~ - -l0 ©O 1‘1
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kgsh[ka
wWeETan] &q ATdEd 9Ed (Farm sEE) foundation

hF‘FLIﬂATIﬂN. No. | Noﬁ; g /E t) (O A.PPLICF-TI‘DN D?Z‘ 5 "a [)— Duilding block of life

NAME ui'APPUEANT !.ﬂiE -YEARS Y- Rk

e PaNU_(‘M 9.1/ ¥) 2 1F

FATHER'SISPOLISE'S
g 5 22"?«:‘: bbatt
ICE ADDRESS

GCCUPATION Hﬁ wME M A P2 7 2 MARRIED (i) 7 UNMARRIED (aiftpies)
TOTAL ANNUAL INCOME [Aftach Proof of Income)
watwm  NEEEo [ f/fumi!ﬂmc‘*ﬂmwmww
PAN No. T W W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is :ppumhr Yes | No
S0 W 5 W1 W (9 OFS W TE W R W fwe e -
FAMILY DETAILS wfiem foram
5t. No Name of Family Member Age {Years) Gender Relation with Applicant
w HE , it & TR % Aw W (=) fisn e 0 O B e
1= 1 1' == NN lo W
(' 0 Pnas i O v PALLS
b il 4
I'rﬂ z AI <K o ity T el i .(H’ i
=7 FIT}-{'} o W 2 ) [ | ~ LA
I‘::;r"u C 1. — ] 1"
> T X =0 ot Se
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
% o faei anap
BPLC Ratlon Card
[Attach l:-r:ml:npy:l umcmi {Attach '::Pﬂ H-Allltlwll?i"l:ln:f
nitdt e & S oy v %9 W W T N Ty w1 P
(43 w) o ol we Wt (RLLRGE R R R R (7 1w e e He Wt
“PURPOSE" for REQUESTING ASSISTANCE.
e ¥ et o fel o oI
&1, No. wwmw-m
w0 W ) wemE e @ W W W w3
ot & DI | Wori " col] I
1 ) a=< 7 ﬁl;.« ] s

e : '
B r’_%féé—&_ﬁ?ﬁ'ﬁ - — !

F i — .
L I BWIY 17 = y T y =
& B —Fhae Pt tr
U ¥

ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
¥ Ier F B w1 s wer A 5= = A o e

S Mo MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N HE W TN W = e o

i \I J’f
P Y e N S———

CH
=

=

-
T
A




DECLARATION by APPLICANT: =mics L B

1) | hetebyy confirm that all defsils in Mis Form are True to i bust of my knowledge. Any talse statoment will render my Application & ongoing assistance,
liEnle {or rajectipn/canceliation

2] | selemnly confirm that pssitance, if recelved fram Koghika Foundation, will be used oniy Tor the “purpose”, as stated in this Form, for which such assistance
was requising by me

3) | herally confirm that | have rot & will nat in titure, avall of reimburssmant, in part or in Tl trom any other sourcefamployarinsurance company, of ihe amowmn!
for which this assismnce bs rejussied

|1ﬂmm{hwmﬁﬁﬁqﬂﬂﬂrmwmﬁtmmﬂmtlﬂﬂimﬁmmwmiﬂﬂ#mﬁmﬂWMh

:J='mr-1wsmmnﬁ-l‘dﬁmﬂ'ﬁ“m"_ﬂa‘t:tmt.mwﬂnm'ainﬂﬂ%ﬁﬁfmm.inmﬁuﬁmh

3) iq;qmﬁmmmwmﬁrﬁ.mmmemmmm#mmmmﬁrwhtmmmﬂﬂm
AGREEMENT by APPLICANT (smics 2wt

¥l By alaing my sgnature or thumb imprassion on this Form, | {Applicant) hereby agree & authonse Koshika Foundation and it's Trustees o
s pubbspul-upreprouce my niame, address, photo & dotsifs of the *purposs”, far which such assistance is requestedigranied, through any
medim, includisig bt not Limited (o verbal, print, alectronic, for soliciting donations for Koshika Foundation and'or disseminating information about its

Bciratmainchiovemenis. Sdach use-of my ghoto & detalls can be maile by Koshika Foundalion betore or gfier my treatment or fulfiiment of the “purposs”
for which assistance i being fequesiod

21 {Applicant) further agres that any such us2 of my name. address, phato & datalls of the “purpose” for which Such assistance is requestedigranted,
will nat aulamatically entitle m Tor feselving or continung the saig assstance: The decsion for granting andior continuing the-assistance will rest salaly
with the Trustees of Koshika Foundation, and thesr decision is fis regard wifl be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wiwms gm wim)
By affiwing heteunder, signature of our Autheansed Signaloey for recommanding this casalpalient for linancial asssslance from Keshika Foundation, we
(Hospitil) hereby affiom & acoapl Tollowing
1} that we neiiher are presantly nor will in futuee v of Ninancisl assistance from snother NGO or any other saures, far ihn same patient/case, a5 wie are
r=quasling lo get from Koshika Foundation, 1o the extent that such assistance 15 granted by Koshika Foundatlon. If the requested assistance is nol aranied
by Kashika Faundation, In part or in full, then tha Hospital reserves ifs right to make up the shorfall fram another NGO or any other source. This
confirmation essentially states that the Houpltal will not avall any duplicate sssistance for the sama palienticase from any other NGO or any othar source
2} The assistanaon from Koshika Foundation is only financial in nature. The choee of the ireatment/procedurs advisediconduclad by the Hospial on the
patient, is based on the arangement betwesn the pabent & the Hospital, and isin no way influenced by Koshika Foundation  Hence, the Hospital will

astume sole & complals responwibility of the tregimant 4 if's outcome & safety of the patlent, and Koshika Foundation will have no rale or responsiblity
in tha maller
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