AJRAV- C-23 ~oY~ 0349

APPLICATION FORM FOR ASSISTANCE {Healthcare) ' K%hika
T “a"”' i (e Sre) foundation
wm.: L,faqu}' ol 1D mm DATE : |.'Haqf;-‘3 _ g Vack o e
APPLICANT " AGE-YEARS 7§ filn
:t-wdﬂm Kdldy‘ﬂ.')k-l géﬂ '::

wwﬂmm ﬂ#’hﬁf La.f

nmmnuumu: Hévme aq &Km Wﬁm | UNMARRIED ( seim)
TOTAL ANNUAL INCOME - " {Attack Proof of Income)
¥ wits l{‘a‘m[,—fFM)‘) (s wam ) A4
PAN No. TaTi T R
INCOME TAX ASSESSEE (Tick whichever is applicabls): ]
ﬁﬁ:mwtmnnﬂmnmm; ‘rl?.r::‘
FAMILY DETAILS wftam fimm
B¢ No. Hame of Family Member Age (Yoars) Gender Felation with Applscant
WA Hw _ it w1 AW  (w) i WY % TN Wy
I Pl aontbnasad. & AN Hushamd
VB B 5k aomlan 33 PN S/}
x- anla 21 = Ddag P e ALau
7 Zak <ih ay 2 ICiaamd S¥h
BASIS for REQUESTING ABSISTANCE (Tick is applicable)
o & fed fifh s
8PL Card EWS Certificato Rution Card Any Other
{Attach Card Copy) [Attach Certificats Copy) {Atsch Copy) BasisProof
uid ten o ¥l yam sy wm vl Ty w s N e
(v T W W i weE (VT W R HES (v 91 W e o W
“PURPOSE" lor REQUESTING ASSISTANCE:
wem ¥y fed o el W g
5. Ne. Medical Reporta/Prescriptions Attached
w9 TR semmvElRs § Wi W ool s i s
FE - Codanart
LE — U odanalrt
P
dr‘%)’ NTgCL F PAM B
AGSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
™ T ® i W 5w fes s v @ e W7
S No. NAME of OTHER SOURCE AMOUNT of AGSISTANCE BEING AVAILED
w9 7 v W = =y o

i JIBCT i_g_u'fr——




DECLARATION by APPLICANT. solTar g wym 1.

111 heraby confirm ihat all details in this Form are True to the best of my keowledge. Any faise stalement will rerder my Application & ongoing assistance, If any,
lianbbes for rejecton/canceliabon

2)1 solemnly confiern thal assistarce, If received from Koshika Foundation, will be used only lor the “purpose”. a1 stated In this Form, for which such assistance
was requosied by me.
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for whach the nastancs s requestod
1) & e o f feoom wen 4 R e wh s 40 e 8 spm e o i ok v e o won s e o @ o 69 e fare o w el §
1)t gu = m ofe “wiim v, d e it §, o o =l st 8 g o el fem oo, i m oy o wmom #

1) & wfe wom f e fom o oy o wdw oo wm ol ow e w e e el s oA e @t o W e § ook 3 @ e o o)

AGREEMENT by APPLICANT | sutes g wu1)

1) By afficing my signature o thumb improssion on this Form, | (Applicant) heraby agree 8 mithorse Koshika Foundaton and il Trusises o
usee/publishipul-up/repeoduce my name, address, photo & details of the “purposes”, for which such assistance s requested/granted. thiough mny
madium. nchuding bul nol limited to verbal, print, electranic, for soliciting donalions for Koshika Foundation and/or disem|nating information atout it's
schvites/achiovemenis. Such use ol my photo & detalls can be mads by Koshika Foundation before of afler my tresiment or fulliment of the *purpose”
for whch assstance s baing reguested

2} | {Applicant) furthas agres thal any such uss of my name. address, pholo & detas of the "purpose”. for which such assistance s requestedigranied,
will not automatically entilie me for receiving of continuing ths said assstance. The decision lor granting andior continuing the assistance will rest solaly
wilh the Trustaes of Hoshika Foundation, end thesr decision is Ihis reged will be final and acoepiable fo me
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AGREEMENT by HOSPTTAL (w=am Tu 5)

By affuing hereunder. sgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accapl lollowing:

1} that we: nzither are presently nos will in future avall of financial assistance from another NGO or any other source, for the same patienticass, as we are
requesting to gol from Koshika Foundation, 1o the extent that such assistance is granied by Koehika distion. If the requested assistance is nol granted
by Koshika Foundation, in part or i hl, then the Hospital reserves It's right 1o make up the shartfall from ancther NGO or any other source. This
confirmation eusentinly states that the Howpitsl will nol avail any duplicele sssistance for the same patientcase from any oltws NGO or any cther source
2} The assistance om Moshika Foundation ks only financlal in nature. The choice of the treaimentiprocedure advised/conducted by the Hospital on the
patlant, la baned on the arengorment betwesn the patient & the Hospital, and is in no way influsnced by Koshikn Foundation Monce, the Hospital wil
assume sole & complets responsibility of the treatmant & Il's oulcome & safety of the palient. and Koshia Foundation will have no role or responsbility
in the matie
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