VRNM-C- 385~ ~ 03

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kd‘s’hika
5 TN, SRR STe (s ) foundation
APFUIGATN o V/euas | ses¢ APPLIGKTION DATE: oSfey[ s g
= : AGEYEARS smq-71 | sex f& \ !
sl P Feosla 0N 78 F
FhTHER'EI:ﬂ:ITJHSE‘E NAME : T g Lo

PRESENT RESIDENCEADDRESS 0/ SR W ~ PABTE FHOTD HERE

Pamhail ~—_Famh 7 i
N i, Jaiae3 fene g '

PERMANENT RESIDENCE ADDRESS : =05 st 77

Same aj— abowe

OCCUPATION : Home maken \MARKIED (PTivF) | UNMARRIED (o)
TOTAL ANNUAL INCOME : 2 {Attach Proof af income}
e aftn HF ewel~ ¢ FamuyAd) (s m ma w) A fL
PAM No. =7 S HeE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 1s applicable): Yes I No
wmmmmim’rmﬁﬁcﬂtnﬁ:?wml R L
FAMILY DETAILS i T
Sr. No, Mame of Fomily Membar Age (Years) Gonder Refation with Applizant
e afiar % = T 0 () fen T Ty
I C hanmd® Je A Huxbond |
<. S T¥-oy o) m S en
z S ool g 23 = d?a%q.h-tﬁ TR Tl

BASIS for REQUESTING ASSISTANCE (Tich whichever Is appiicabl)
W = o fale amm

BPL Card EWS Cartificate Ration Card Any Other
{anach Card Copy) {attach Cortificate Copy) {Atiach Copy) Basis/Proof
T TEn S g e S = T W FYARHI FE 7. ¥ W
fwT e Y a u we t (v 9 W v W e a9 W I R He Wl
“PURPOSE" for REQUESTING ASSISTANCE:
wEE # e T T W e
Sr. No. Medical Reports/Prescriptions Attachad
il sremRETeet § A W T uieeE e e

RE - Catanatt

T E — T odanai+

Pt
Cwig e — [(CE - 33C3 4 FmMp
7 (Y —

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T v % ¥y W = wewe R see s A o

Sr. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WH HEN s T W e #t T W
[- P [ AL Adoo]—




DECLARATION by APPLIGANT, #iww om swm 7y

1)1 hesaby-confirm et @b dotuils in s Form am Tros o ro D el my keowisdge Any leso st wil iendan my Apslicatian & oigaing mesiianoe, || ey,
il for rojmcieyveansaliating,

2) | salnmniy ganlirm sl aealstanaa, H regetvid from Kornio Foundsiian, wil e used aoly e "pamose’. us st 17 ide Farm bar which sueh assistaics

WwWas red|paaten Ty me

311 retalay corihrm g | rigve D & il e ture, gvail of reenDeremEnt, el S 0 e any elted ssade oy uiinnsanca eonvipany, of thp amgund
for which s peslsinnce 1§ prgudslog,

1 # e f 1 gw v 0 R R el e A el S e e 0 D T e i o s R T € e e W o sk b
2} = e ofe v wre o om of B e e 3 e o S B e o, S w F e

3) %y wom % fo e i ooy W E i W aow o aee B e e st s w3 T & s i s F dm
AGREEMENT by APPLICANT [éss g =0

1) By alfizing my sigralure or thumb imprassien on ihis Form, | | Applieant) hersby agree & authoriss Koshika Foundation and it's Trustess (o

use/publishipul-up/reproduce my name; address, photo & detzils of the "purpase”, for which such-assissance is requested/granted, Ihrough any

madium, inciuging bul nol limited to verbal, print, electronic, far soliclting donalions for Koshike Foundalion and/er digseminati ng Infarmaticn aboul t's

activilies/achisvemanis. Such uss af my phato & detalls can be made by Koshika Foundalion befare or after my treatmaent or fulfiment of the “purposs”
for which assistane = Boing roguesisd.

2) | {Aoplicant] further sgree That any such use of my name, address, phato & delols of e “purpasa”, for which such assistance Is roquasiedlgrarited,
will nal autemalically eniitle me for receiving or confinuing the sald asslelancs. The decision far granting andlar continuing the assistanca will rest solaly
with the Trustess of Kashika Foundatinn, and thair dacigion i8 this regard wifl be final and aceeplabia to ma,

) W S e W A S e e, 0 (s sl we W g s | o e et ol e s ¢ s s s e o,
A, W sl e e § e &, i we =R, o, s gat Teien S we afifefed stoerend € e e 9 o aem

7wy I & e sfeg § 9 g @ feee 9t e € o mowe S w R e el weEe” = i

2) A (oI W W OO L 06 W0 W, T, W ol fe s o & s © it o s wem W v o v Wy A

“ i ] e st w0 FbT S0 S SrOEER E

APPLICANT'S SIGNATURE OR LEFT THUME |MPRESSION :
e I S W

AGREEMENT by HOSPITAL (wewwm gro wam) bl
By affising hereundar, sigralure ol our Alithonsed Signatory for recommending Inis case/patient for financia! assistance fram Koshika Foundation, we
(Hospital) hereby affirm & sccept following:

1) that wa naithsr ars presgnlly ner wil in fulkre @il of financlal sgsistance from anolthar NEO or any other source; Tor the same potienleass. 55 'Wo gra
requesting lo get lrom Koshika Foundalion, to the exdent that such assistance is gfanted by Koanlka Foundation, If the requesicd assistance is not grantad
by Keshika Foundalion, in part or in full, then e Hospits! resarves [t right to make up the shartfall from another NGO or any othar source. This
confirmation sssentizlly states that the Hosplitsl will not zvall eny dupficats assistanca for the ssms patienticasa from any other NGO or any ather source
2) The assistance from Koshika Foundation ts anly inancial in nature. The cholce of the trestmentiprocedurs arvised/icanductad by the Hospilal on tha
patient, is besad on the arangemant belween the patient & the Hospilal, and 1 in po way influsnced by Koshika Foundation, Henca, the Hospital will

assume sols & complele responsibility of the treatment & if's oulcome & salety of the patient, and Keshika Foundation will have no role ar responsibility
in ther matier

T S, FE WA § WA s e A i o feefon wt wd €, feoem (rmme) B wew w s ow misr wE

1) 76 1% 3 W Wi S T 0 o 6 e wemn G b e wens n el s wie e tieed F o m B w2, 39 T v s w
-.iﬁﬁrﬁ;wﬁﬂﬁrﬁlr&m#“M:mﬂm”mmiuﬁstwﬁ“ﬂﬁmmm"mmmmmiuwaﬂﬁmwiﬁm
'ﬂmmﬁrmmwmmmﬂmﬁ%mﬂfﬁmmmt:mqﬁzimmmthmmmﬂqmm#ﬁ.mﬁfgﬁﬁt
B st B a7 foi SR TE W TR dmvdf

2 “wifir W R o e wwe fafiee v S R00h W wee we S w w e sToien woaeE @

F s = i S wiE e e e W W e et v § T e e o e . o

1 Frit st w1 W e o sl o A _/"\9

e \\r
aa{aq {_35' _ (NameTesign iong " ad Signatory
bR s T e T T IR A A
FOR INTERNAL LISE of KOSHIKA FOUNDATION sl waim 4
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= T |

I e

30-11-2024




