\JRN —C-35-9 - o430

APPLICATION FORM FOR ASSISTANCE

{Healthcare)

K&hika

: PRESENT RESIDENCE ADDRESS _=AUM faiil!
Porit Famiciily o 0 O] hA™Pul, Eaanqxanl Colehofd |

A,LLM—\ Hodhiabs, U.P. 43[70b

PERMANENT FESIDENCE ADDRESS : ‘T Smemra Tal

S ﬁ : b ( ) foundation
MFUG‘“AE?“II-I'IIHu.; Ufﬂdfﬂg_fﬂ’fﬂé ;F;'%icf::émmm:ogfﬂg;i_g“ " Buikding block ot e,
LICANT : - AGE-YEARS Smi-=m | sEX féin
ool Panan 2imah 53 | m
famgr e Rasmaimgh

fneap  PaM®h

SO nE a5 abpre
GCCUPATION : L ab gt {MARRTED (TMHE) | UNMARRIED (o)
TOTAL ANNUAL INCOME Atiach Proaf of | ]
= AME 3 2 oo — It%ﬁam; fo) AN
PAN No., T T HE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover Is applicabiej: Yoz No =
TN G W W AT E(F W W IW W W = e o/ T (st
FAMILY DETAILS ofieR Temm
8r. Mo Meme of Famlly Member Ago (Years) Gender Relation with Applicant
w1 A TfER % W ¥ (=) fein % WM
s A i AR N F g ade
I L)
{- i<bih L5 [ 5 TR
Z ot %y/ 21 DA g I 7h Lot
= [#4

BASIS for REQUESTING ASSISTANCE (Tick whichever |s spplicable)
mEmgm % e faaf amm

BPL Card EWS Certificats Ration Card Any Other
[Attach Card Copy) {Attach Certlficate Copy) {Atiach Copy) Basis/Proof
T T W A we T =Py S W g v v wE - e
{4 = e e {wAm T e R wEE il (TR T3 WU WA W R
“PURPOSE" for REQUESTING ASSISTANCE:
w1y ed T T W egden
&1, No, Madical Reports/Prescriptions Attached
Eulcol FETEETRET § W B T W g W
A=~ C pderia -
L= — O ac ot n—
N Ud- €Y ~ ey - £ At F Al mp
2l ———
ASSISTANCE nemu AVAILED for SAME “PURPOSE" from OTHER SOURCES
7/ T ® o W w2 wea T s s A R v w2
Sr. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wY W T T W m T o

I JEET To08 /—




DECLARATION by APPLICANT: STHTH T WINVN W
1) | hereby confirm that ali detaiis in this Form are True 1o (he best.of my knowledgs. Any false statament will rander my Applicstion & engolng assistanca, i any,
liabte for refantionicancellation.

2) | selemnly eonfirm fhat assistanca, f received from Kosnlka Foundaton, will be used only for the “purpose’, as stated in this Form, for which such asslstance
was reguasted by me.

3} | hereby confirm that | have not & will pot i future, avall of remourssmeant, in F-orn fufl, from eny ther souncelemployerinsurance comparny, of the amaunl
for which this assistance is fequested,

1) & e = e g S R o and few AT st o orpe AR T w R ol W e o e e T W A 5w fem F=om v

39t g = T ol i R, @ o  §, T e s g e e i, F e e o v

3]#@a-m{ﬁammmiqwsmhm‘infi,muﬁwmﬁmmmﬁwﬁnﬁmmﬁ‘wmﬂwﬂmiﬁaﬁm1Tiﬁm
AGREEMENT by APPLICANT (3= gm 1)

1] By efficing my signature o thumb Impression on this Form, | {Applicant) hereby agree & authorise Keshiles Foundation and Vs Trustees to

uselpublishipul-uplreproduce my name, address, photo & detalls of the "purpose’. for which such assistance is requestedigrantad, through any

medium, including but nat limiled taverbal, print, elecironie; for soliciting donations for Kashika Feundation andior disseminating information about It's

activitesiaohievemants. Sueh uss of my photo & details can be made by Koshike Foundgatian balore or after my treatmant ar Uiilment of the "purposa”
for which aesiztance is nelng requested,

2} | {Appiicant) furthar agres thet any such use of my nama, sddess, photo & detalls of the “purpose”, for which such assislancs (s requesled/aranted,
will pat automatically entitle me for receiving or cantinuing the said asslstance. The declsion for granting andlor continuing (e assistance will rest salaly
with the Trusless of Koshika Foundation. and their declgion i this regard will be final and acceptabla o me,

1) ¥H TYE WS TEWT W S %y s, & (miw) s wwt W o v o et a6 sfenn s { S
m,tmﬁal‘n?ilfarmwmﬁ:‘rﬁatzﬁ“m"mw.m;mmmmﬂgﬂﬂﬁﬁﬁw’fnﬁtmﬁﬂ fitt Tt R e e

i = % fe o A v fenw W v S o wown d I fo et ol w el s

1) & (sreE) T Wm A T E W W, v, W el fe R e R e i § g T W W 6w A S

‘" sy 35E =i W P e i wswd gm

APPLICANT'S SIGHATURE OR LEFT THUME IMPRESSION :
s & s s = P

AGREEMENT by HOSPITAL (¥ome gm %01)

By afiixing hereunder, signature of our Authorised Signatary for recommending Ihis casefpatent for fingncial gsslstance lrom Koshika Foundatlon, we
{Hospits] hereby affirm & socep! following:

1) thal we nelther are presently nor will in future vail of financial assistancs from arolher NGO or any othergource, for the same palient/case, os we are
reuesting 1o gat from Koshika Foundution, io fhe mxtan! that Such rssistance ts granted by Koshika Foundalion. Il the requeslend asslstance is not granted
by Koshika Foundation, in partor in fil, tnen the Hospital reserees if's-tght to miake up the shortfall from another NGO or any ather source. This
confirmation esseniizily states that the Hospital will niot avall any duplicate assisiance for the same patisnticass from sny offer NGO or eny other source,
2) The assistance from Koshika Foundatian iz only finanoial in nétura. The cholce of the treatment/procedure adv|zediconducted by the Hospital on the
patiant, is based on the arangement between he patiant & the Hospital, and is in no way influenced by Koshika Foundation. Hence, tha Hospiial will
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