C_9C \n-0 4]

K®hika

APPLICATION FORM FOR ASSISTANCE (Healthcara)
HETAE ¥ STEATA e (areT Sarer) foundation
APPLICATYON Ma. : APPLICATION DATE : - PG ek of e
mow s Al1o2c| 0568 A oA 61 § 2 .
MAS ol APPOCANT: - AGE-YEARS ST-T1 | sEx fim
ik pt).n&a_‘fmm 60 ha
FATHER'S/SPOUSE S NAME :
frmwgs = W I""Sn : ﬂlo
Coao = an4046 )
oy PERMANENT ADDRESS - T8 379 T ﬁmmf’ PﬂEfOF
arnue .
"
mm"“"’ Al . MARRIED (Wraifen) | UNMARRIED (sitaii)
TOTAL ANNUAL INCOME : iAttact Proaf of incoma)
|57 Wit am L‘lgm,—. (3= = wes wo) A |4
mh"‘imﬂ' ﬂ i )
ARE YOU AN INCOME TAX ASSESSE whichever I8 appiicable) o
{5 = s ST owe € (W w9 3w ow oW P e ‘:!'Im}
FAMILY DETAILS ofthwt ftewmm
S+ No. Narme of Farmily Member [Yaars) Genda Ralation with Applicant
w4 Hou itag & W A ?ﬂtﬂi] ﬂ'hr ,;Elzimm
1 Bholi e 25 r | PR
@} ABRISeK g =P —oon -
BASIS for REQUESTING ASSISTANCE (Tick whichaver s appiicabiu)
wgrem % ford fafa s
BPL Card EWS Cartificate Ration Card Any Other
{Attach Cord Copy) (Attach Cortificate Copy) (Attach Copy) Basis/Proof
i tam % 94w o T T FuviEm W e i W
(T W wm v e W (v o e wfy weE W (g o1 o wrw gl den Wl
“PURPOSE" for REQUESTING ASSISTANCE:
T ¥y fed el W At
%, No. Madical Reports/Prescriptions Attached
9 sen s s 3 wil W) 2 vide g e
a a b al
— ) — _ﬁﬂmr_msjs 2 ST e Y WAL
[
[E —SePmle Tecalr
Za)
(7 CHRERY = RE- ST Gup Pl
L J
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
¥ IEvE ® ¥ W = weem fedt s v | fe o W
Be. No. NAME of OTHER SOURCE ANOUNT of ASSISTANCE BEING AVAILED
A W F T W TR WA #il T wewm o
M




DECLARATION by APPLICANT: Spiew B Wi T3
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1} By affixing my signsture or thumb impression on this Form, | (Apglicant) heroby agroe & authorise Koshika Foundation and it's Trustees lo
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By offixing hereunder, sgnature of our Authosised Signatory for recommanding thin casa/patient lor financial sssistance from Koshikes Foundation, we
{Hospital) hereby afirm & accept following:

1) that we neither are presently not will in future svail of financial sesistance from another NGO or any other source, for the same patientcase, as we o
requesting to gel from Koshika Foundation, to the extent that such assistance |s granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospitsl resarves IU's right o make up the shortfall from another NGO or any other source, This
confirmation essantially stalis that the Hoapital will notl avall any duplicate assistance for the sume patient/case from any other NGO o any other source.
) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedurs edvised/congucted by the Hospital on the
padianl, is based on the srangement betwesn the patient & the Hospltal, and Is In no way Influenced by Koshika Foundation, Hence, the Hospital will

assuma sole & complete responsibility of the Frestmant & e culcome & safely of the patient, and Koshiks Foundation will have no role or responsbility
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