v BAN- e~ 20—|l— 100

APPLICATION FORM FFR ASSISTANCE {H ualthpara} Knshika
HEFAT B9 SAHET UIiEy (e =@ ) Toondation
;ggjﬂgrtﬂn.: V/ T ;‘5"{_,;5—_-'[_\_{ ﬁcarﬁnumﬁ:;}f”flf Buskding biook of life
NAME af APPLICANT ; < AGE-YEARS S | sex f :
ST W AW Le dﬂ'\ w 5‘3?—( 2.4 F

FATHER'EI‘:;'G_!U;E'S HAME © R A Wdﬁi"f

PRESENT RESIDENCE ADDRESS wHum 3mia o

AT _bart 53 &m@gﬂ@m:jzuﬂ,ﬂnﬁum&#m

TAE - Forifizabad, 2e319%
PERMANENT RESIDENCE ADDRESS ; ‘=% s =m

SA e A~ abh 0re

OCCUPATION : e |\ MABRIED (TH=If2c) | UNMARRIED (sReafe)
TOTAL ANNUAL INGOME - ~ i {Attach Proof of Incoma)

e At Sfpvvl— (Fagn 45D (s = e EE) A ﬂ_

PAN No. TE7E 737 H&T) i

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is spplicatis): Yes | No, —

N AN S T OUW € (F OAFT 0 5% W OEE W Fem o W A—"

FAMILY DETAILS wian faamm

5. Mo, Mame of Famlly Member Auge [Yeara) Gender Relation with Applicant
1w L e 30 (7) fiin e e e
' RN W LN A 2 e ] Mg n H D Aol
L hhavh T3 24 P |
3 CaZna il E AL QT en b

BAEIS for REQUESTING AESIETANCE [Tick whichever Is applicabia)
b e T e e T

BFL Card EWS Cartificate Ration Card
(Attach Card Cojpiy) {Attach Certifieate Copy) (Attach Capy] ;’;’hfpug:;'
e T W A W et wt T T TR S
(5= TE S1Bm N W (e T W o A He (T e =T B Wi e s
"PURPOSE" for REQUESTING ASSISTANCE:
T ¥ e m fa w oa:
Sr. Mo, Medical Reports/Prescriptions Attached
w9 oA SEqRYETR | A W N8 wiods gl Wee
B - Cadanar L
S L= C endfana £+
’ e
N LU'EQ.'E-’ZE-— BE) — 8 308 4 Pman
el = T
= i L=
ASSISTANCE BEING AVAILED for SAME “PURPOSE" fram OTHER SOURGES
T 3559 % o T 0 TOET (S 79 w0 A o e et
St Ne. NAME ol OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wn e S TR WA i} T Frmr At
| - AIRECC aeon fo—




DECLARATION by APPLICANT: 5% 3W 5 =:

1} | heredy confirm that sll details in this Form are Troe to the best of my knowledgs. Any falze statoment will render my Application & ongoing assistance, it any,
ligble for rejsctionicancaliation, ¥,

2} I solemndy confirm thist assislance, if recaived from Koshiks Foundstion, will ba used only for the “purposs”, us slated In this Form, for which such assistance
was requosiod by me,

3} 1 herety canfirm Whal | hava nat & wil natin biturs, avall of relmbursement, in gar or In full, fram any ofher sourcefamployerfnsurance company, of the smount
for which this eszstance s requasiad

1) % sivwy w6 g e % el s T Sl el # agem e w0 wiost feve v s s e s b 48 e S w s e

2) T = W e e W, o w0, = e wll e i S G e i, W omm wwr S oe o #

3) | gfe v & o wre ¥ W e S §, @ O = e wowen frem el s widoieweim werd @ 6 B @ st s @ o S dm
AGREEMENT by APPLICANT | =r® g0 #i)

1) By afiizing my sigrature or thumb impression on his Form, | (Applicant) heredy agres & suthorse Koshika Foundation and (s Trustees 1o

ueadpublishiput-upireproduce my name, addrass, pholg & detalls of the “purpose”, for which such assistance i requestedigrantad, through any

miedlum, Inciuding bul not fimited lo verbal, prnt, electronle, far salizliing donatiens for Koshlka Foundation andfor disseminating Information about It's

eciivillesfachigvaments. Sueh useof my phoio & details can be made by Koshika Foundalion bafore o after my treatmant o fulfiimant of the *purpose’
for which assistance is baing requasted,

2} | {Applicant) furthar agrea thal any such uss of my name, address, ploto & datails of the “purpose”, for which such asslstancs |s roguestndigranied,
wilt nat automztically entitle me for receiving or continuing the s&kd assistance. The declsion lar granling sndlor continuing the assislanca will restsolaly
wiih the Trustees of Koshika Foundation, and thelr desision is thiz regand wil be final and soceplable i me.

1) VA N W3 W W S R e e, € (sew) sl ueafn @ e e f v e g st e i s s s f oA A,
o, Wi St e g vy F aifvn &, 5 Csifrw" o =, wE, ween gEt e O Sl i s ovefed o o Tl o s e

% wwitm W W v wfiege §1 S W T o ow we wow g w8 fim st wedes” w s s

2) A (wrEE) 70 WA R e R T, W, o i e S T ammm W wod @ wikie § i v S W e T e T e

‘it e T e w fie st s weed

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION @
WETF % TR W SR W A

AGREEMENT by HOSPITAL (T7me &1 F70)

By affixing harsunder, signalure of sur Autherised Signatary for recommanding s caselpationt for fimanclal assistance from Kashika Foundalion, we
{Hesnltal) horaby affirm & acoept following:

1) thal wia nallher are presantly ner will in foture avall of fnancial essistance from another NGO or any other sourca, for ihe seme patienticese, s we are
requasting Lo get fram Koshika Foundation, to the extent that such sssistance |3 granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Faundation, in part ar in full, then the Hospital raserves (U5 right fo make ép the shartfall fmm another NGO or any offer source. This
confirmation essentlally states that the Hospital will not avail eny duplicate assistancs for the same patlent’case from any olher NGO or iy olher source.
2} The sssistante from Koshika Foundation s enly financial in nature. Tha chelee of the treatmentiprecedurs advised/conductad by the Hospital on the
patlent, Is bacad an the arranpement beiwesn fhe pafient & the Hospital, and s i no wiy infleanced by Koshika Foundation. Hence, the Hospial will
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