Mo — (~25-05— 943
APPLICATION FORM FOR ASSISTANCE (Healthcare) KE?"L‘
HETEA €Y SETA WEY (g i) n:_s'ii'r_
unaoation
mnmm APPLICATION DATE - S—
M)"S_}"Ef!ﬁ {38 ke 8 13900517 € e
NAME of APPLICANT AGE-YEARS! S-Ji | sex fifn
P
bl Q}}ufi 1’54 madin 69 | M
f-w':-mm q“""LAUIJ"""
ADDRESS RL
= oIt (A EBTALE
s PO AP H \J =
WER £, - 301
RESIDENCE ADORESS : ¥ Srdm Tm
S0 L dboeer
‘?-‘é:“m“?"""" e o marssEe- (Fenfies) | unmaRRIED (wieariiv)
TOTAL ANNUAL INCOME : {Altach Proof of
b libadheid 4s7 , ( W9 W) W W)
PAN No. 7097 &= 5
ASSESSEE whichever
% A 5T G ¢ (R T W 3 T 7k
FAMILY DETALS wftan fam
S, No. Mams of F Mambat
FH W ufimm % 1 5 “%T%T Tﬁ" W?m
I= FAreEn 5 = T W
L o) | TMalha il 2q Ay AN TS
BASIS for REQUESTING ASSISTANCE (Tick whichever s applicabie)
wEwm & frd fafe smam
mﬂzﬁml (Attach Cortifcete Copy) (Roaon Com Any Dther
et % fH v W e syt I wE Hmﬁlml“
(wers e wt g uf o wt (v 9§ e v e W (W W W wrE A W Wt
“PURPOSE" for REQUESTING ASSISTANCE:
e o fed v feslt W oag:
Sr. Mo Medical Repona/Prascriptions Attached
il | 3 wemee d Wi wt of vl e wee,
Egggnn YAl re a8 B ) (8K ¥o/ble 18
[ & L =) P
b CH ¥ ST W (gt
i -
Z A e A S € 11\ 19 a1
ASSISTANCE BEING AVAILED tor BAME "PURPOSE™ from OTHER SOURCES
T TN F ¥y S o ApEn e s s @ e o ey
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSESTANCE BEING AVAILED
ki s e = = wowm it
o T
T




DECLARATION by APPLICANT, ‘aibes g sftave yu,

1} | hereby confiom thal ail detals in this Form ate True lo the best of my knowledge. Any lalse ststement will rander my Applicalion & ongoing assistance. If any,
liablo for repchionfcanosfiation. ; _

2)1 solermnty confirm that assistance. ¥ received from Koshia Foundation, will be used only lor the "pupose”, as siated in this Form, for which such assistancs
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1) By affixing my signature of thumb Impression on his Fom, | Apphcant] hersby agrap § suthoriss Koshike Foundalion and if's Trustess to

sk pulishpul-upreproduce my nama, address, photo & detais of the “purpose”, for which such assisiance is requested/granted, Meough any
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211 {Applicant) hiriher agres thial ary such use of my name, address, pholo & detals of the "purposa”, lor which such assisiance |s requestedigranted.
will nol nulomaticolly antitle me for meceiving o continuing the said ssaisiance. The decigion for granting andjcr confinuing Ihe sssistance will rest solely
with the Trustees of Koshika Foundation, and thelr decison |s this regand will be final and acceptable (o me
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AGREEMENT by HOSPTAL (verms ¢m %)

By alfining hersundar, signatung of our Authonasd Sighatoty lor recommanding (s casa/pabient for Sinancial asaistancs from Koshilcs Foundation, we
{Hospital) hereby atfirm & accept following:

1) thant we it e resantly noe will in fulure avsil of Snanclsl sssistance from snother NGO o any ofhar source, for the same patieand/cnse, o8 we ore
requesting to get from Koshika Foundation, to the extent that such essistance & granted by Koshike Foundation, If the requesied assistance is not granied
by Koshil Foundation, i pan or in full, then e Hoespital reserves B's nght to make up he shartfall om snofer NGO o any ofher aource. This
confirmation essentially states that the Hospital will not avall any duplicate sssistance for the same patient'cass from any gther NGO or any other source
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patien), & based on The arrangomant between the Eatient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
auaume solp & complete moponiibelity of the troatment B s culcome & salely af the patienl, and Koshika Foundation will hive ni role of reapansibility
in the maiter
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