— T el .
(-2)-o0Y~0637%F
APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S, hlk’.a
ST ¥, - : ( ) foundation
APPLICATION No. : APPLICATION DATE-; Bullding block of life,
ST Hem @‘04“150?0 R 79 ole20 =
NAME of APPLICANT ; AGE-YEARS 13- | SEX fifn RN
HAEAZF F Y L\ \,\ F 4 '
Q Wrnowy
FATHER'S/SPOUSE'S NAME : , L
il Lol Qingh i ‘
PRESENT RESIDENCE ADDRESS #uue @Rid Yol
illo bz - Aaded Ko Teh —  172arg - - #
IS - Ay Ao)okPrawn -~ 2ol deo T Pyx of Postold
PERMANENT RESIDENCE ADDRESS : w18 airatata wal
noto Suman
AL Adlo\e
TocUPATION:  ff oL inakey MARRIED (") / UNMARRIED (s
TOTAL ANNUAL INCOME : > (Attach Proof of Income)
F T o C%U‘D‘D/"— QFM“‘\\U (3 = wwa gy MO
PAN No. Tid @mn 6 N
ARE YOU AN INCOME TAX ASSESSEE ({Tick whichever Is applicable): Yes | No
T A WA G F (T B IW W G FPwE w R
FAMILY DETAILS wRaR fawm
§t. No. Name of Famlly Member Age {Years) Gender Relatlon with Applicant
FH & yRam = i M 4 (ad) fidn S
1 Lol C.‘.«/qm TO (2] A
2 Laornif D [28) S
3 c‘a_l_c‘—‘/lj’\ 1 ) —
'y [ia) S 60
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicabie)
e = fad e amm
BPL Card EWS Certificat Y :
{Attach Card Copy) (Attach Cortificate Copy) (Eﬁaé’é‘ 83;3) B’:’;{s%:’:;f
TR e R AR e a7 o w73 IO FE % o
(YA 53 #1 B W ae w5 (¥ 93 =t p wfs wem st (WM W e W e W

"PURPQSE" for REQUESTING ASSISTANCE:
weram 7Y TRl W e ot

$r. No. Medlcal Reports/Prescriptions Attached
%0 oEn - ST/ ® At # o yfrde el e
' "Dﬁrt}mabd'ﬂ - KE_ - Senide Cabuyn ¢t
e - Sevile calaYact
2. | Suvgeyy - PE ~— Phaco + 1o L
ad
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
W IR W B A I wE SRR an o R e T W
§t. No. NAME of CTHER SOURGE AMOUNT of ASSISTANCE BEING AVALED
TN G g w * ™ ot 7§ werm o
! NI




- -3 o g
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1} | hereby confirm that all details in this Form are True 1o the best of my knowledge. Any faise statement will render my Application & ongoing assistance, if any,
liable lor rejection/cancellation.

2} 1 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} heraby confirm that | have nat & will not in future, avail of reimbursernent, in part or in full, from any other source/employer/insurance 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) heraby agree & authorise Koshika Foundation and it's Trustees lo
use/publishfput-up/reproduce my name, address, pholo & delails of the “purpose”. for which such assistance is requestedigranted, through any
medium, including but not fimited to verbal, print, electronic, for sollciting donations for Koshika Foundation and/or disseminating tnformation about it's

activities/achiovements. Such use of my pholo & details can be made by Koshika Foundation befcre or after my treatmenl or fulfilment of the *purposa’
for which assistance is baing requested.

2) | (Applicant} further agree that any such use of my name, address, photo & delails of the “purposa’, for which such assistance ls requested/granted

will not automatically entille me for receiving or continuing the said assistancs. The decision for granling and/or centinuing the assistance will rest sols;ly
with the Trustees of Koshika Foundation, and their decision |5 this regard will be final and acceptabls to me.
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IR T T W A P

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

1} that we nelther are presently nor will in future avail of financlal assistance from another NGO or any other source, for the same patient/case, as we are
requesting o get from Koshika Foundatlon, o the extent that sucih asslstance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any other source, This
confirmation sssentially 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/iconducted 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 responssbnilty

in the matter.
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