Clil

o
~—
4/ APPLICATION FORM FOR ASSISTANCE (Healthcare) Koslruka
“ ; ( ) foundation
arvackone.: '\ 5S19[01S3 ArpuCATONOATE: 22 | 5°/19 LTI
NAME of APPLICANT © AGE-YEARS =15-uwd | sex fan
-t Shontl Devi (=3 =
FATHER'SISPOUSE'S NANE © d.
frawgs W W Bhgé | Bc\m 3 E
PRESENT RESIENCE ADDRESS T 5 A
(Aafe — \(vl-‘_bp‘r-w'__’_f_‘_ " R = Nat .
SISF Pgaa_____Ufiay Pradesh Preop Postop
PERMANENT RESIDENCE : T ol o ¥~
S8 hom
X _Adhovr e \
_!gum: Wt vnf-e. MARASD (Preofzr) /| UNMARRIED (sfrariter)
TOTAL ANNUAL INCOME : {Attach Proof of incoma)
ww wfits 5 Neovo (% & W TER) (VH
PAN No. T} Wi WBR1
"ARE YOU AN INCOME TAX ASSTSSEE (Tizk whichaver is applicable): Yes |
v 513 0 &1 o ¢ (@ W= N 3% W W0 W e i
FAMILY DETALS it frem
Sr. Kame of Famdly Membe (Years Goender Relation with Appllcant
#0 wo m‘iv{duw: Ag;(ﬂ)’ fifm_ TS ® WY WY
73 ™ ‘ A 7L %) <
Y CDNeeS - = I e e
BASIS for AEQUESTING ASSISTANGE (Tick whichever is applicable)
woem w et Sl s
BPL Card Eaetoots
(Attach Card Cosy) (Attoch Coctincate Govy) (Anach Com) By
nhd bt @ AN T stey spo Wl wam W Frde e s 9f we
(vam T ¥ ww o W wh (s vx W wem sy W Wl (e v 9w e W
“PURPOSE" for REQUESTING ASSISTANCE:
v 1 fed wit P W IR
S No. Medical Reports/Prescrigtions Attached
R Wym mamaumﬁm
- RE-—?JP
LE - TMMSC
u,r?é;xu- RE - ST1CS 1+ 1ol
I
ASSISTANCE DEING AVAILED for SAME 'PUR’OSE'MOMRMCE’
& T € by W o= v R s v R e e
% No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y we W T W WS ot i wpum oo
.ISCEH




i

ATION by APPLICANT. siew o0 e Y
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1) Ly affng my signature or thumb improssion on this Ferm, | (Applicant) heseby agree & ssthorise Koshika Foundation and if's Trustess to
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By affiding herunder. signaters of our Authorised Signaiory for recomesending this case/patient for financial nssistance from Koshika Foundation, we
{Hospital) hereby affem & accept folowing:
1) that we noither are presently nor will in future avail of fnancial assistance fom ancther NGO of any other sourte, for the sarme patienticase, as we aro
fequestng 10 get from Koshika Foundation, fo the extent that such assistance is granted by Koshika Foundation. if tha requested assistance is not granted
by Koshika Foundation, in part o in full, then the Hospital reserves if's dight 1o make up the shortfal from ancther NGO or sny other source, This
confirmation ossentially states thot the Mospital wil nol arvail any duplicate assistance for the samne patieaticase from any other NGO or any other source.
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a5sume scko & complete rospensibiity of the treatment & it's ouicame & safety of Ihe patient, and Koshika Foundation wit have mo role o responsiility

i the matter.
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