B C.13!0'4!OH\\

APPUCA‘I'UONFORIFORASSISTANCE (Healthcare)
B weram B SEEA WE (e TAA)
APELICAE e plo3l2|02239 APPLICKSIOM BATE 16 {03 )15
APPUCANT : . H AGE-YEARS SEX fMn
o AP Punva BNt 605‘1' 2
THER S/SPOUSE'S NAME -
[ Bodoan Lal
RESIDENCE ADDRESS L
= ﬁ%m ] Sree W re OF, fos&o}i
s LY YL — 5229  purnt Dev)
OCCUPATION ubmw MARRIED (Vi) | UNMARRIED (fvefin)
ANNUAL INCOME —
TOTL o0l e nwes N
PAN No. Wi WM W H
ARE YOU AN INCOME TAX whichever i3 applicable): v..@
wmmnvshindnwﬂmﬁmmﬁu ¥l
T FAMILY DETAILS <ftam Fystet
B No. Name of Family Member Age (Years) Gender Retation with Appicant
w1 EH < & w A 73 (wl) fiin sricE ® wu W
- f=a "-wl t " =
e e
{ Nem ohind. 4-0 fia) S6MN
e = [
8 e Y T L r ; =
EASHS for REGUESTING ASSISTANCE (Tick whichaver is appiicable)
wres ¥ S el SR
BPL Card
(Attach Card Copy) (Attach Cortincats Copy) (hitoeh Comy) Cows &
nind T ¥ oy seq sus Wl W Ipien w8 s oY W
(o oy W) ww i war sl (g w1 @ wa uf W w (mwzdwﬁmm

~PURPOSE" for REQUESTING ASSISTANCE:

e v e R el W IR
e No Medical Reports/Prescriptions Attached
w5 o srmevEies B Wit ¥ nf shetea it s
1 Iafnehl — e - qmnmﬂr_sm
| 1) T T Myt
N .. Su_i%a:n_u — 0 57 SEEFR SIS >+ EOL
1
mnummmmmmwowmomm
@ T ® ¥ Wi 5 e seq v B form wa W7
8. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARLED
¥ wEa S T W) A #0 uf weve oM
ol




DECLARATION by APPLICANT, dtw pu shww wr; .
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1) By affoong my signature of thumb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and it's Trustees 10
use/publahipul-upireproduce my name, address, pholo & detals of the “purpose”, for which such assistance is requestiadigranied, through any
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By affixing hereunder, signature of our Authorisad Signatory 1o recommending this case/pasient for financial assistance from Koshika Foundation, we
(Hospital) hetoby affim & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any othar source, for the same patieni/case, 25 we are
requesting 10 get from Koshika Foundation, 1o the oxtent that such assistance is granted by Koshixa Foundation. If the requested assistance is not granted
by Koshina Foundation, In part or in full, then the Hospital reserves if's right to make up the shortfall from another NGO of any other source This
confemation essontialy states that the Hospital will nol avail any duplicate assistance foe the same pationticase from any other NGO or any other source
2) The assistance from Koshikn Foundation is only fnancial in nature. The cholce of the treatmentiprocedure advisediconducted by the Hospital an the
patient, ks based o0 the arrangement between the patient & the Hospital, and Is in no way fluenced by Koshiks Foundation Hence, tho Hospital will

pssume sole & complete responsdility of the treatment & It's outcome & salety of the patent, and Koshika Foundation will have no rolo oc responsibility
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