(-26-02-06/]

APPLICATION FORM FOR ASSISTANCE (Healthcare) {
e ¥ AT W= (v Swrener) !Sﬁ‘“h—lxlﬁ
wm.. P, }DQ{L { 0897 Wﬁ“ DATE : |C ]M—‘l-b . [—T
NAME of APPLICANT : AGE-YEARS ¥ | sex fim
skl “'gquL khan £a M
THER S/SPOUSE'S
R Rahmal Khen,

putliafie- o8 , € “"mm VT'M'{‘H_'IM’{H'

PRESENT RESIDENCE ADDRESS Sw< SMmT

' : R%mmss-nﬂﬂtw

KBS diole
o e v uﬁﬂﬁu‘umim
TOTAL AMNUAL INCOME (Attach Proof of
i wfts = <opgol— (o W W) a0
PAN No. L] p—
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover in applicabie) No |
w0 W AW % TE € (W WS 0 78 W e W R ; M/
FAMILY DETAILS wftam Fyrm
Be. No. Name of Family Membar Age (Yoars) Gender Retation with Applicant
wH AW ﬁ";tm&mﬁ I (i) fim wETE % =W Ty
A
BAS(S for REQUESTING ASSISTANCE (Tick whichavar i applicabis)
= W fl fafa smae
BPL Card
(Altaeh Card Capy) (Attach Conticate Copy! (Rineh Carg) Ay Other
wivdt o % oy T we s wl oy T W o O ot
(v 9y = ww wih oo Wl (s wn ) e Wi e (v T W v ol e
“PURPOSE" for REQUESTING ASSISTANCE:
o ) el el w0 It
Sr. No. Madical Reporta/Prencriglions Altached
#9 He sweyETst 3 Wi ¥ ufvins ol e
BVl RE = ) T 4
\
F — Cowlld [tk
Suy'le — - - i
‘f’ L =
v
ASSISTANCE BEING AVAILED! tor SAME “PURPOSE" from OTHER SOURCES
W TR W B W 5 W e & we W e T W
8¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w1 wEm o W W = nf wemm ol

MIT7




DECLARATION by APPLICANT: Siew 5 sirm w1

1}mwﬂmh!ddﬂuhh!ﬂﬂmmemmnnlnlmymmﬁqmﬁmfhhuuhmwmﬂnrmwimm,lm.
e -
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agroe & authonsse Koshika Foundation and s Trusiess o
use/publsh/pul-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any
medium, Including but not limited to verbal, print, ekectronic, for soliciling donatians for Koshika Foundation and/or disseminating information about it's
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with the Trustess of Koshika Foundation, and their decision I this regard witl be final and accegtable to me.
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By affixing hamunder, sigaatue of our Authorised Signatory for recommanding his case/paliant for financial asslstance from Koshika Foundalion, wa
(Hospitad) hersby affirm & accept following:
1) thal we neither are presenily noe will in future avall of financinl asslstance from anather NGO or any other solrce, for the same patient/case, s we s
requesting 1o get from Koshika Foundabon, 1o the extant that such asgistance is granted by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves II's fight to make up the shortfall from another NGO or any other source. This
confirmetion essentially states thal the Hospital will not avill any duplicate assistance lor the same patieni/case from any otfsar NGO or any other source,
2) The sssistanca from Koshika Foundation is only financial in nalure, The cholon of the ireetmeniiprocedure advisad/conductad by tha Hospiial on the
patient, is based on the arrangement betwesn the patlent & the Hoapital, and is in no way Influsnced by Koshiks Foundation. Hence, tha Hospital will
assume sole & complete responaibiity of the treatment & 's cutcoma & safety of the patient, and Koshika Foundation will have na role o responsibility
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