R~ c-aMm-11— 225

3

“~. APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc’s’htka
S B TR, R . : ! fopundation
ﬂqt:ﬂ;;‘lﬂ?ﬂ_hm.. Nt Moy Mg% ;E:;!uc%%m DATE: @ ,jr’ |, W Bulldivg bich of e
NAME of APFLICANT - = AGE-YEARS F-54 | SEX i
mmww medna ¢ | E
FATHER'SISPOUGBE'S NAME - .
e %1 A i Pa 91 R}?_;/‘d?t{f
PRESENT RESIDENCE ADDRESS =/ ST Tl
Man=yd e beeohe | Avnapdabad ichadan
- MMadhena, U.P. _a8loegk
PERMANENT RESIDENCE ADDRESS ;: TIE WERME 7
o I A0 Ak gpe
OCCUPATION | -
:!mm i Htme mnpken [MARRIED (i) | UNMARRIED (i)
OTAL ANNUAL INCOME _ ! - [Attach Proof of Income
e it s Yaoypl— (oo, 4342 (s 1 e vy, /40

PAN No. 47F @m w@Em

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabia): Yes | Nao
i R e A O e Ol = 7/ L
FAMILY DETAILE fiar Famm
5. No, Name nf‘FImilrlhhmber Age (Years) Gandor Relatlon with Appllcant
T HET B s ) 33 (i) om Y T
: C e Te A 3 (A hobnl
. ' |
i - Fet Ui a6 I C (T3
.
BASIS for REQUESTING ABSISTANCE (Tick whichaver s applicable)
wEEm & o fEEn
BPL Cord EWS Cerfificats Ration Card
iAttach Card Capy) {Attach Cedificate Copy) {Attnch Copy) Ay Bivee
ekt ! Basis/Proof
T T A e S o T FSE FE S 0 i
R . T T (T R e T e (T W wi S we

“PURPOSE" for REQUESTING ABSISTANCE:

we 5 5 ™ Bl S e
Sr. Na, Medical Reports/Prescriptions Attached
O T IR | A T Wi gE we
RE — C odaric4-
.','I E - T e T ol o
S g eny —  MAEY - IOV T P B
[ ."".-—? - — v E
ASSISTANCE BEING AVAILED for SAME "PURPDSE” from DTHER SOURCES
& % ¥ Fi8 = e fEE 5= = | e o 9
St No. NAME of GTHER 50UACE AMOLUNT of ASSISTANGE BEING AVAILED
Y e e i e o T ¢ T T
' AR Opes [ —




DECLARATION by APPLICANT: Sinlsh 1 = o3

1| hezaby sanllrm thal all defalls in this Fore are Troe ta the best ol my Krowlodge, Any false slatement will render my Application. & angmng a5s

Dbl for raipction‘cancekation
2) | paileminly confirm thst Assstancs. I recelved from Keshiks Founcogon, will e s only for the ‘purpose”, a5 stated In this Form, for which such as
wias requesied iy me. )
30 1 herety sordiem Bl | Rave nol B will nat in futuns: avad of reimbursemsnt, in-part arm full, frem any ather solrcelemplovenmEUEance comparny, of the amd
lar which thie ssttslanoe s requasid.

|1ﬂq&qrrrmi'-mmmqﬁéq#wwﬁrﬁr-mﬂﬂmfrw':mnﬂm‘wﬂhqﬁﬁt&wﬁwmmwm#ﬂﬂﬂmﬁmﬁamﬁil\

1) W g A A o e, 8 o ) B, e v st ) S e e i, g e w2
3) % o wwr £ e {38 e o W w8 2 o s mn fe TR o wnfEesm S 6§ T w8 st ey

AGHEEMENT by APPLICANT (= gm =77)

1) By affixng my signature or thismt impeession on this Form, | (Applicant] hereby agree & authorise Koshlka Foundaton and It's Trustess to
wennubillsty putpreprodune my name, addiess’ phaio &-delails of the *purpesa’. for which such assistance i5 requestedigranted, through any
madium, incluging ol netlimited 1o varbisl, print electonic, for soliciting donatans for Koshika Foundation ons'or disseminating information about |U's
artivilirsfacniovamenss. Sush use of my photo & dalalls san be made by Koshiks Folndation hafors o aftar my treatmant of fulllrsen of the “purpasa”
for which psasisntes i= deing raquestod .

2 | iapplicart) futher agree thal any such use of my name, address, photo & detalls of the “purpose”, for which sueh assistance 8 reguestedigranied
willl nobautomatioally entitle me for meehving or canlinuing the sald assistance. The decision for granting andior continding the assistanos will rest solely
with 1he Tristees of Koshika Faupdatlon, and their decision is his megard will ba finsl and scceplatle o me

|} TR W AT R 5 S8 F N A, § (aesw ) e A w e ww f o s R S s e s st w g s o em,
. W S A R wE  we = edfyee TER S, T, e et S S e mwate e aveferd F fied ferl A gmn e

T waite w W e i #18F arE o fivew 8 verw ¥ v mowe # w o fa Ui wdm 8 S b

) B () T owE 8 = £ R T T, W A e A e awws W el S mfds § g e TR w0 oS T we

BT e O E o n o

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
RS EE W e e

c;!"} _): {

AGREEMENT by HOSPITAL (%¥9mE T &T)

By affinng hermunder, sgnature of ourduihonsed Sigratory for recommending this case/patizn] lar Tinancial assistance from Kashika Foundalion, wa
(Hoapital ) hersty altirm & accept follawing:

1) that we neither sre prosastly nor will In fulure svall of financisl essistance from another NGO o any other source, for the same patienlicase. us we are
reclgsfing o gel fram Koshika Foundation, o tho extenl that sich assistance is granted by Kaehiga Foundation, IT e requesied assstance |snot granten
by Kostika Foundation. in part ar in full, then the Hospital reseres it's dght to make wp the shortfall from anather NGO or any other solrce This:
cordlimation essentialy stales thal the Hospiml will nat avall any duplheate assistance for the same palieniicase from any other NG or any other source.
2} The aesistance from Koshika Feandation is only financial in naturs, The choice of the reatmenliprocedure advisediconducled by the Hospdal an the
natlent, iz hased on the arsnaement batwesn the patient & tha Hospital, and isin ne way influenced Ly Koshika Foundation, Hence, the Hospilal wi
amsume sale & complete respansibility of the freatment & s outcome & safety of 1ho patient, and Koshika Foundation will have no rafe or respensibilty

In tne matar

wt fe, TR A A6 R wiee e @ i e g A S ¢, T e (o) T I @ e iR & R
V)T T e st A ) ettt e e o W = e e i W e head @ o A W E e oe i e
&ttt e @ S s o0 e g T o " wifien we=ve T g wew e s R e A e o § 0 sEEE
el s R e W RS S e R R w1 A i e B g o v A § B s A wes 3w e Ay e
bt e e e i il

1. “wfm mEE o A m e fahe wsh & T o wm D e @ T SRae e i
o 5= w0 f sl iR SR g e wen & o TR W E g sesm 0w e g it s A
B = bl R e a1 \

RECOMMENDED FOR ACCEPTENCE
- AT W fere deErE

o~ @, DANISH
2]l ay

i,
{Mame of Dr. & ReanNe,
Bt W AN A TR 9

FOR INTERNAL USE of KOSHIKA FOUNDATION it 394 &

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A BT | i




