YRm- C- 2\ -\2-\1%z

APPLICATION FORM FOR ASSISTANCE {(Healthcare) K(%hlka

HETN é_'i TS e (¥ e foundation

APPLICATION Na APPLICATION DATE

wr won ;e\ o3\ O\ § e i \a\a\aoay

Buisldemeg ok of liks

HAME of APPLICANT AGE-YEARE Wmj-wi | ggEx fifn

ST % AN \o C,\'lm E\f\?&\l"\- 3\ L3

e N s N

PRESENT RESIDENCE ADDRESS #dtrs smwwin wy

PERMANENT RESIDENCE ADDRESS : Turf WTaTFed wm

Towre OF OhoMe ?«‘-"L ?ﬂ.ﬂ'
TION -
DCCUPA Lo ooas, MARRIED-TITER) 1 UNMARRIED (sfrsiin)
TOTAL ANNUAL INCOME _ lAstach Procl of Income)
e 2 sooo |- o e ). N
PAN No. Tal =l Wam B [\
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes i No
W S s W o § (9 e o T oW o W e s LU i
FAMILY DETAILS Tivaw fammm
Sr, Mo Nemw of Family Member Ago (Yoars) Gender Relatlon with Applicant
9 T win ® Wey ¥ AW 0 (&) fin Mt%m
\ LleeNpanedn oS ¢ (R
) g e e L | "D(\\;P,Fﬁr__
E - o
72 SaAeAN WanxfGas | 0 oy ¥ m%
= L
b= Prea ol QN A N
(A {
BASIS for REQUESTING ASSISTANCE [Tick whichaver |s applicable)
weren Tl raf s
BPL Card EWS Certificate Ratlion Card Any Other
(Attach Card Copy) (Attzgh Certificale Copy| {Attach Copy| Bawis/Prool
mitdl T W v g sy s wd gum T TV e W FE e
{ww w1 W W o vE wh (W9 T W W WE HEE W (e W W W W T R
"PURPOSE" for REQUESTING ASSISTANCE:
o ¥ e m Bl w g
Sr. Mo Madical Rupnﬂﬂ?rutripuun_i Allached
9w : e AT ® W w1l wiiieE wa dee
KE : Yo cudes Scos
LE . el
SAaNO "-L‘-}_Jl L KRE- OPK
0
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ agdve ® iy Wi sen meom el oy st A T wn W2
&r. No, MAME o OTHER SOURCE AMOLUNT of ASSISTANCE BEING AVAILED
W = wiE W A et nf werem wit
B
1




DECLARATION by APPLICANT, ®Fmw g =mn W

1) | resmby confiom that =il detalls in this Form are True to the best of my knowladge. Any folse siatement will render my Application & onpgoing essictance, if any,
limbdg lor

2) | splemnly confirm that sssstance, |f received from Koshika Foundation, will be usad only for the “purpose”. 55 stated in this Form, for which soch assistance

was reguesied by me,

3) | hesaby confirm thist | have not & will not & futore, avail of rembursoment, i pet of in full, from any olher sourcelemployerinsurance company. of e amount

for which [hés ansistance is requesind,
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AGREEMENT by APPLICANT ( ssew gm wmt)

1} By alfixing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshlka Foundation and i1's Trusiees to

use/publish/put-upiréproduce my name. address. pholo & details of the ‘purpose”. for which such aasistance ks requested/granted, through any

madium, inchuding bul nof imited io verbal, print, elecironic. for soficiting donatiors for Koshiks Foundation andior disseminating information sbout It's

actlvities/achievemants. Such uss of my photo & detslls con be made by Koshika Foundation before or after my treatment or fuifilment of the “purpose”
for which aaglstance & belng regueslsg

£) | {Appiicant) further agrae thal ey such use of my name. aodress, phato & details of the “purposa” for which such assistance i requastedigranted,
will net autcmalically antitle me for recelving of continumg the sad assstance. The docislon for granting and/or continuing the assistance will rest solely
with the Trustees of Koshiks Foundation, and their decsion i fhis regard wil be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (v 301 =11}
By affaung heroundir. sgnature of our Authodlsed Signatory for recommaending this cese/pabent jor financial asssiante from Koshika Foundation, we
(Hobpital) heraty affirm & socapt following
1) thiat we neither are presently nor wil in fulure avall of linancial assistance from another NGO or any afher source, for the same patient/case, os we are
requiEsting o get lrom Kostaka Foundation, to the extent thal such dssstance |s granted by Koshika Foundation. If he requested assistance is nol grantad
by Koshikca Foundation, in pat or in full, then the Hospitsl reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation egsentially states that the Hospial will nol avail any duplicale assistance for the same patieni/case from any other NGO or any other source.
2} The assstance from Koshikn Foundation is only firancial in nature. The cholce of the trestmentiprocedure advised/conducted by the Hospital on the
patient, Is based on the arangement batwess the patient & thé Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
sssuma solo & completa responsillity of the traatment & I'e oulcome & sately of the patient, and Koshike Foundation will have no role or responsibiiity
in the matter
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