CIB\O%\oteé

(Healthcare) Kx?s’hmka

( ) foundation

m::n 0”!4—& U& Bdaieng teues o 100
AGE-YEARS 31g-wd | sex fun

) M

: Iocp Toatop

Fodhivca, ULP _20812s8
PERMAMENT RESIDENCE ADDRESS : ¥t Sowiis v
Qbose 54-v) Sal 9/t
umo(yﬁmumtm

TOTAL ANNUAL INCOME (ATtach Proof of Incoeme)
w el N 17509/ — (¥ W1 TN ) N
PAN No. turf am W1
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes I No
wmmuwt(iﬂﬁmmu%wn‘ mm\"

FANLY DETAILS it fayamm

Sr. No Name of Family Nember Age (Years) Gender Retation with Applicant
TR w wan & weed WA 7w (%) f&m ® |y wan
" Roniasal .4 F mﬁt—‘——u
3 B2 A IR — =on
=3 ERY/TTIN L 'L Sen —
lj'u'M
Y AR a4 5B I 1) PlaTR)
mtmmmuwp
R B
BPL Card Cortificats Ration
(Attsch Card Copy) (Attach Conficate Copy) R ooy s bcrr
it tm % Y4 mm ™ sy s wd W T Tvshem wid fnpere s
(w1 ¥) wow Wi v W1 (yn v 9 e i e S (wam w1 W) v o W W
“PURPOSE" for REQUESTING ASSISTANCE:
wem vy fed el w I
8. No. wmmmwwum
¥ e semEvaie ® wo ¥ nf wieie W

5 TIAAC 2

[ TMAC

i

S b — -y

A"

ASSISTANCE BEING AVAILED for SANE “PURPOSE™ from OTHER SOURCES
W I ® t e st v S aee v @ fa e @2

St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ W 3% T Wy it nf e




DECLARATION by APPLICANT. spies DU wivw wu: .
1) | heraby confiem that all detais in this Form are True 1o the best of my knowledge. Any falso statoment will render mry Application & ongoing
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2) | solemnly conflem that sssistance, #f recaived from Kostika Foundation, wil be used only for the “purpose”, & stated in this Form, for which such
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1) By affuing my signature of thumb impression on this Fomm, | (Appiicant) heraby sgree & authorise Koshika Foundation and s Trustees 1o
use/publahvput-upiroproduce my name., addiess, photo & deldls of the “purpose”, for which such assistance is requestedigranted, through any
medium, Including but not lmited 10 verbal, prinl, electronic, for soliciting donations for Koshika Foundation andfor disseminating information about it's
activities/achievemants. Such use of my pholo & detads can be made by Koshia Foundation before or after my Kreatment of fuliment of the “purpose”
for which assislance i boing requesied,

2) | (Applicant) further agree that any such use of my name, addross, photo & details of the “purpose”, for which such assistance is requastedigranted,
will not automaticaly entitie me for recelving o continuing the said sssistance. The decision for granting andior confinuing the assistance wil rest solely
with the Trustoes of Koshia Foundation. and thelr dociion is this regard will be final and acceptable % me
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AGREEMENT by HOSPITAL (wwsms n wm)

By affixing hereunder, signature of our Authorsed Signatory for recommending this casa/pationt for financial assistance from Koshikn Foundation. we
{Hospital) hereby affirm & accegt following:

1) that we neither are peesently nor will in future svel of Nnanciad assistance from ancthor NGO or any other source, for tho samae patient/case, Bs we are
reguesting 10 get from Koahika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other source, This
confirmation essantiatly states that the Hospital will not avadl any dupliicale assistance for the same pesienticase from any ofher NGO or any other source
2] The pssistance from Koshika Foundation is ondy financial in nature. The chaice of the treatmentiprocedure advisediconductod by the Hospital on the
patient, Is based on the arangement betwoan the pationt & t™ho Hospital, and is In no way influenced by Koshika Foundalion. Hence, Ihe Hospital will
sssume sole & compiole rosponsibitty of the troatment A it's outcome & safely of the patiend, and Koshika Foundation will have no roke of responsibiity
in the matter.
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