L4

4

%‘;}’—-OHrOO.{!&

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kdehika
wWETEW B9 STESA WIS - (W EuE) BRoateilte
e —————— ———
PPLICATION No. : APPLICATION DATE : Bulldi ock of life.
e P |0421 0007 Oy 202 ¢ S
NAME of APPLICANT : AGEE’EARS a8 | sex R .
HAREE F W '
B\*{a mSukh  Sat g M
FATHER'S/SPQUSE'S NAME ; = 2
bl M Jat
PRESENT RESIDENCE ADDRESS Fqa/ «amid 1al !
VH\OSP - {nox oo Ttk — [Kathamax = R
DISE - Al ax RodtAthaw - 32Vkol Pz of. fostof.
PERMANENT RESIDENCE ADDRESS : ¥I18 #ETHIg T
0 607} ﬁl ¥am Sul<h
0l OFoQF, ~Sad
Sy TN Ly pae MARRIED (i) / UNMARRIED (refen)
TOTAL ANNUAL INCOME : Ry : (Attach Proof of Income)
L A Ay } Fum\k\) (am = aeg gae) Mg
PAN No. TT¢ @l T&A V4 >
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yos /N
T AT AT F I R (TR T I W W e e i/
FAMILY DETAILS offgr faam
Sr. No. Name of Famby Member Age (Years) Geander Relation with Applicant
N HE dEn % wre w1 A =5 (79) fein T qE Ty
! ,K/cmf)'p--h Ao £ w1 p e
2 _lakkhag 2.5 [Za) Sen
E Lot vk PR ) S
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
T ® frd fefy s
BPL Card EWS Cartifl Ratlon Card
(Attach Card Copy) (Attach Certificate Gopy) (Attach Copy) s b
it @ ® ¥ o ol e 93 TN T o W
(Y v # v W e W (A 97 W o e W wh (WY W w BTN W derr =

"PURPOSE" for REQUESTING ASSISTANCE:
wer 27 vt W fa = e

Sr. No. Medlcal Reports/Prescriptions Attached
w1 §e - TR § W w) T g gE wer
. '_Di'agmﬁ_[gg -  HE = Camle Coadavacs
V7.
L = =hile  Calp e {f
Z SUYOeyy - L& = Phaco + Lol
U d
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURGES
W IR ® 1Y w5 weEa el o wa R e T
St. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
ELfes) Y T W AW ot 7 W o
! Vi




waerzrow g ‘ Wng--

DECLARATION by APPLICANT; #Teg® B0 Higen T3

1) | hereby confirm that all details in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejection/canceliation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose’, es stated in this Form, for which such assistance
was requested by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcelempioyerfinsurance company, of the amount
for which this assistance |s requested.
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AGREEMENT by APPLICANT (smixs g0 1)

1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
use/publish/put-upireproduce my nama, address, photo & details of the “purpose”, for which such assistance Is requested/granted, through any
maedium, including but not limited to verbal, print, electronic, for solicting donations for Koshika Foundation andfor disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation befere or after my treatment or fulfilment of the "purpose”
for which assistance is being requested. .

2) t (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assislance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundaticn, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (@@ 0 &00)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirrm & accept following:

1) that we nelther are presently nor will In future avail of financlal assistance from another NGO or any other source, for the same palient/case, as we are
requesting lo get from Koshika Foundation, to the extent that such assistance Is granted by Koshika Foundation. If the requested assistance Is not granted
by Koshika Foundation, in part of in full, then the Hospitat reserves il's right to make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other souice.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
palient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sale & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in tha matter. —re '
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