. ~P’-Q’A03" 0903

APPLICATION FORM FOR ASSISTANCE
YEA 8 STAET WET

{Healthcare)
(e 3aam)

APPLICATION No. :

Alo421]o022

APPLICATION DATE :

K&¥hika

foundation
L 3
Building block of life.

A T t wimy Rt A R-0Y- 202
NAME of APPLICANT : AGE-YEARS 3T3-4 | sgX fin
FREHE B TH
gﬂ 5 awmllq $S F
FATHER'S/SPOUSE'S NAME :
e At khau

C/ PRESENT RESIDENCE ADDRESS %39 #G81d 90

Ray. Negac £6 Fexl Aliday | Toh- Alltay " -t e
DIsvE - Alitay Ralalfran . 2ol / = of.
PERMANENT RESIDENCE ADDRESS | 8 STamaid w1 e of POSQL?F'
QA _aleie
= Home m ajer MARRIED (Rf) / UNMARRIED (orivnivn)

TOTAL ANNUAL INCOME :
F¢ afts am

3Sop0 [~ forily)

(Attach Proof of Income)
(N@ 1 ey W)

M

PAN No. &1 @Il Ham

FAVA

T HT T F AT R

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
(= 7 7 IW W

Yes /
)

wft = fem w)

FAMILY DETAILS 4fiar faatm

Sr. No. Name of Family Member Age (Years) Gender Relatlon with Applicant

Enk 1 M I (Td) fin % Y T

B Hm mjcmL 30 M Son

BASIS for REQUESTING ASSISTANCE ﬁ‘rlck whichever Is applicablo)
T % firfy smm
BPL Card EWS Certificate Ratlon Card
{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) Ay Othar
Basis/Proof
il | ? R o AR o T IqwE FTE v o
(T 9 =Y B vh mee wt (VA w3 Ht gl v wem (Y w5 B W Herd &

“PURPOSE" for REQUESTING ASSISTANCE:
Heraw g fd m e = g

Sr. No. Medical Reports/Prescriptions Attached
w4 EA - ST/ § W # v wiee g dem
] 'Dia(alhuk)}i& N BE Qenide  (Chfavpcd
== Sexde  Cofayacf
2| SWeeyy - N5 - Lhata +T0[
Jd_¢
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W IGEW F I B I TR AR o= oiR W e T Y
Sr. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
R HEA 5 A & AW il e ]
! N




DECLARATION by APPLICANT: #m&% BRI 9i9on 73:

1} 1 hereby confirm that all details in this Form are True to the besl of my knowledge. Any faise statement will render my Application & ongoing assistance, if any.
liabie for rejection/canceliation. ' '

2) 1 solemnly confirm that assistance, if receiv

was requested by me.

3) | heraby confirm that | have not & will not

for which this assistance Is requested.
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ed from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assislance

in future, avail of reimbursemnent, in part or in full, from any other source/employerfinsurance company, of the amount

1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and il's Trustees lo
use/publish/put-upfreproduce my name, address, photo & detalis of the "purpose”, for which such assislance Is requested/granted, through any
medium, including but net limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infofmation about it's

activities/achievements. 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

2) | {Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requestedi/granted,
will not autornatically entille me for recelving or continuing the said assistance. The decision for granting 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 (¥&@ BT i)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we neither are presently nor will In future avall of financial assistance from
requesting to get from
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to ma

Koshika Foundation, to the extent that such assislaice is granted by Koshika Foundation. It the requested assistance is nol granted

another NGO or any other source, for the same patienticase, as we are

ke up the shortfall from another NGO or any ather source. This

confirmation essentlally states that the Hospital will not avali any duplicata
2) The assistance from Koshika Foundation is only financial in nature. The

asslstanca for the same patient/case from any other NGO or any other source.
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 will

assume sole & complete responsibility of the treatment & it's outcoma & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter. : . :

vt g, et 3 o 4 A ) s v 3 R e ¥ fowfen 9 i # R 6 () e R § w3 e w9
1)wﬁwaﬁaﬁnsﬁtaﬁwﬁmﬁﬁﬁﬂmﬁeﬂﬁtwﬁtmﬁmﬁﬂhmw\aﬁmﬁmmﬁﬁﬁﬁmﬁﬁtﬂﬁﬁzﬁ“aﬁﬁmm@m"
ﬂﬁmﬁwfhﬂfamﬁwﬁ"m‘rﬁmwra‘%m"mmhﬁ%uﬁ“mm"mmﬁﬂﬁmmtgwaﬁﬁ?mm%ﬁmam

fﬁ@ﬁmﬁxmmmﬁwﬁmmﬁmﬁﬂmaﬁmﬂgzﬁﬁm%lmqﬁ%ﬂ-mmm%fmmﬁdhmmﬁmmm
i TR wEn @ e s w | T e

1“mmﬁﬁ“ﬁ?ﬁﬂéma}aﬂfﬂﬁmﬁﬁaﬁ%lﬁmmmﬁﬂ#mmmﬁmﬁmmwﬁﬁﬁm

%i\-amﬁmtsﬂt“ﬁﬁmwﬂm"mfmﬁmm#mﬂﬁ%lwﬁﬂmﬁﬁrﬁ%mwaﬁtaﬁaﬁﬁmm&fﬁqﬁm
R P sl wfR” @ W e @ faded w e d el \
RECOMMENDED FOR ACCEPTENCE W /
v & fou w@egft \ A\,
Date of Surgery \ .
TR Ft T \L‘&V’ Y -
ﬁ@\)? (Name, Designatjon & 3@\‘ of Authorised Signatory
Q}‘-’ ) 1 ) (Name of Or> n, “%Stamp) x,, ?bﬁm pital)
QU ¥ ApFEwE LRy RAm
\%&%‘r‘w& of KOSHIKA FOUNDATION 4111 @it =¥
SIGNATURE of TRUSTEE 2

SIGNATURE of TRUR9EE 1
T |

TREERL

AP

L

30.05.2019




