'Uﬂvv A -Fj,ﬂ-{-hcj,"— LT

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOS h[ka
ﬁ : : foundation
v (834 ol 5¢ ArrcaTNoRTe o 637 A
APPLICANT * : —~ —
Y aareemt: o] eanm mn$$ ;
il |5 TP :

PRESENT RESIDENCE ADDRESS &AM SMUHIg 94 PASTE PHOTO HERE

[ G Fah I, gIeedy pne efp feptep

JLaH - ANoNAFPu |, Ao 07, 321462
PERMANENT REBIDEHE‘-E ADDRESS : =03 3maem W

SO R 5 Y, ] 2

QCCUPATION : Une r}/}w.{" d.+ p.P hyanﬁf{?_hﬂiﬂ | UNMARRIED (i)
TOTAL ANNUAL INCOME - - S 'ty (ARach Froof of taoen m]l
WA Witw 5w L8cvD [~ CFadngAR? (omw ww wam m J.Uﬂ
PAN No. T Wl Tl
ABSESSEE (Tic Is applicable)
e iy el

FAMILY DETAILS witar famy

Sr, No. Name of Family Member Age (Years| Gendar Ralation with Applicant
A T ot % e W A =4 () aul HEEE S B e
s e e Py Fr = il 4+
o - R T I JEL W %
T 2450 WH AN 35 = Y SR e (P [
' L = A

BASIS for REQUESTING ASSISTANCE (Tick whichever |s applicabla)

& Bl fely s
BPL Gard EWS Cortificate Ration Card Any Other
(Attach Card Copy) {Attach Certificate Copy) {Attach Copy)
winft ten % e wEw o3 =g S = T TS A ﬂﬂ"“'. m“'
{ 'y T W e W e W (WA W R W W R Wi [y T W W W W W

"PURPOSE" for REQUESTING ASSISTANCE:
e ¥y fed R freell ® et

Sr. No. Medical Reports/Prescriptions Attached
9 Hem spemevElR § Wil WY o i e wer
AL - € adaracrsd
= Caotoaars

- o =
Cibig-@au — /7 A = L9 LV F PAAMME
e Ler—=

i L

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T TR W ¥ W e g et w wm @ fer o e

Sr, Nou MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH_HER 2- i A ) ) f e Wi
[ dE CY Ao J




DECLARATION by APPLICANT: swTn g v 73;

1) 1 hereby confirm that all detads in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejectionicancailation.

2) | salemnly confirm that assistance, if received from Koshika Foundation, will be used only for the Spurpose”, as stated in this Form, for which such assistance
was raquested by me.
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AGREEMENT by APPLICANT (amiss gl %)

1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and Its Trusizes o
uselpubiish/pul-upieproduce my name, addrese, photo & details of the “purpesae”, for which such assistance 1S requested/grantad, through any
midium, Including but not limited 1o verbal, print. slectronic, for soliciling donations for Koshlks Foundation andfor disseminating information about It's
activities/schievements. Such use of my photo & detalls can be made by Keshika Foundation bafore or after my treatment or fulfiimant of the “purposs”
for which assistance s being requesied.

21 | (Apphcant) furthar agree that any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance |s requestedigranied,
will not autematically antilie ma for recelving or continuing the sald assistance. The docision for granting andfor continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thair decision is this regard will be final and scceplable 1o me.
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AGREEMENT by HOSPITAL (W § %)

8y aflixing hereunder, signafure of our Autharised Signatory for recommending this casefpatient for financial assistance from Koshlka Foundation, wa
{Hospital) hereby sffirm & accept following:

1) thal we neliher are prasantly nor will in fulure svall of financial assistance from anoiher NGO or any other source, for the same pafient/case, as we are
raquesiing to gel from Koshika Foundation, fo the extant that such assistance |s granted by Koshika Foundation. If the requested assisiance |s ot granted
by Koshlka Foundation, in part ar in full, then the Hospltal reserves il's right 1o make up the shorifall from another NGO or any other source. This
confirmation assantinlly states that the Hospital will not avall any duplicale asststance for the same patiant'case from any other NGO of any othér source,
2} The assisiance from Keshika Foundation s only fnancial In natiure, The choice of the trestment/procedure advised/canducted by the Hosplial on the
patient, is based on th arrangement belwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hanca, the Hospitad will
asima sola & complals respansibiity of the freatment & it's outcomas & safaty of iha patient, and Koshiks Foundation will have no role or responsibility
in the matter,
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