/

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc’s’htka
Heram *‘l TR W ( o) foundation
APPLICATION No. : APPLICATION DATE :
sben g BI O1LL /( 2L S sptcy el O‘TJoa[lolg
NAME of APPLICANT AGE-YEARS 3q-w¢ | sex iy
o SIS MOMQL\ :{O )
ﬁ&':":ﬂxg DIV P@([‘CJ NN
mmm qma-tllu
oy .4 B £ 3 - ¢ _
72N 9 AW [V AT Vi o BUNMZ TATe §/7 (0 78 W ARV 0.0 7] fﬁ.r .
p4AR6 fls .o 4
PERMANENT RESIDENCE ADDRESS : ¥f Sty um 3 In:
I3 : = B, : vallaials  Ealloie
, k”l;\ R LEQ&E SNt A Dpoy it Eii Pm_ op ?0&,; op
OCCUPATION : (.Qn(l’np\()LAt"dJ ’
TOTAL ANNUAL INCOME ; {Attach Proof of Income)
T WS 3 25.¢C cc7D (9 & W W)
PAN No. 3t aal wWem
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is s appilcatde): Yes I No
w0 s R ow £ (R e 2 ) SR W e e LR
FAMILY DETAILS <foam frrow
&, No. Member (Years) Gender Relation with Applicant
mu;-x mt o TR ?a(!i) fifn T ® W Ty
~ 1 o1 1] [ed
INO { YN W A\
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
werem % ford faeefs s
891 Card EWS Certificate Ration Card Anry Other
{Attach Card Copy) (Attach Certificate Copy) (Aftach Copy) BasisProof
mind Ten W i e vy e 309 Wi YT v T W W W
(v v W) e o e sl (v w1 &) ww wf s W (wsm 9y o v ¥fy S W
“PURPOSE" for REQUESTING ASSISTANCE:
wow ¥ fed o fed W g,
Sz No. Medical Reporta/Prescriptions Attached
¥ gun swmevaiet 8wl ¥t vf e o deea
N - = | pe
) ZAYAY, TR p}‘l e
y v' '\‘
) e v D e L
R T 7 5.7y < ] 22
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
wminﬁtamm«wam ¥’
Sr No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥H UHu ¥ W ot Tt wewm oW

=t




DECLARATION by APPLICANT: 5080% DT W 94,

1)mmmum~hﬁrmnm7mbnmdmwmwmummyaoolm&mmlm
rojoction/canceliation,

2) | solemnly confirm that assistance, If received from Koshika Foundation, will e used only for the “purpose”, as stated in this Foem, for which such sssistance

was roquestod by me.

3) { horelyy confiem that | hiive not & will nat in Ature, aval of reimbursement, in part o in &, from any other sourcalemployerinsunanca company, of the
for which this sssistance Is requestod
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AGREEMENT by APPLICANT (sgics o0 w0t)

1) By aMing my signalure of thumb impression on this Form, | (Applicant) hereby agree & authonse Koshiica Foundaion and I's Truslees 1o

e publispa-uaieproduce my name, address, photo & details of the "purpose”, for which such assislance Is requestodigranied. theaugh any
medhim, Bdudihg but not imited 1o verbal, prinl, elecironic, for scliciting donations for Koshika Foundation and/or disseminating information about I's
activitionachiovoments, Such use of my phato & cetails can be made by Koshika Foundation before or after iy treatment or fifinent of ihe “purpose”
for which assistance Is being requested

2) | {Appicant) further agree that any such use of my namae, adderess, pholo & detals of the “purpose’, for which such assistance is requestadaigeanied,
wil nol avtomatcally entitle ma for receiving or continuing tha sald assistance. The decision for granting andior continuing the sssistance wik rest solely
with 1o Trusises of Koshika Foundation, and thelr decision is this regard wil be final and accopliable to me.
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AGREEMENT by HOSPITAL (e po W)

By alfuing hervunder, signature of our Authorised Signatory for recommending this casefpationt for financal assstanca from Koshika Foundation, we
(Hospital) hersby affirm & accept following:

1) that wo nedhor are prasently nor will in future avall of financial assistance from ancther NGO or any olher $ource, fof T Same Patient'case, as wo aro
requasting %o get from Koahka Foundation, 10 the extent that such assistance is granied by Koshiks . It the requested assistance (8 not geantod
by Koshika Foundation, in part oe in full, then the Hospital reserves It's right 1o make up the shortfall from ancthar NGO or any cther saurce. This
confimation sssentaty states that the Hospital wil not aval any duplicate assistance %o the same patienticaso from any other NGO of any other source.
7) The assstance from Koahia Foundation is only financial in nature. The choice of the treatment/procedure advisediconductad by ihe Hosotal on the
patlant, s based on the amangemant botwoen the patient & the Hospital, and is in no way influenced by Keshika Foundation. Hence, the Hospital wis
S55UMe 50/0 & complote responaibility of the treatment & i's culcome & safaty of the patient, and Koshika Foundation will have no role o responstility
in the matter,
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