SRE- C- 24- 0S- 0639

Ko‘s’ hika

foundation
e
hm“dllh

APPLICATION FORM FOR ASSISTANCE {Healthcare)
HergHl ﬂﬂ_ JTAEA W= { v )
o mn: . S[0524]0121 ArpUeaToBA: 1005 202,
[_Muwmr; m.m-n*&,_ﬂ sex Bm |
s i Mu. Madan 63 M
FATHER S/SPOUSE'S NAME -
i = i Laky My, Buem

PRESENT RESIDENCE ADDRESS mium st R

=

10 ' WhAla . Hafn [ hi 2 I
SO Y A I 4 7. T WAL T 2 VI o M. Prusp Font op
PERMANENT RESIDENCE ADDRESS : T sUwHT a1 Cﬂigi)
Counid X akalr.
GGCUPATION ! L [ ! W:W:W{M]
TOTAL ANNUAL TNCOME atach Proat of Income
T3NS s uolﬂﬁﬂ o w0 e ) NA
pan ol mmt wiem___[\J 3
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is applicabla) Yes / Mo
WS W W T R (e W TR v R P s o
FAMILY DETAILS gitam fiprom
St No. Name of Family Member Age (Years) Gander Relation with Applicant
W W wftom % W 1 35 (w) fitn % =W
%J]I s B o o
J e p =
A Fﬂm' b = mrjghﬂw._.tm
BABIS for REQUESTING ASSISTANCE (Tick whichever is spplicable)
o, O A
BPL Card
(Attach Card Copy) IAttach Cartfcaie Copy) (Attach Copy) Aoy O,
wi t ® S o W = =% wl yom oy T sl g i
(o 7 =) ww wih e wd (wmr 9 W) W W W (W W wem Wi e W

“PURPOSE™ lor REQUESTING ASSISTANCE:

arom ¥ fed ™ el . e
fir.No Madical Reporta/Prescriptions Attached
A siemEveRa ® Wi W g wfede g de
N o [ 2
u{aghnf.m - ~NE - PR (adaralil
T - Sehile (A3ANar?
7l
o (ALH( U{}}f =  RE - SICS [JiFfh PIMMA
ASSIBTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v I % w1 W | e e s wm 8 fEw o we
1. No. NAME ol OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W T W1 ¥ W1 AW #if o o ol




DECLARATION by APPLICANT: siTs gm e 71:
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2} | soleminly confirm that ansistance, if recelied from Koshiks Foundation, will be used only for the “purpose”, as stated in this Form, for which such assimtance
was roquirsted by me

3) | hereby confirm that | have not & will not in fiture, avid of reimbursement; m part on in i, from any cther scurcafamployerinsurance company, of thie amnount
for which this pasistonce = reguested
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1] By affixing my signature or thymb impression on this Form, | (Applicant) hereby sgree 8 suthorise Koshika Foundation and its Trystoos in
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for which aasistance & being requested
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will nod auteimatically entithe. e for receiving of continuing the sald essistonce. The decision for granting endfor continulng the sssistance will rest solely
with the Trusiess of Koshiky Foundalion, and heir decision in this regard will be inad and accaptable to me.
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AGREEMENT by HOSPITAL (w=ms g S01)
By affixng hareundar, signature of aur Authorsed Skgnartory for recommanding this cose/patient for financial aesistanoe from Koshika Foundation, we
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1) thot was peither are pressnily noc will in future avail of fnancial gesistonce from another NGO of any other source, for (e same patienticese, on we o
requesting 1o get from Koshika Foundbtion, to the exien! thal such assistancs |s granted by Koshika Foundation. If the requested assistance |s nol grantsd
by Koshika Foundstion, in pan or i full, then the Hospllal resarves I1's tighl 1o mike up the shartfall from another NGO of any othes gource. This
confirmation essoniialy statiss that the Hospltsl will nad avall any duplicsie assisiance for he same patient/case from any other NGO or any olhet sowrce
2] Thi asalstance from Koshikn Foundation is only honcial in netuse. Tha cholee of the Irratmentprocedurs-advisediconductod by the Hospital on the
patiert, m basad on the amangement batween the pationt & the Hospital, and is in 7o way influenced by Koshike Foundation. Hencs, the Hospital will

assume sole & complate respongibliity of the treatment & 'y oulcome & safsty of the patient, end Koshika Foundation will have no role or responaibility
in the matier.
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