- oM~ €-2Y-08- 1113
APPLICATION FORM FOR A$SISTANCE (Healthcare) Kf.)vhk
HETRN ¥ WEEA (T T ) ANOSALRA
e foundation
miwen M |0 524014 e\ | e
NAME of APPLICANT : AGE-YEARS -l | sex fifn | f-" .
MR W N , 1 |
o brug (0 .
FATHER'S!ISPOUSE'S NAME - F ! . N
w o L
En PRESENT RE ADDRESS - i .
5 * i P BY
PERMANENT CE ADDRESS - Ta7§ Mp9velTg
T - L
[
OCCUPATION : H: I kff gm"{mﬂ;m[ﬂﬁn}
TOTAL ANNUAL INCOME . \ ]
e e Qlopd Aamily o
mmmﬁmm = = |
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is dpplicable) Yes I o
W s s o R (W e R T W A R
FAMILY DETAILS wiian faam
S No. Wame of Family Me Age (Years) Gender Reiation with Applicant
N T i W % 70, wi) fifn HATE ¥ W WAy
I Ul o [ A fols
i B n AN =400
BASIS for WG ASSISTANCE [Tick whichever s applicable)
% fid Pl smam
BPL Card
(Attach Card Copy) ;AmEn" e cate Copy) . E:Pd}l J‘.“"m“.:'a
Tt S 9w s Ay ol v A W 350 Fif W
(T T W o s W (v vr o) wiit werm Wl (7= T W1 w wR e w9
“HURPOSE" for REQUESTING ASSISTANCE:
w5 T fed e
Sr. No. Medical Roports/Prescriptions Attached
W ~ : semevEis # Wi gy of afeiey i
2 Thadpellk i
i ) i
v #T (ﬁme ST TR
& f-
§ ; R
ff v
v,
AVAILE ~PURPOSE" from OTHER SOURCES
At % Lo e = qurm feah a1 i 4 for T 17
Sr. Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FO " g | T w v wEw|
i Pt ,-Qﬂﬁ?ﬁ;T

| uiﬁf.ﬂ




DECLARATION by APPLICANT, SHYW T WY T4 -

1) | hgraby oonfiem thal 83 dotals in this Form ate True to @e best of my knowlodge, Any faise staterent wil render my Applcation & engalng assistance, if any,
resactionicanceliation ) ; )
ZJMMmmﬁm.ﬂmummmmnfmmmmuhwmwnw.ﬂwhhm.hmmm
gﬁhmym?m":ﬁnmuma will not in Tulure, avail of rembursamant, [n part of in full, from any other sourcelemployesfinsurance comgany. of the amount
for which this sssistance = requesisd
nimm{hnmiHﬂHMHMimmﬂmilﬂ#Mﬂmmnnliﬂmﬂmﬂum&h
2y # g o s e s, @ w0 §, v Tl vt w) P = e B i, @ v e un o
1]iﬁmi#i’nﬂmi{wﬁﬁ#l.nﬂﬂmwthHMMitihtﬂt1!m1$|

AGREEMENT by APPLICANT [ smies gm W)

1) By affizing my signature or thumb inpression on this Form, | (Applicant] hereby agiee & authorise Koshika Foundation and #'s Trusiees o
uss/publishiput-upireproduce my name, address, photo & details of the “purposa’, for which such @ssistance & requested/grantad, through any
medium, including but not limiled 10 verbal, print, electronic, for solicting donaions for Koshika Feundation andior disseminating Information aboul K's
activilles/achssvaments. Such use of my photo & detalls can be made by Koshika Foundation bofore or after my treatment or fulfiimant of the “purpose
for which assistance is being requesiad

21| (Apphcant) furiher agree that any such use of my nama, address, photo & dalails of the “purpose”, for which such assistance I raquestedigranted,
will not automatically entitle me for recelving or continuing the sald assistance. The decision for granting and/or continuing the assistance will res! solely
with the Trustens of Kashikn Foundation, and thalr decision is this regard wili be final and acoeptable o ma.

1) T e W s wemer ) s W o moer, (e sl el ot gl s | o s st o e i < 5t sfeq v f TR S0
va, Wi s A e wmogey § i §, 6 “wfwt e a, T, wew G Tgtm R g0 el s avefeet @ B el o e

# warfte wed % fie s & 9t won W fem P W T m o | el F fe i wredes” w sl afeen &

2) & (swiew) g owm @ we f fe g0 w, e, i o feers ol i ween © wohil @ ofds § g v s W peon TR v e w o

“wifim” qua Tk s W fi o b e

B Kol r

AGREEMENT by HOSPITAL (wwws g W)
By affixing hersundar, signaturs of our Authormed Signatory for recommending this casa/pationt lor financial ssslztance from Koshikn Foundation, we
| Hespital) hersby affirm & accepl following:
1) thal we neithor aro presontly noe will in luture svall of financial assistance from another NGO o any ofher source, [or the same patienticase, as we are
reguesting to gel fram Koshika Foundation, to the extint that such assistance is granted by Koshika Foundation. If the requesiad assistance i not grantad
by Koshika Foundation, in part or In full, ihen the Hospital reserves ' rght to make up te shortfall from another NGO or any other source, This
confimuation essentinily states thal the Hospital will not svell any duplicate essistance for the same patient/casa from ary other NGO or any other source
2) The assistance from Koshika Feundation is only financial in nature, The choloe of the froatmont/procedune advised/conductad by the Hospital on the
patinl, is based on the arrengamen| betwesn (e potient & tha Hospitsl, and is in no way influsnced by Koshika Foundation. Hanca, the Hospital will

assume sole & complete responsibility of the Featment & I1's outcomo & sofety of the patient, and Koshiks Foundation will have ro role or nesponsibility
in the matier

veot s, wemed! o st & atd 9t e et @ il e o Tredon o) w4, Fed v (e B o 9 e o sl e

1) g 5 = W wiem a9 W wits F i omr el e dee w el s e A o Ol 9 @ owoR o 1L S s e Csifee st
W Tadoesfieie e o wod o e wrste oo wee gy B g wie st st g worem fiesfn s oo g v Tl T w kA e
ol vy A el vt m fiest s v @ w98 w0 sfoe g v o g o ere wn we § e v St wee e St iy fek
#r wowit e W Tl S A A W e

1 “wifem st @ o o) ween P fdn v oS ) S0 o v o S of waw w el sTeaiEn W e B o weee

% dm w fs @ ol i st g Sk e o cem ol b gl weme F O s e ohe st wd o it Mestol B o v
= it o Codfe® o o ot facdefi ome oS o ah wfl

RECOMMENDED FOR ACCEPTENCE
gl o wef

proobarsc s ) ( rﬁy&ﬁnmm 8
' 4#' m B AN ! .-h:huslralpr
v ! il ""“""’"‘,P‘"‘“ Starplatsutyckay Signatory
il sl T
FOR INTERNAL USE of KOSHIKA FOUNDATION  su=ifts wam #¢
mniiuﬂnwm:rm SIGNATURE of TRUSTEE 2

eor? EEE’J

D4-03-2024



