MR- e - g 8—1l ~ asbl

APPLICATION FORM FOR ASSISTANCE {HHEIIﬂ'iFﬂI‘B] thi.ka
HEIAN] B, =TT A (3 wm‘m - foundation
anﬁr:m: 'I.//H 15/ agusg :ﬂﬁt};‘:&uumm:ﬂlf / f(qg _— Bulding biock of fife,

ace-yeans wmrad | sex fon

DAt Mamvaty 3 4 =2
FﬁTHEHW“?E:-T?Eﬁ MAME : ﬂmf}"? Pd

, PRESENT RESIDENCE ADDRESS =#TH T @
SNAMANNA_ o T O LardTn o Jduind] Mathunag

U.pF aF1J30H

PERMANENT RESIDENCE ADDRESS : THT% /arar e

A T %) Y Y T

Pne & F@J;atdi'g_

;Fﬂc#ﬂmnun. Mowme paaken \ MARSIED (Tarfes) / UNMARRIED (i)
TOTAL ANNUAL INCOME : Attach Proof of Income
T i & Yaoce [ — (ot = et oy, A
PAN No. 7% wmm =
[ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicablz): YesiNo ___——
AN SR U T (W 0 B39 W O W e e W
FAMILY DETAILS iram faem
5r. No, Hame of Family Member A= (Years) Gender Relation with Applicant
FY HEN Titan § meEl = A 35 (=) fiin i e L B
] IMabhaveT Sihdl, g2 i) HUAE omd
- Aon fe ) E 9 [ T q

= ]

BASIS for REQUESTING ASSISTANCE [Tick whichever is applicable)

T 5 fird FEf s
BPL Card EWS Certificate Ration Card

{Attach Gard Copy) (Attach Certificsts Copy) {Attach Copy) B‘;’;" mi

Rt R S79 AW W Ty e e W
(WS T W B W R i (w53 W o weE (ST T e W
“PURPOSE™ for REQUESTING ASSISTANCE:
wEww iy e ™ e . oI
Sr, No. Medical Reporia/Prescriptions Attached
9 HEm T EE | WHT W) T iR o Tem

AF — C adznec+

LE = PE YT o

S Una Ny - 7RE) = STy F PR
i it S

e

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T I § Wy 5 o wwow e s W e T an

Sr. No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
A A 3= W oW A ] T wErEm i

FE e N 2R Hode ] — _




DECLARATION by ARPLICANT: SEmE T i 74-
1} | hesely canfirm fhat all detalfs in this Form are True to the best of my kiowledge. Any fales statemant will render my Applization & ongoing essistance, If any,
lighle: for reseclionicancatialion.

2) | solemnly confirm that assistance, If recelved from Koshika Foundation, will be used only for the *plrpose”, as stated in {his Fom, for which such asslstance
‘was requested by me,

3) | heteby confirm st | have riot & will it infulurs, svsil of reimbursemant, In part ar in full, from any other satncafermployer/insurance company, of the amount
for which this assistance is reguestad

1) & e wom £ e o w9 Rl o wd T g et % s we vl w0 sl v fee g wes s o e & R 4w e w1 @ a |
2) g = g o efre w4 ol ow oot b, awe awin ol 2w 9 0E % e few = ge wee € wo o R
3) ¥ i won of 7 T weren ¥y w i owd nd €, o o w oo mowsT fem R s Pl wer @ 2@ R & b o e F

AGREEMENT by APPLICANT {=re= 7 #70)

1] By affixing my signatura or thamb impression on this Form, | {Applicant) hercby soree & suthorisa Koshika Foundstion and i1's Trustees 1o
use/publishiput-upireproduce my name, address, phote & detalls of ihe "purpase”, for which such asslstance s requestad/grantsd, through any
madium, Including but not limited 1o verbal, print, alactronle, Tar soliciting donations for Keshika Foundation sniior disseminating Information sboutit's
activities‘achiavamenis. Such use of my pholo & dsiails oan be mede by Koshika Foundation hetare or after my freatmant o fulfilmeant of the “purposs”
for which assistance Ts being requested.

2} | {Applicant) further agres that any such wse of my nama, address, phioto & details of tha “purpaga”, lor which such assistance is tequestedigranted,

will not automaticslly entitle mes for regalving or continuing ihe said assistance. The declsion for granting end’or confinuing the sssistance will rest soiely
with the Truslsos of Hoshika Foundation, and thalr decision s this regard will be final and acceptahie tn ma.
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AGREEMENT by HOSPITAL (vomm 370 F70)

By affixing rareunder, signature of our Suthoreed Sgnatory tor recommanding this case/patient for inancial assistance frem Koshike Foundation, we
{Hospital) heraby &ffitm & sccepl following:

1} that wa mefther are presently nor will In future gvall of financisl assistencs from another NGO or any othsr sourne, for the sams patienlioase, a5 we are
requesting to get from Knshiks Faundation, 1o fhe exdent that such assistance i granted by Koshika Fondallan, [ the requasied assistance is not granted
by Koshika Foundation, In part or in full, then the Hespltal reserves it's dght 1o mae up the shortfall from another NGO or any other source. This
confirmation essantially stalas that the Hospial will nat availl any duplicsis sasistance for ths same patient/cess from any other NGO or any other saurce.
2) The assistance from Koshika Foundation is only financial In nature. The choice of the trestmentprocedure advised/condustod by the Hospital on the
patient, is based on the amangement between the patisnl & the Hospital, srid ie in no way influencad by Keshike Feundation, Henes, tha Hospital wil
assume sole & complete responsiblilty of the treatment & i's outcomea & safety of ths patient, and Koshike Foundation will have no role or responsibility
in-tne matter.
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