ci8lule20s™

APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘ h lka
— i -t E‘ i S
: “ ( ") foundation
APPLICATION No. - DATE e i
s ven: \/ [02]9 (3304 avber rd nleal (9 R
NAME of APPUCANT | AGE-YEARS sEX iy
NFCE W A Q"] : E g‘ ] | ‘,1
FATHER'S/SPOUSE'S NAME - |
fonwgsm W I Q!O L L
] RESDENCE I T = o
Mll- Fuskass , MOAsige] P ’ f’ H
1 3 I WA RCY
PERMANENT ADDRESS - 3@ HGwS T8
TV W TV ;(lwq)S.Lm thk
OCCUPATION \ MM:W(M
TOTAL ANNUAL < % (Attach Proof of Income)
¥ wits =% [700 (s w e o) A
PAN No. T8 &I ¥w -
ARE YOU AN INCOME TAX [Tich whichaver is spplicatiie) Yes [ No
w57 0% w1 os § (R 50 = W e W B e wowly
FAMILY DETARLS uftar e
S Name of F amily Momber v, Gender Relation with Appiicant
n;n wfan & & W Ag; ::’ fiin slcE ¥ WU T
= i SN Int [ thYL
I 'Hm;mq:nl s | R i | COl)
% T Lasrraan 3.1 | AN A
q- (Tmfe = & N A
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wriom % fied ferfl sar
BPL Card Cortificate
(Attach Card Capy) (Atach Corahcats Copy) (e Coon) Any Other
Wit T % 4 oy v s 500w e W IR =y o an
(e wy o wer sfls vhey weh) (v o1 o wew yit wa Wl (7= 1 o) i W wh
“PURPOSE" for REQUESTING ASSISTANCE:
v ¥ et m fied W ot
& No. Medical Reporta/Prescriptions Altached
»5 Hew sesmeien | ol ) of shek gt W
L | - - D
Ji’ f— 4150
Yu%gr 68] N 1K+ "]o |
Vet A "Nt ST
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE” trom OTHER SOURCES
W TR ® ¥ i = wpn fed s ke A fam v w2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥R e S T W S # i wersn uw
i SCE




DECLARATION by APPLICANT. 5090w DU Wy wi:

lable for )
2} | schernlly confirm that assistance. If recoived from Koshika Foundation, will be usod only for the "purpose”, as stated in this Form, for which such
was roquested by me
3)1Wy:m‘r’mmwmmtawnahunmdmwnmammmemwmlmmwmdm
for which this assistance is regquesied
1) ¥ v wom { e gE s 4 Rl od el e 80wl o syt o wd wit b oule el feron wd e s we wa €A A e e o W ol
2) #t go @ spen e ‘i st i d e b ool Hu i @i s Bt fss st dwm e T b
3) 2 g v { s fam wpen iy w win 9 nf £, @ of w1 wfew @ e foom Ao sen dhufisrexdts vt @ 3w fer # ol 3 @ i T ofm

AGREEMENT by APPLICANT (swiew D0 %00
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By aflaing heraundor, signature of cur Authorisad Sigaatory for recommending this case/pationt for financial assistance from Koshika Foundation, we
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1) that we neither are noc will in fature avall of finencial assistance from ancther NGO or any other source, for the samo patient/case, as we are
tequesting 10 gt from Kostids Foundation, 10 the extent that such assistance is pranted by Koshika Foundation., If the requested assistance is not granted
by Koahika Foundation, n part or in full, then the Hospital reserves it's right 10 make up the shortfoll from ancther NGO ot any other source. This
confiurmation essentially statos that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
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patient, Is based on the arrangement between the pationt & the Hospital, and is in no way influenced by Koshika Foundaion, Hence, the Hospital wil
assume sole & complete responsibilty of the treatment & A's culcome & safety of (he patient, and Koshika Foundation will have no role of responsility
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