K®hika

foundation
—_———————s

-k

00 mﬁ e/’

OCCUPATION :

TOTAL ANNUAL INCOME :
A witE 5w

ﬂ -:-—

MARRIED (i) | UNMARRIED (i)

PAN No. =T T Wel

L
! Attech Proof of Income
= _qmm;f ’Qm au,é{_[&.fafjﬂ‘tm = e )

-
ARE YOU AN INCOME TAX ASSESSEE [Tick whichaver Is applicable):

Yes [ No

= AW 5 w1 Om (9 A= B3R W ak W e e Wi/ T
FAMILY DETAILS i T
Sr. No. Name of Family Mumbar Age (Years) Gender Relatien with Applicant
mmﬁtﬂ oftan & weEl w4 % () f&=n w W W
H I -7 = Tl
(Lt 1 i [¥] J ﬂ’l
o LN\ fc
o %gﬂ = — T 1 2P
BASES for REQUESTING ASSISTANCE (Tick whichaver is spplicahle)
wyme % o Tl snm
BPL Card EWS Curtificate Ration Card
|Attach Card Copy) (Attach Certificots Copy) {Astach Copy) ﬂ.mm
i T % T ™ =7 W ol g FYi R =1 W W
(T WY W W i e W (o W W W W weE (g w3 = v e W

~BURPOSE" lor REQUESTING ASSISTANCE:
s g S T e R

Sr. No. Modical Reporta/Prescriptions Attached
w4 TE mmﬁ?%mﬂ&‘tﬂiuﬁ&ﬂqﬂfﬂm - 4
v: Y '_
= _%. C M [l __F"
[ — <ol VUILD 1 0>
V) o B S S A1 (=t L] 2Ad =
i~ SWEERY —— PR e B AT AR .ffw"”'ﬂ—ér% -
| U] ——r
ABSISTANGE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
wﬂwﬁhﬂmmﬁmmmﬂﬁmwﬁ?
&¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH A 57y TR W AW = Twram ol
s c - Ry g
A P __"‘-_--_-'u.‘J i amm———
ll..l.ll f.:-} {: X.. "'—m,z _{‘ff!
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1) By affizing my signature of thumb impresaion on this Form, | {Applicant) hereby agres & authoriss Koshika Foundation and I's Trustees 1o
use/publishipul-up/teproducs my name, address, phato & details of the “purpose”, for which such assistance Is requestedigraniad, through any
medium, inciuding bul nat limited to verbal. print, slectronic, for soliciting donations for Keshika Foundation andlor slsssmingting infeemation aboutil's
attlivitiesiachievamants. Such use of my pholo & detaily can be made by Koshika Foundalion before or aftar my lreatment of fulfiment of the ‘purposs”
fot which assistanioe is baing requested

2] | [Appligant) further agreo-ihat any such e of my name, address, phato & detalls of the "purpose’, for which such assisiance is requastedigranied,
will not automatically entite me for receiving or continuing the said assistanca. The declsion for granting and/or confinuing the assistance will res! solely
with the Trustees of Hoshika Foundation, and thals daciaion ks this regard will be final and scceplable to me.
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AGREEMENT by HOSPITAL (wemm g0 &01)

By affining hereunder, signatuse of aur Authorisad Signatary lor recommanding this case/patiant for financial assistance rom Keshika Foundation, we
(Hospital) herby affirm & accept following:

1) that we neither are presently not will in fullre avall of financial assistance from anather NGO ar any othar soyrce, for fhe same patisnticage, as we are
requesting 1o gat from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. I the requested assiatance jy nol granted
by Kashika Foundation, In part o in full, then the Hospital reserves its right 1o maka up the shortfall from another NGO or any other source, This
confirmation essantially sates that the Hospital will not-avall any duplicate assistancs fo the same patient/case from any other NGD or any other sourme
7) The assistance from Keshika Foundalinh s only fimancial in nature, The cholce af the ireatmeniiprocedure advised/conducied by the Hospita! an the
patlent, is based on the armngament betwesn the patient & the Hospital. and |8 in no way Influsnced by Kpshika Foundation, Hence, the Hospital wil
assume soe & complets responsibility of the treatment & It's autcame & safety of the patient. and Koshike Foundation will have no rols of responaibility
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