‘Ceal-oY- 4373

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(?Shlka
weTaal B AAEST WieH (@ 3 ) YT i
APPLICATION No. : e APPLICATION DATE : Poiarg Lioan of e
S W ;| 9\041-\\0033 wiea et O -04-202
NAME of APPLICANT : AGE-YEARS 1-a4 | sEX fiin
FEEH H AW ’
Qhak emtla Dey, £ F
FATHER'S/ISPOUSE'S NAME
RV % Lol Chand
- PRESENT RESIDENCE ADDRESS SfTF R@RG qal
Vll!age = Shahtod —Leh - l2arg
DisT- __ _Aidtay  HosadPon - 36]4l] Ree op. Posd of .
PERMANENT RESIDENCE ADDRESS : &R sTrd Gl
oorc  Shakunfla
AN AboNe Vi
OCCUPATION - [ 1o ver MARKIED (Prnf¥e) / UNMARRIED (i)
TOTAL ANNUAL INCOME : i {Attach Proof of Income)
@ afs =g €« 6550 (anu]‘{) (3@ F WD HeT) Vg
PAN No. VIT§ @RI W& Ng
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s appllcable): Yes |
T ST F H I ¢ (S T B I§ W WP e T/ &)
FAMILY DETAILS S5 faarw
Sr. No, Name of Famlly Member Age (Years) Gender Relation with Applicant
= WE TER & Tgw F T 34 () Ul F T F=Y
l Lo cfuand o ) Ihdle g
A Hey ki§hs 29 m e
& Faaris ZZ R 2 Zq " \"7Za)
4 Suarl 23 12 S
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
e & o fmf amm
BPL Card EWS Certifi Ratlon Card
{Attach Card Copy) {Attach CBraﬁcagaatEoPy) (A;ag'? Cg;)‘) ':ifs?Pt:‘:;f
T e % R o T o= o =l T flage-vfag
(VI T ) B v wE {(WHIT 5 Fi o wf W (v w3 B 9l HE WU
“PURPOSE" for REQUESTING ASSISTANCE:
werm 3 R W fadt = el
Sr. No. Medical Reports/Prescriptions Attached
FH wEem - A/ ¥ 9w W wfee gt "W
! ':DTng KN - RE Sewnile  Cofarp(s
[E = F-F
2 | Quyaqexy = RE - Phate +7ni
a4
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
T I ¥ 3 W = weww R ey i q fm o we
St. Ne. NAME of OTHER SOURCE AMODUNT of ASSISTANCE BEING AVAILED
T T Y WY W AN & wf wrEe oeht
! Nit
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1} | hereby confirm that all details in this Form are True 1o the best of my knowledge. Any false statement will render my Applmtson & ongomg assustance 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) 1 hereby confirm that | have not & will not in future, avail of relmbursement, in part or in full, from any other sourcelemployarlmsurance company, of the amount
for which this assistance Is requested.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-upfreproduce my name, address, photo & details of the “purpose”, for which such assislance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about i'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} | (Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest solely
with the Trustees of Koshika Foundatlon, and their decision Is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wtam 510 SU1)
By affixing hereunder, signature of our Authorised Slgnalory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of fi nancial assislance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such aessistance is granted by Koshika Foundstion. if the requested asslstance is nal granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shorifall from another NGO or any other source. This
confirmation essantlally states that the Hospital will not avall any duplicate assistance for the same patlent/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financtal 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 will

assume sole & complete responsibllity of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or respon5|blllty
in the matter.
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