vRAN - C- Q4-lo~ of6(

(Healthcare)
( Prrery S )

APPLICATION FORM FOR ASSISTANCE
AW By ST urEq

K®hika
foundation
Besiielirg mlock o hifs

arvucamonio-: A/ T 102y [ =842 arrcanonoae [ 2 [ [
mwam Mahendra Simgh =~ Tpx"

l‘l“ﬁrﬂ:ﬂ%ﬂﬂﬂl:ge I l

B " PRESENT RESIDENCE ADQRESS =am spamie om
ToE Lo, ot Haha a7 8] Pregp  Foxg,
y PERMANENT RESIDENCE ADDRESS : P
Same h abdve
T @?W es7 (MARRIES () | UNMARRSED (i)
TOTAL ANNUAL INCOME {Aftach Proof of In 1]
% s Yomod[— rwwe s A
PAN No. B40f & Wea
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes | No
e T T W el
FAMILY DETAILS wftam famm
Sr. No. Name of Family Member Ago (Years) Gender Relation with Applicant
i it % W A W () fiin TS § AW T
[- et Ve, F i) E A e
7 Rad Bl K = 7%
I Ak 2 L A Fe 0 L

BASIS for REQUESTING ASSIBTANCE (Tick whichever s applicabie)

aer & i s
8PL Card EWS Ceriificate Ration Card
{Attach Card Copy) {Attach Certificate Copy) (Attach Copy) o fiosms
i W ® 9N T T % 9% W W T TR W Nriagar dusted
(T 1w ww i e w {wsmm wry ol wre ufl ey W (e wy o wem wii wer w5l

"PURPDSE" for REQUESTING ASSISTANCE:
i S m S

Madical Reporia/Proscriptions Attached
eyl & il W Wi e |

LE - Codamlt

- Codarnan £

A e

S| Lm;;_ozuji__(ztfgu_wr TP B

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
¥ It ¥ i W s aww e s wim R T o w2

Er.rfo.
FH HE0

MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
O = T W T

I DI

2400098 f—




_—

DECLARATION by APPLICANT: Smies pm ey 1;
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1) By affining my signature or humd impression on tis Form, | (Applicant) horeby agree & authonse Koshiks Foundation and il's Trustees to
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By affizing hereundar, ssgnalum of our Authorised Signatory for recommending his case/patient for nancial assistance from Koshika Foundation, we
{Hospital) hereby alfirm & accept lallowing:

1} Bl we neidher gra presently nor will in future &vall of Bnancial pagictance from another NGO orany other source, for the same paliest/cass, a3 we are
requesiing 1o gel from Koshika Foundmtion, 1o the extent thal such susistance is granted by Koshia Foundation, If the requested assistance |s not granted
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assume sole & complete responsibility of the trestment & il's oulcome & safety of the patienl, and Koshiks Foundation will hove no roke or esponsibiity
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