED T UNMARRIED (sifari)
TOTAL ANNUAL INCOME : |Attach Prool of Income)
s |n0aaq [~ /Famlfu Jok) G
PAN No. 7 #ma1 HaEsl
ARE YOU AN INCOME TAX ASSESSEE rma: whichover is applicable): Yes [ No
= 3 3w T ¢ (9w N I e W W e ¥/
FAMILY DETAILS wftam g
Sr. No. Mame of Family Member Age (Years) Gender Relation with Applicant
=Y T ofEn & =] AW W () fain a?ﬁ % T HEY
Fir Fri F — T 4
(1 s Yy (a1 @) [ WAL rfr-f
v
N I 4 -3 | s
] I 7] v ]
o '
BABIS for REQUESTING ASSISTANCE (Tick whichaver is applicatile)
e % fird ffa smm
BPL Cord EWS Certificate Ration Card Any Other
{Attach Card Copy) (Attach Certificate Copy) (Attach Capy) Basis/Proof
i T % e T =R o e AU W gy S
(e ) w W e W (v 91w wm v EE (oo W W W i HE W

“PURPOSE" for REQUESTING ASSISTANCE:
weam gy fed e W oae:

Mrdical Reports/Prescriptions Attached

5r. No.
S . , et @ i 91 7 g T e
e RS — ek ——
(1T e IXT =
et J e N
= S tormd——
L— == :) 4 -L.
@J | 4 = 1
= 5 ¢ :

“PURPOSE" from OTHER SOURCES
a7 wim A Torm o w0

ASSISTANCE BEING l'IMII.El:I for SAME
¥4 Tghva W Ay W e were fes

sr, Ho, NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
W T Fn E W T = werE T
i L»'r f GA =
[/ _\P g YL L B =




1) | hareby confirm thal &l details in this Form are True to the best of my knowledge. Any false statement will rendor my Agplication & ongoing assistance,
liable for rejection/canceliation. _

2) | solemnly confirm that assistance. i received from Koshika Faundation. wil be usad only for the "purpose”. &% stated In this Foem, for which such assistance |

was requested by me

3] I hareby confirm that | have not & will nat in fulure, sl of relmbursament, in part or in Tull, from any ather spurcelsmployerinsutance company, of the amount

far which this assistance is regussted
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AGREEMENT by APPLICANT (ke g %)

1) By afflxing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundalion and It's Truslees to

bse/publish/put-uplreproduce my name. address photo & datails of the ‘purpose”, far which such assistance is requestadigrantad, through any

medium, inchiding bul not limited to wartal, print, efecironic, for soliciting donations for Kashika Foundation andlor disseminating information abayl Its

activitief/achievements. Sueh use of my pholo & detalls can ba made by Koshika Foundation before or afler my treatment or fulfiment of the *plurpose”
for which assistance is beifg requesiad.

2) | {Applicant) further agres that any such use of my name, address, photo & detsils of the “purpase”, for which such assistance is requestadigranied,
will not autematically emtige me for receiving or cantinuing the ssid assistance. The decision for granting andior continuing the sssistance will rest iolaly
wilh the Trustees of Koshika Foundation, and their decision iy this regard will be-Ninal and accepiable io me,

R GRS Ll B R R e e mmﬂwmtu-mmmmw-u&mm{mmm
w.uﬁr-ﬂ‘tiFhmwmﬂﬁhtxﬁ*iﬁm“wm,m,m{ﬂmiwmmww*mﬁmﬂrmm
ﬂmmfﬁmﬁwhﬁmwmﬂmﬁwmu&ﬁmﬁﬂm-mm*-wmh
:Mfm}mmﬂm{ﬁrﬁu“.w.w‘dmm1nmﬂmﬁmiﬁm:mmmmm|wmi

"W v e e v s st et g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AT % T W S W A

e
AGREEMENT by HOSPITAL (v o wor)
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By affiing hersunder, signature of nur Authorised Stgnatury for recommanding this case/patiant for financial assistance from Koshika Foundation, we
{Hospital) herety affirm & accept following

1} that wa nelther ara presently nor will in future avall of financial pssistance from anather NGO ar any other source, for the same patlent/case, g3 we are:
requesting to get from Koshika Foundation, [n the axtent that sueh aaEstinge s granted by Koshika Foundation If the requested assistance e nol granted
by Kushiki Foundation, In part o In full, then the Hospital resarves if's right 1o make up the shartiall from another NGO or any other source, This
confirmation essantially atates that the Hospltal will not avail any duplicate azsistance for the sama patienticase from any other NGO ar any cther source
2) The assistance from Kashika Foundation is only financial in nature. The chalce of th irestmenl/protedure advisediranducted by the Haspital on tha
patlent, is based on the armngement betwesen the patlent & the Hospital, and is in no way influenoed by Koshika Foundation, Hance, the Hospital wiil
assume sole & complete respansiblity of the frestment & irs outcoms & safety of tha patient, and Koshika Foundation will have no role o responsibility
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