' AwR-C-2Y-lo— 061

k¥hika
foundation

I ——
Busilehng block el lids

APPLICATION FORM FOR ASSISTANCE (Healthcare)
wETaEl B STAEA WEq ( ey T
APPLICATION Mo : APPLICATION DATE :
ey s H]!pil{ 8 Fo wics ot 12l 10]2Y
NAME of APPLICANT - ' AGE-YEARS S15-T4 | sex fiim
== Pha)y 11 E
FATHER'SISPOUSE'S NAME ;
fmwges w1 - t
RESIDENCE ADDRESS kel
TEN e (2 ) T P Y TP . NGl VT LAV 5 0 1\ 72w &

E‘*i-ﬁa tHhan~- Hollo]

PERMANENT RESIDENCE ADDRESS - 7T} sWw#Td =W

Pv eef Puihp

ahe ye
OCCUPATION - X
Ny Hime mik ey M#m[ﬂn}
TOTAL ANNUAL INCOME : ‘ iAnach Proof of Income!
A it sm Cloes b— (‘Em,m (o7 W W W) MNA
PAN No. 1§ WIS TEn Y 4
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes
U AT NF WO € () e R I W W Few s ;i.-im't:
FAMILY DETAILS ftaR
. Name of F amily Member [¥aars) Gender Relation with Apphicant
n:ﬂ‘H; m:‘:“ T A;tﬂ} i FETE T Ty Ty
=R IO Ehan | S ] QOSEG hd
Lo [ROSk Mohamimad | 21 ITI Zoh"
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
W fd fef s
BPL Card Cartificat
VAtack Card Copy) (Attsch Carticais Cosy) (Atimch Copy) Ay Qs
nive tem W AR wwm ™ oS wr wh v v asE w5 . o
(war e w e ol Ser w) (W v w e w6 {9 73 ¥ ww W = =

“*PURPDSE" for REQUESTING ASSISTANCE:
W e T fe At

Medical Re Attached

Sr, Mo
F0 TwEn

porta/Freacriptions
s B Wi w1 nf wiwer g e

TIFE = PCTOC

,ffjhs;mq It

¥ = OFNIIF CATARACT

[E=SICS U TH PMHR

TuA eyy
_‘:L o

L

™ v ¥ ¥y W o weren fent s w @ frw T w7

ASSISTANCE BEING AVAILED for SAME “PURPOSE" rom OTHER SOURCES

MAME of OTHER SOURCE
N W W

Br. Na.
1 "5

AMOUNT of ASSISTANCE BEING AVAILED

o = werem o

A




DECLARATION by AFPLICANT: iTs g s

1} 1 hereby confim fal afl dolads in this Form am True 1o M best of my knowledgo. Any false staloment will render my Application & ongoing assistance, if any,
limble for reectioncancedation

21 | solemnly confinm thal assistance, I roceived from Koshics Foundafion, will be used only for e “purpose”, an stated in his Form, for which such assistance
Wi requested by ma.

3} | heretry confirm that | have not & will not in feture, avail of reimbursement, in parl o in ll, from any olther sowrcelemployerinsurance comaarny, of the amount
for which this pssmtance i reguested
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use/publish/put-upireproduce my nama, address, photo & details of the *purposa”, for which such assistance is requested/grantad,

through any
g, including but not limiled Lo verbal, prnt, slectronic, for soliciling donations for Koshika Foundation and'or disseminating information about it's

activitiesfachisvements. Such use ol my photo & details can be made by Koshika Foundalion bafors or after my treatment o fullliment of ihe “purpose”
for which assistance s being requesled
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with tha Trusiess of Koshica Foundation, snd their deciskon is this regand will be final and acceptable o ms
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AGREEMENT by HOSPITAL (wersst 0 wut)
By affixing hereunder, ture of our Authonised Signatory for recommending this case’patient for financial assistance from Koshika Foundation, we
(Hospltal) horebry affirm & accepl following:
1) that we nedther are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same patienl/case, as we am
roguesting 1o get from Kashika Foundation, o the extent thal such assistance is granted by Koahiks Foundation. If the mequested assistance i not granied
by Keshika Foundation, in part or in full, then the Hospital reserves it's righl to make up the shartfall from ancther NGO or any other source. This
confirmalion essandially stites that tha Hoepital will not avail any duplicate sssistance for the same patienticasa from any other NGO of any other sourcs
2} The assistance from Hoshika Foundstion is only financial in naiure. The choice of the treetmentiprocedure advised/conducted by Ihe Hospital an the
patient, i based on the arrangement batwenn he patient & the Hospllal, and is in no wey influenced by Koshika Foundation. Hance, the Hospital will

assume sole & complete responsitslity of the treatmant & il's outcoms & satety of the patienl. and Koshika Foundation will have ne role o responsitility
in the matier
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