T~ T - - - - - - —

CG2y-05 -0l)as-

APPLICATION FORM FOR ASSISTANCE
wEEAl #q AR WEY

(Healthcare)
{ =y )

e f) Josau] olay

APPLICATION DATE : I\ -0 S~

s i

AGE-YEARS S1-w%

k&hika

foundation
e e e
Busitdg bock of ke

Pre=f rd
AT koLl
OCCUPATION . siaibn)
WEE Hame melkey mq‘fn } £ GeaaRmD (
TOTAL ANNUAL INCOME : - [Atiach Proaf of income)
W wits = Cyeup | - r&m?‘f'l (¥ W1 TR ) NA
PAN No. THI T HHE = 4
ARE YOU AN INCOME TAX {Tich whichever is applicable). Yeu [f0)
wg s s oW g t (9w W IR oW o W P e rﬁ
FAMILY DETAILS ofiEm fismm
Sr Ne. Narne of Family Member Age (Twars) Gencer Rviation with Applicant
Fu T oft % woew W A W (¥) fin TS % S g
D Hotha€ a HiZhand
—5 RaReSh I L on
&3 [aXSm; LT3 F dayghIZy po_datd
[ RaYanl{ W ™A dxand.__Sam
— Lo L)
BASIS for REQUESTING ASSISTANGE (Tick whichaver is appicabie)
wrem % fad Pl smum
BPL Card Cortificats
{Atiach Card Copy) (Attach Cortiicate Copy) ;mm ;':rm"
ni tm ® S T wey e wf e FoTEm = o 6w
Py wr W wee vl s oW (7O 9% W e i Ee W {wamn o w1 omi oy wE Wl

“PURPOSE" for REQUESTING ASSISTANCE:
weram ¥y e o feedt w gt

8r. No WHWM:rurmﬁmm
ki semEEer # al S v i g W
TS PF — Seniic  Tatesart
)
IF = 2@ va)|
& T 9nfery = RE- [y N ¥ 2 ¢ = I 01}1%
e | ) i 3 v
v . =
ASSISTANCE BEING AVAILED for SAME “FPURPOSE"™ from OTHER SOURCES
W It % iy 9 5= ane Bl 5= e E e e @7
Sr. No. NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
w0 _Hw = Wi w1 A =t i wgmen ot

it
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1) | haveby confirm thal sl details in this Form are True to the best of my knewiedge. An talse statormenl will render my Application & ongoing essistance, if any,
Eable for resschon'canceltaton ! o
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11 8y affxing my segnature of thumb impression on this Form, | (Applicant) heroby agres & suthorise Koshika Foundation and ('s Trustees (o
uss/publishipl-upireproduce my name, address, photo & detalls of the "purposa”, far which such assistance is requestedigranted, through any
miedium, including but nat limited 10 verbal, prnt, electronic, for sobeiling donations for Koshika Foundation and/or disseminating information sbout I's
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2) | Applicant) furthar agree thal any such use of my namo, address, pholo & detalls of the *puipose”, for which such asslsisnce is requesiodigrantad,
will not sutomatically enbitle me for recesving or confinuing the said assistance. The decision for granting andior confinuing the assistance will rest salely
with (he Trustess of Koshika Foundation, and thelr decision is this regard will ba final and scceplable to ma
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By afficng hansunder, signature of our Autharsed Signalory for recommending this case/patient lar financial sssistance fram Koshika Foundation, se
{Hospital) hereby affirm & accep! following:

1) that wa nefther are presently not will in future svail of financial assistancs Irom snather NGO or any other source, for the same palisnlcase, as we Bre
requesting to get rom Koshika Foundation, 1 the extont 1hal such assistance is granted by Koshika . I the requestod assistance is nol granted
by Koshila Foundatlon. in part or in full. then the Hospital reserves I1's right to make up the shorifall from ancther NGO or any other source, This
confirmation sssentinlly states that the Hospital will not avall any dupticate sssistance for the sama patent'casa from amy olher NGO or any other source
2) The assistance from Koshika Foundation is only financinl in nature. The choice of the treatment/procedure advised/conductod by ihe Hespital on 1ha
patient, is based en the arrengement betwesn the patient & the Hospital, and |s in no way Influenced by Koshika Foundation. Henca, the Hosplial wil
Essuma sole & complete responsibility of the treatment & II's oulcome & safety of the patient. and Koshika Foundation will have no tole o responaibility
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