._‘,

Moenm — c- 25 -a33 —oho S

Kk

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAE 89 EET ey (wErn T )
v M[032¢) 12 34— [ Fig o s
NAME of APPLICANT - ' AGE-YEARS 511 sex fisn
my et Fakeest Mahatimad| 7 ny
FATHER SISPOUSE'S i
Fmwzss W q aclhe

]
“

A

¥ ;f'

Dilter (Y

g::mqmrm —reL'r-LrLH;L,_ W;W{M
TOTAL ANNUAL INCOME -  (Attach Proof of Income}
oA witew sm 3"3".- Py | (ST W A )

J ol

PAN No. Ta1f = s

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabla): Yes | No
0 @ W W uE & (A w0 W W W e e W/ W
FAMILY DETAILS wfram fammm
5. No. Name of Family Momber Age | Years) Gender Relation with Applicant
Fu T Ifan & Wl 5y ™ 30 (=) fain FRTE ¥ WY FEy
o Sy . = <344
%; Eﬁﬂa !ﬂﬂm i []_:-}- i &;\
e -
) AWTN Wﬂ o il 250 )
Fd
,J
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicabla)
wevam % e fefh s
BPL Card EWS Certificate Ration Card Any Other
(Attmeh Cord Copy) (Attach Cantificate Copy) (Attach Copy) BasisProol
wirdt tn & v T s e wef gom Ty Fnien W w1 W
(E TS W = wR wE wh (WaM U3 W W e (T W W W we s

“PURPOSE™ for REQUESTING ASSISTANCE:

w1 e m fied = g
Medical Attached
SRR ® W)

Reports/Prescriptions
Lﬂjmwﬂ "
] S TR0

-& & AN o .

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T AevS % T W A= werew fesl s el @ e o W7
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
57 L W N wi nf v i
RNCra v

!

Sr. Nou
wE T

Sr. Mo
W




i

DECLARATION by APPLICANT: STHES T WiWew v:
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1) By aftung my sgnatune of thumb Impression on this Form, | (Apolicant) horety agred & authorise Koshika Foundation and I's Trustees 1o
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AGREEMENT by HOSPITAL (wems gm W)

By affimng herpundsr, sigratan of our Authonsed Signatory for recommanding this case/patient for fmancial assistance from Koshika Foundation, we
(Hoapital) hersty sMim & aooepl hallowing,

1) Wit we nither are presaniy nor will in fiture avall of financial assistance from another NGO or any othet source, for the same patient'case, as we are
requasting to gal rom Koshiks Foundation, to the axient thal such sssistance s granted by Koshika Foundation. If the requisied assisiance i nol granied
by Koshika Foundasion, in part or in full, then the Hospital reserves s nght to make up the: shortfall from ancther NGO or any other source. This
onfirnabion sssaidially stales that the Hospltal will nol svall any duplicate nesistance lor the samse palientcase from any other NGO or any other source
) The assistance from Koshika Foundation is only financial in nature, The chosce of the reaiment/procedure advised/conducted by the Houpital on the
patient, is basad on the srrangement Between the patient & the Hospilal. snd is in no way influsnced by Koshika Foundation. Hence. the Hospital 'will

assume sale & complete responsibiity of the treaiment & it's oulcome & safety of the patient, and Koshika Foundation will have no role o responsibility
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