APPLICATION FORM FOR ASSISTANCE (Healthcare) K(’s’fruka
it (- Toesdaiive
e K lo1 |1yoy srpucanonoae: 521 1671 8 “adrg e o
NAME AT MALILA BUKS GAZ! mmgff"' i
. KETABD! &A=

- PRESENT TR SPURIG S =,
PHERLI _DIGE s 7 NEZIFET
‘ O HIM P L = A FAnd/ X, X
: Yy PR o AL AP .
PERAMANENT RESIDENCE ADORESS : ¥t 3re6'S Yl

——— % RO VE ——

OCCUPATION - UNEMPLeYLD MARRIED (i) / UNMARRIED (S6uita)
TOTAL ANNUAL INCOME - (Attach Proof of Income
wffs sm NI (mumﬁn),
PAN No._ ¥t Wi &R = 2
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabi): Yos e
W WY NT S o0 § (D w9 3w W e W s T /W
FAMILY DETAILS Stan fiqmey
St No. Name of Wember Gender Ralston with Agpicant
wE wWeu witen @ WA » WY W
'E T BT 72
2 0L GAZ] igg
[ i1 | OO
|
DASIS for REQUESTING ASSIS TANCE (Tick whichever s applicable)
e ® R el s
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) (Attach Copy) Bavia/Prool
i tw € 9 eoa v wes wn wl vy o e = o W
(v 1 ¥ ¥R v wh (wsrer v W o R e wh (vem w1 &) o ufy de Wl

“PURPOSE" for REQUESTING ASSISTANCE:

v ¥y A5 e W el
5 No. Medical Reports/Prescriptions Attached
¥ swzevaie 3 i ¥ of sfider ol e

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W Itee ¥ 3 W R v el 5 v fw v W

Se. No, NAME cf OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= o Toma il

= W N TN W N




DECLARATION by APPLICANT: S8C% B0 Wv T
1) | hereby condiers that af details in this Form are Trug 1o he best of ey knowledge. Ary faise stalement will rendior my Applicalion & ongoing assistance, If any,
fiatde for roject

2} | solermnly confm thal assistance, ¥ recaived from Kochika Foundation, will bo usad only for the “purposa’, a5 staled in this Form, for which such essistance

was requesiad by me.
3) 1 hareby confirm St | have not & wil not in hetare, avail of reémbursement, in pant or in full, fram any other sourcalemployerfinsuranca compary, of e

for which $¥s sssistance Is roquestod.
1) 2 e won f e w2 el e 4w ¥ S we o W R S fer o s sem W 4 A 99 womn foe W) w osd
N¥md T sSe et ida i s e d it it o win twmemdwwwh
3) 2 g e { v few woon ¥ W sd 0 o §, e ofo W Siee @ v fien el s safdesala el d 3 ol e ol s @ e dm
: AGREEMENT by APPLICANT (ses D0 w01)
1) By afiung my sigratae of thumb Impression on tha Form, | (Applicant) heredy agree & authonse Koshika Foundation and s Trustaes lo
‘eproduco my name, address, photo & detalls of the “purpese”, for which such assistance IS roquesiodigranted, theough any

uso/publishiput-up!
medium, incudng bul nol limiled to verbal, pent, elecironic, for soliciing donalions for Koshika Foundation sndior disseminasling information abot if's
acwvitiesfachiovoments. Such vse of my photo & detads can bo made by Koshika Foundalion bedore or after ey reatmend o fulliment of the “purpose”

for which assistance it baing roquostod

2} | (Applicant) furnor agree that any such use of my name, address, photo & delails of the “purpose”, for which such assistance is requestedigranted,
will not automatically enlilia me for receiving or continuing the said assistance. The decizion for granting anddor conlinuing the assistance will rest solely
wilh the Trustees of Kashka Foundation, and their decision 1s this regard will be final and scceptable o me.

1) T8 TT1 % S vt W A ¥ we venwy, § (solow) avd vrah W) e wom { o “wom widm ot soed sl W e wan { et
i, 92 ot 2 fovm v O e, 7 Cefon” ooyl o, e gt It O 1@ sl sy sonfend @ fied fed o v wom

Byt wid ¥ g sfony b St ven w foere 8 v ¥ wrd © W e ¥ e Cwifom ssder® w el afege

2) A (stex) v ¥ e { 1% S0 T, SR ol fent @ % wmem ® aghed @ wifth € R v wmen w1 veut @ v 1w e d

*wifrmn” oy TR wivd W fods wfim sy i v

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
anteox ¥ yeowt @ ¥ W

A
‘&

3

20 s
Lihse

|
| AGREEMENT by HOSPITAL (v DU W)
By affixing hereunder, signalure of our Authordsed Signatory for recommending s case/patient for financial asaisiance from Keshika Foundation, we

| (Hospital) heredy atfem & accupt following:
1} 1831 we neiher are presendy noe will In futuro evall of financial ssslstance from snother NGO or sy other sowrce, for the sama palienticase, a8 we as

roquesting ta get from Koshika Foundation, Io the cxient that such assistance is grantsd by Koshiks Foundation. If the requeatad assiztancs is not granind
by Koshika Foundation, in parnt or by full, then the Hospital resarves (s rght & make up the shortfall fom erother NGO or any other sowrce. This
confirmation essentially siates that the Hoapilial will not svad any duplicate assistance for the same paSent/case from any other NGO of any cther source.
2} The assistance from Keshika Foundation Is only financial in nsture, Tho cholco of the treatmentiprocecdure advised/conducied by the Hospial on the
patienl, &5 based on the arangoment between the pationt & tho Hosplal, and s i no way Influencad by Koshika Foundation, Hence, the Hospital will

. gssume solo § complets responskilty of the treatment & s outcoem & sefely of the patient, and Koshika Foundation will harve no role o resporsibity

in the matser
et sfoqe, venvd &) it bl W) e seRtvet ¥ A e o e 9 1 8 T e (v B et 8w v vl wd

: 1) = f6 7 3 wios ot 3 @ ofes o fifee wese ferl B ol weon w el e wle ¥ e Sdoosd 4 o w A o 4, 4 I v Caife st
W Teslinded 7 % s 4 “wifvw s oo we ig 5 bR wlion wrdmt oo v el sfmowen iy w0 T fe T |2 asee
et = At wrert wew W e o wseen 9 wieen @ W e o v g ¥ we v we | s swee B e e Sl i fed
& woed Ve @ el &= wet A W ved

{ 1 *ow vl § 8 of o S Al el W 6 SR W o 9 of wer @ fed od aversie W e 9 e
& e W faen £ abt Ceen srdee” o Aed e i von ) & el e 94 o poa o bt wd W) Wl Aol o8 o s
& it s sifoe” ¥ W qfon w feiod e ae ot dh

|

l

| RECOMMENDED FOR ACCEPTENCE
I

wirght @ g ey

Date ol S r

uF [ Wi, Kundd M ,

' ness, NS (Name, Designation & Stamp of Authorfsed Sigratery
ok 10 1& of Dr. & wiasing on bebalf of Hospital]
8" maﬂws&r i W W VR S s
FOR INTERNAL USE of KOSHIKA FOUNDATION &I 779 1]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
] e | Tl veant 2
AT

28.04.2018




