L=22-}2-028°

APPLICATION FORM FOR ASSISTANCE
HETTA B KA UET

{Healthcare)

(g )

K&¥hika

foundaticn

APPLICATION No. : APPLICATION DATE : uriding brack of ke
T Alsfoise [ el e
NAME of APPLICANT : AGE-YEARS S-T¥ | sex fifn
WE & TR gﬂr\’)a Kowr = c
FATHER 'S/SPOUSE’S NAME : ——
[S et Bani s nah
PRESENT RESIDENCE ADDRESS ¥AuW & a1

Natleg o - Chondon ook Teh. — Kewor, [

el — Rewanl Hoxyaryia—_ 122035 0 g

PERMANENT RESIDENCE ADDRESS : #Tf SERId Wl Pre of . ot of
OIS Soma kor
AN mlbome

OCCUPATION :
al::a%jm Hgm mokex MARRlEB’(ﬁW) ! UNMARRIED (i)
TOTAL ANNUAL INCOME : {Attach Proof of Income)
w7 A a9 74,015\9/#__(?0:\44\«;) (o2 1w werr) M P

PAN No. TUT} &1 RE

N

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable}:

N AY AT H

t (S 9 w38 W e & fm e

70

FAMILY DETAILS wftem faeeor

Sr. No. Name of Family Member Age (Years} Gon.der Relation with Applicant
F9 T YfER % WEE # AW 39 () L & A gy
[ Hean-c Enﬁfln &S m Lhtles ~tf
Tz . 24 m )
L ﬂ#ﬂ_&#’?ﬂ I m $Crn
Ly gq_mﬁ_w {2 -/;t?. \ 2.4 Fast Qv
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e % fort famia amam
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy} {Attach Certificate Copy) {Attach Copy) B8 ¥
asis/Proof
i tE & 9 W W 9w T T FE .oz e
(Y9I T3 W o W I R {7 w3 =t g wfa g w1 (¥ 3 #t e g wer w=

“PURPOSE" for REQGUESTING ASSISTANCE:
e i R W e | o

Sr. No. Medical Reports/Prescriptions Attached
Ealkiic seqaevela § Il B T g gE gera
I 33“00“.“—% S — KE-  Seonile Cat
L=~ Sovale Caf
2 - Qm—r% — (F - SICS 700
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T TRV & ¥ #Y o wema fe o v | fm o w2
St No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FN HEm 7 TR AW ¢ wsTE T
N




o

DECLARATION by APPLICANT: SIERS BT Wisen W:
1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,
liable for rejection/cancellalion.

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 requested by me

3) | hereby confirm that | have not & vl not in future, avail of reimbursement, in part or n full, from any other sourcefemployerfinsurance company, of the amount
for which this assistance is requested
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1} By affixing my signature or thumb impressien on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-up/reproduce my name, address, pholo & details of the “purpose”, for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating infermation about it's

activiliesfachievements. Such use of my phelo & details can be made by Koshika Foundation before or after my treatmeni or fuifilment of the “purpose”

for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, phoio & details of the “purpose”, for which such assistance is requested/granted,

wilt not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
wilh the Trustees of Koshika Foundation. and their decision is this regard will be finat and acceplable 10 me.
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AGREEMENT by HOSPITAL (Tvmm g0 &)

By affixing hereunider. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accep! following:

1} that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same palient/case, as we are
requesling lo gel from Koshika Foundation, o the exten! that such assistance is granted by Koshika Foundalion. if the requested assistance is not granted
by Kostuka Foundation, in part or in fuli, then the Hospital reserves it's nght to make up the shortfall from another NGO or any cther source. This
confirmation essentially siales thal the Hospital will not avail any duplicate assistance for the same palient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature The chuice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's oulcome & safety of the patient. and Kostika Foundation will have no role or responsibility
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