(-2]-s4 ~ 07"

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(j‘s’hlka
TETE B WS - ) foundation
APPLICATION No. : 5 APPLICATION DATE : Doty
T T . ° (’\\0/\)\ \OOO? g it o)-oYy-202f el
NAME of APPLICANT : AGE-YEARS ¥13-74 | SEX fain ;
FAEE T AW
P {an <Y "
FATHER'SISPOUSE'S NAME : J
w1 Kishan (ol ot
PRESENT RESIDENCE ADDRESS =quM wamTed al
Vll\ﬂée S ATN ) “Eb - KathumaX - _
IEY Aliiay — Boyaifran — 320108 pee of. Post of
PERMANENT RESIDENCE ADDRESS : % soagwry Tl mm h
Qoo '
[N Olell §
Ll Faymey MARKIED (Rf¥n) 1 UNMARRIED {svaim)
TOTAL ANNUAL INCOME : a {Attach Proof of incoma)
wa AftF s 6 ° 0_’-‘—”/"‘ (Fariiv) (3 w1 e g VA
PAN No. T @rdl W&l Nao
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes / No
T A M H A ¢ (N ARG B IW W G W e w/
FAMILY OETAILS uftame fwata
Sr. Ne. Name of Famlly Member Age (Yoars) Gendar Relation with Applicant
FH WS R e I (Td) e FATE R W gy
| 'ﬂhnu/uu‘-f‘l £0 !: (art ¥
= Fram S /‘/yji £ 0 ) S
3 Khart: Koy 390 o7 S
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
e % fod ffit e
BPL Card EWS Certifi R
{Attach Card Copy} {Attach Cer{.lﬂc:t::t(e:opy) (A?lggtl: gg:;) BAatgs?l;l:l:;f
= = ? AR o o o YA T TP w .
(v = R B 9 g w5 (vl 93w orn Wi W wh (¥ W@ %) g Wi wE W

“PURPOSE” for REQUESTING ASSISTANCE:

e ¥y el R W st
$r. Ne. Medlcal Reports/Prescriptions Attached
O WS - staersteR Rt % o yfede g we
{ '9361004}4 2 A48 - AE - Sonfle  Calavac{
R = Senjle Codayacd
X SUY devu { &~ fhaco 4+ L OL
d .

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES

W IRV F 9 T 99 wem fedt o3 wiw @ for W
81, No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
Elaiic] F ER ™ i wgwEm T

/ Vi

T TSR



xe

et R i - oo = o

DECLARATION by APPLICANT: Wamw TR Wiaum 93

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

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as 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 source/employerfinsurance company. of the amount
for which this assistance Is requested.
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AGREEMENT by APPLIGANT (a7 g0 #30)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustees 1o
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donailons for Koshika Foundation and/or disseminating information about it's

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

2) | {Applicant) further agree that any such use of my name, address, photo & details of the *purpose”, for which such assistance is requestedigranted,
will not automatically entille me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (Twara gro ®O0)
By affixing hereunder, signature of our Authorised Signatory for recommaending this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we nelther are presently nor will in future avail of financial assistance from another NGO or any other sourcs, for the same patient/case, as we are
requesting to get from Koshika Foundatlon, to the extent that such assistance is granted by Koshika Foundation. if the requested agsistance Is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves il’s right to make up the shorifall from another NGO or any other source. This
confirmation essentlally states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wiil

assume sole & complete responsibility of the treatment & it's outcome & safsty of the patient, and Koshika Foundauon will have no role or responSIblllly
in the matter.
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