v
——

) -
T-21- 06 —owuiR
APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%hl,’(a
AT B JAEEA WEY - (v dEem) .
foundation
APPLICATION No. - APPLICATION DATE - “Building block of lte,
=i T 'ﬁ](}lQ!’O’OZS s frei O?,‘O'}"Q‘"’f Building block of il
NAME of APPLICANT : - AGE-YEARS #m3-wd | sEX fifn
ke 1 AW Lamwary Sl . 7 pe !
FATHER'S/SPOUSE'S NAME :
figes 1 = Ramdoual
PRESENT RESIDENCE ADDRESS =30 S&reg
po 2 K : Sthe e Mo | ﬂlu..m\" . Teh - ﬁMY‘ ' y
Qisd - Appayr , Aol fima - 30w/ P op. Postol s
PERMANENT RESIDENCE ADDRESS : ¥ HE™I Wl X
2 LBanwer! Lol
AX Glallc 00E&S
] —
—_—r ?—a\(\“(_\p MARRIED (RTR) / UNMARRIED (wfrfien)
TOTAL ANNUAL INCOME : {Attach Proof of Incoma}
e A Ge;amlr— (®rg %1 ang dae) )Lq
PAN No. W1 @Tal W&l Ma
ARE YOU AN INCOME TAX ASSESSEE (Tlck whichever is appllcable); Yes / No
T A AW F A (T B IW W R F FwE e w /0
FAMILY DETAILS ST jaem
Sr. No. Name of Famlly Member Age (Years) Gender Relation with Appilcant
T REH IER & W ™ | 39 (ad) fx¢n FATH B g -y
i Son tuddh Jo < W fe
Y Pral<ada 28 M Seon
X Tudhet UL ~ Lain
BASIS for REQUESTING ASSISTANCE (Tick whichaver Is appiicable)
s & el famf emm
BPL Card EWS Certificat Rstion Card ;
{Attach Card Copy) {Attach Cerrlﬂc;:: goPY) (Aéagl? CSE’Y) BAansyi's%l:i:;f
T @ A= wm o 3% ot W ITE FR RAge v Ydet
(9RIT TR = Brm W Tt wh (wam = ) wr wf e w (W9 99 &) Bl wie gE w®
“PURPOSE" for REQUESTING ASSISTANCE;
e 3y R W R W e
Sr. No. Medical Reports/Prescriptions Attached
ki sl § W #1 W wRee g dam
! vl mx)\m.ki 5 - RE - Qenile Cakaract
7
LLE - Cenile (Cabaroell
2 Sy u’gu 2 HE_- Sicy 4 Tol
C c
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
. T IZW 7 ¥ FN 32 woww fedt o =i | fem T w2
‘. Sr. No, NAME of OTHER SOURCE AMOUNT of AS5!STANGE BEING AVAILED
H G I TR H N : @t o weraem ol
1 fD L]




DECLARAYION by APPLICANT: 3%tw B ©maw v

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 for rejection/canceilation.

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 reguested by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcelemployeriinsurance company, of the amoun
for which this assistance is requested.
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AGREEMENT by APPLICANT (amzs zi0 %a0)

1) By affixing my signature or lhumb impression on this Form, | (Applicant} hereby agres & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, phote & details of the “purpose’, for which such assistance is requested/granted, through any
medium, including but net limited to verbal, print, eiectrenic, for soliciting donations for Koshika Foundation andfor disseminating information aboul 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 belng requested.

2) | {Applicant) further agres that any such use of my name, address, pholo & details 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 Foundation, and their decision is this regard will be final and acceptabls to me.

1) $8 ¥ W A0 TR A TS A vra s, F (aRew) R wewh @R wen € wd v st ol gwd =l ¢ wt sfie s fe A T,
i, B3 o W fram W vE d v 3, I R @ A, 9), avm g SR A gE dffafed st svaferd @ fed S @ wen wem

¥ vofe w1 & fog i € Ry W fram W e S e @ TR A 50 @ fag twive wedue” g sl e 1

2) A () @ W 8w £ An 9m, v, wE el faen S R weam % stvd @ witk € O9 w1 e 9 e W ey

“Fify” o T e w1 el st i el g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

R TR SR = e (f)-‘

s ) e

-

= AGREEMENT by HOSPITAL (¥waa TR &)

By affixing hereunder, signature of our Authoﬁs;d Signalory for recommaending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept foliowing:

1) that wa nelther are presently nor will In future avail of financial assistance from another NGO or any other source, for the same pallent/case, as wa are
requesting 1o get from Koshika Foundatlon, to the extent that such assistance Is granted by Koshika Foundatlon. !f the requested assistance is not granted
by Koshika Foundation, in parl or in full, then the Hospilal reserves it's right to make up the shortfail from another NGO or any other source. This
confirmation essentlally states that the Hospltal will not avall any duplicate assistance for the same pattent/case from any other NGO or any other source. |
2) The sssistance from Koshika Foundation Is only financial in nature. Tha choice of the treatment/procedura advised/conducted by the Hospital on the l
patisnt, is based on the arrangement between the patient & the Hospilal, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the trealment & it's outcome 8 safety of the patient, and Koshika Foundation will have no role of responsibility
in the matter. R,y ; y
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