b DFL- C29--04 -48 20

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kf.‘r‘s’hlka
TETEw § AT W (B ) foundation
APPLICRRON Sl oA Ta v APPLICATION DATE :
s ET : HOK 2510 025 s foredt gﬂ ﬁ'-Zq"
NAME of APPUICANT - ' AGE-YEARS 55— | sex fem
FTAT=ST L RS00LTE S WAME
e =
PRESENT RESIDENCE ADDRESS =uM A9I8M T
PERMANENT RESIDENCE ADDRESS : 77y SFAHE TN
atrmm__m& o'm G T C"t}] ﬂj‘ MARRED (Pufid] | UNMARRIED (adfivfite)
TOTAL ANNUAL INCOME ; _ | {Attmch Proof of Income)
== =ftw =m Ao (= = g g)
| PAN Mo. T} wT HEm
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes (Mo
=S S w5 8 (W A R FR W EE W e s B/
FAMILY DETAILS wfan: f5am
Sr. No. Name of Family Member Age [Years) Gender Refation with Applicant
FY HEm N e I (=) = T & WY Wy
BASIS for REQUESTING ASSISTANGE (Tick whichaver is applicabig]
wyram % fivg fami s
BPL Card EWS Certificate Rutlon Card Any Other
(Attach Card Copy) {Antach Certificate Copy) (Attach Copy) Basis/Prool
TtEl & IR T O ST W W T T TR PRSP
(e wy ) w uly e W (wmr  w w W e (W v W i e i
“PURPOSE" for REQUESTING ASSISTANCE:
werm #q fan e = oI
Sr. Na. Medical Reports/Prescriptions Amhnq
N HeA o ) SEEET § W W T A g we ,
e ].ﬂ.....-l !
il 2 ) = L z
¥ g 3
7 = oV WIIE = 1 &
[ — - gV Ll LI CLICT( < F
f
ASSISTANGE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
¥ TS S 0 S 5 wem e == mm A faw o e
Sr, Ma. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH HE A W@ w1 AN il T T i -




__:_"{f__ ===

DECLARATION by APPLICANT: ¥mize g widm) s _%
111 hereby confirm thal all detalls in ihis Form ae True lo the best of my knowledae. Any talse staterment will render my Application & ongoing assistance, it any,
 lipte for rejectonicanceliation

2} | solemnly confirm that assistance. |f recalved from Koshika Foundation, will be used only for the “purpose”. as stated |n this Form, for which such assistance

wiig requesied by ma. )

31| hereby confierm thit | have not & wilnot in future, avall of reimbursamient, i1 par o in full, from ary other sourcefemployerinsurance company, of the smount
for which this nesistance is roquestng

1) s o of o pm wiwn ) ol il wd feaeer s s w s e od w oo i e o s o &R 50 we fes e m s Bl

2) W g W mwE O i wesmt, § i w oh & s v I e O i, o e wey o wooom @y

1) A e won v e neem i o ol W vl R, T oin W sffes @ oeen e e s e s @ 2 o fem d st W ofrer A Hm
AGREEMENT by APPLICANT (wsits =0 s71)

1} By affising my sighalure or thumb impression on this Form, | {Applicant) haraby agree & authorise Koshika Foundabon and i's Trustees to

tme/publishiput-upirsproduce my name, address, photo & detalls of the “purpose”, for which such assistance Is requestedigranied, though any

medium, including but rot fmited to verbal, prinl, electronic, for soliciling donations for Keshika Foundation and/or disseminating Information about it's

asclivitestinchlevements, Such use of my photo 4 detalls can be made by Koshiks Foundation before or after my treatment or fulfilment of the ‘purpose”
lor which assistance is baing requesiad,

2) | (Applicant) furlher agres that any such uss of my name, address, photo & details of the “purpose”, for which such assistance is requestedigraniad,
will net automatically enfitle me for receiving or eortinuing the said sssistance. The decision for granting andfor conlinuing the assistance wi rest solely
wilh the Trustons of Koshika Foundition, and thelr decision is this rogard wil| be final and soceptable to me.

|Jmmmuﬁmwmﬁmw,ﬂm}mmﬂgﬂzmiﬁ'ﬂﬁmmﬁ#ww*ﬂmm(hﬂum,
o, Wi i S fe en e o aife §, 38 s v sl T, e g REv A ) ot ST o # fo fe i s e

i W W e e #0 www fewn O o o o wowe w8 fay s e w o sfisn B

2) A () veowm A e § 6 o, o, w el fawn 9 R e Tt @ w9 T W e e s e

“wilym " g wws s a A ffm s s Fm)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSICN :

AGREEMENT by HOSPITAL (woymm EA =)

By affixing hersunder, signature of our Aulhorlsed Signatory for recommending this case/patiant for financial assistance from Koshika F oundation, we
(Hoepital) heraby affinm & scoept fatlowing:

1] that we niwdibvar are peesently nor will in fature avall of financlal assistance from another NGO o any other source, for the same polienticase, s we ars
requesting 1o gel from Koshika Foundation, |o the extent that such sssistance is granted by Koshika Foundalion. If the requestod assittancs is nal granted
by Koshlka Foundation. in part or in full, theen the Hospital reserves IUs right 1o make up the shortfall fram another NGO or any oiher source: This
confirmation essantially states that the Hospltal will not avail any duplicale assistanca for tha same patienlicass from any other NGO or any othar saurce.
2) The assistance from Kpshika Foundation is only finsnclal In nature. The chaice of the treatmentiprocedure advised/oondicted by the Hospital on (he:
pallent, fs based on the arrangament between the patient & the Hospital, and fs In no way Influsnced by Keshitta Foundation, Hanee, the Hospital wil
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In 1he matter.
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