VR A - €C-3F_ e~ 2113

&, .
Koshika
foundation
* Buildirg block of life.

APPLICATION FORM FOR ASSISTANCE (H EaIth_{:are]
HeTEar 29 SEET ey { Frrs )
APPLCATRN Ko. Vinas/| os4z ;rﬁcﬁn:?nnmm;mq/ ”[AF_
HAME of APPLICANT : m{ AGE-YEARS S13-T1 | sex fom
£
it e £+ | F
R T PR ol B

PRESENT RESIDENCE ADDRESS 3w WSty Wl

Jhova [<he dma - thnfha Ixhedma g

Pan ERam o B

[Nadh Wnay, U.po 121122

F‘ERHAHEHT RESIDENCE ADDRESS : T0T Symifsi 7o

SA e ay algve

L’?‘E&?

—
I

pertep

DCCUPATION :
A

Home maken

| MARRIED (Ff) | UNMARRIED (Hasa)

el HITE AW

TOTAL ANNUAL INCOME =

U 3obe) = (FAIyA LD

(Attach Proof of Incoms)
(3mm & w He )

M4

PAN No. T w1 T

ARE YOU AN INCOME TAX ASSESSEE (Tich whichever s applicabis): Yos | No
TN AT W F A E (A W B I W R W e 7
FAMILY DETAILS wfiom femm
Sr. No, HName of Family Member Age {Yoars) Gendar Relation with Applicant
WH HE T =W (=) Fen g my Ty
. C hamadan Lal £ 4 % HUAL A A
2. A- e < o L g | |44 $ B
T ﬂcﬁfﬂ:u Y s 3] E ,ﬂm;}h+gn 17 Lol
BASIS for REQUESTING ASSISTANCE (Tick whichsver s applicabis)
e % e iy soen
BPL Card EWS Cartifi ot d
(Attach Gard Copy) (Attach Certiicate Copy) (Attaeh Capy) oy her,
T T WA A T P 30T W T EUHET W . e
(W T w W W W R (e T = AT e W (o o = wen W e w4 '
“PURPOSE" for REQUESTING ASSISTANCE:
o g R o R S
Sr. Mo Medical ReportsiPrescrigtions Attached
w1 SFTAE W AR W T W HEl we
[AE —~ Cadannr -+
- — C adana
L - e
Stmg Rl ~ AR - NTFTEY 4+ P M AME
T A —< :
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SCURCES
W T % v T 5 W e 5 W | e e
sr. No. NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
W = = = T HETE T

=

TR Teve J—




DECLARATION by APPLICANT: F== 70 ST 7=

1} 1 heteby confirm thal sl detadls in this Form are True fo the Best of my knowledge. Any false statement will rendar my Application & ongeing assistance, if any,
liahle for rejeciionfcancellation,

2} | salemnly canfirm that assistance, if received from Koshika Foundalion, will be ussd snly for fhe “purpose”, as stated i this Farm, for which such assistance
was requasied by ma,

a3} I hersby gonfirm that | fave not & will notin ftuss, avall of reimburesment, in part o= in Wull, fram any other sourealemploysringuranca company, of the amount
far which this Bssistance i8 requesied, ‘
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AGREEMENT by APPLICANT (amime & %711)

1) By affixing my signafure or thumb impressicn on this Form, | (Apoficen) hereby agrae & autharise Kdshika Feundation and Vs Tricloes to
use/miblishipul-upirepraduce my name, addsess, photo & datalls of the "purposs”, for which such asslstance is requestedigranted, through any
mediim, inchuding but not limiled o vorbal, print, slectonic, for sclicifing donafions ko Kashika Foundation andlor disseminafing information about It's

activities/achigvements. Such use of my photo & details can be mace by Hoshiks Foundstion before or gfter my treatmant or fulfiiment of the “purpose”
for which assistance is bising reguasied.

2) | {Applicant) furthar agres thak any such use of my name, address. phato & delalls of the "purpose”, lar which such assistance |s requestedigranted,
will nol automatically entitle ma for facaiving or confinuing the said assistancs. The decision for granling andier continulng the sssisiance will rest solaly
with the Trustees of Koshika Foundation, end their degision is this regard will be final and scceptabls to me.
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AGREEMENT by HOSPITAL (7o 30 +07)

By affixing hereunder, signalurs of our Authorised Signatory for meommanding this case/pationt for firancial sssistance from Koshiks Foundstion, wa
{Hospital) hereby affirm & eccept following:

1) that wa naither are presantly net will in fulure avall of finanoizl assislance from enather NGO or any othar solrce, for the Same petisnlcase, as we dre
raquasting to gatl from Koshika Foundation, 1o the exlant that such assistance [s granted by Kashika Foundation, IT the reqguesied assistance |s rol granied
by Keoghika Foundation, in part or in full, then the Hospital reserves i1's right o maka 'up the sharifsl from anoiher NGO or any other souroa. This
confirmation essantially states that the Hospital will not avall 2ny dupllcate assistancs for the seme patienticase from any other NGO or any other soifca.
Z) The assistance from Kashila Foundstion [s only financlal in nalure. Tha cholee of the treatmentprocedurs advised/conducted by (he Hospital on the
patiant, is based on the arangement belween the patisnt & the Hospital, and |s inno way influence: by Koshlks Foundation. Henos, the Hospital will

assumezola & compiats responsibiiity of the trestment & il's outcoms & ssfoty of the patient, ond Koshike Foundation will heve narole or responsibility
In tha matier,
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