MomMm- (- 23-02 <0439

|
. APPLICATION FORM FOR ASSISTANCE (Healthcare) KOQS hlkﬁ
Al Bg AR WIEd (g TR foundation
ﬁgc‘?;c‘m:m.: MA! OQ‘Q 3 /OJ_SG ;;ﬁc%ong%ﬁ os 1 - Building block of ifs.
NAME of APPLICANT : AGE-YEARS #ML-a4 | sex fim
pearmoruon: (KoRQ N SO T
FATHER'SI;I:C;IEJ:E'S NAME ; G'WV fe -
- PRESENT RESIDENCE ADDRESS a9 S&[ad Tal PASTE PHI
]{Whaa Moy bhahja}wh’bzm ; Khutayg @;—&-@P
Vitert  Pokadisth, , 2 4 10 A S
PERMANENT RESIDENCE ADDRESS : &3 ®IAT 4 Tl
Sadme  al,  gdove
OCCUPATION : il /’G{ﬂ hayf \ D (Rrf¥er) / UNMARRIED (i)

F@ afiF T

TOTAL ANNUAL INCOME :

37,600/,

(Attach Proof of Income)
(™ w1 WMEE H/AH)

PAN No. T &1 W&l

ARE YOU AN INCOME TAX ASSESSEE {Tick whichever is applicable): Yes / No
T G HA F A L (S AR R IR T T WA W /T
FAMILY DETAILS @R fa=im
Sr. No. . Name of Family Member Age (Years) Gender Relatlon with Ap;_:;;a;t
ekl L e Iy _(7H) fm % Y
> Teu N 1< Ukaan] - pA Ol .
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wEwm & ol frfa anar
BPL Card EWS Certificat Gard
{Attach Card Copy) (Attach Certelﬁc;ct: EOPY) L/(E.ﬁ‘agt?/c:py) :;;ﬂ%r:orf
T T # R W 9 S W g g wE 1
(T 73 ) v v GEE wU (v w8 9 B Wi s w (YR T T e v werd w
“PURPOSE” for REQUESTING ASSISTANCE:
T ¥ e W el
Sr. No. Medical Reports/Prescriptions Attached
H HE . sremrevslaRr ¥ 9 ® 1 whed T ded
1 Dra(}d//\Mﬁ, e — epply (crdasocd
_ [ € - Slaule  aigyrac 4
- BT _SICS L0k Phvg ey Cawh
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
™ B S Ve A s wmm W e T e |
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAlLﬁD
& GEA Enkzckak sl =it ¢ weEm Wi

L1 N

T ‘

A
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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/cancellation.

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) ! heraby confirmn that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount
for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-upfreproduce my name, address, photo & details of the “purpose”, for which such assistance Is requested/granted, through any
medium, including but not limited to verbal, print, electronis, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance Is being requested.

2) i {Applicant) further agree that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance is requesledlgranled
will not automatically entitle me for receiving or continuing the said assistance. The declsion for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision s this regard will be final and acceptable to me,
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AGREEMENT by HOSPITAL (e 2R %)

By affixing hereunder, signature of our Authorised Signatery for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospital} hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any cother source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospita! reserves It's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO cr any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cheice of the reatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospltal, and s in no way influenced by Koshika Foundation, Hence, the Hospital will

assume sole & complste responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have ne role or responsibllity
in the matter.
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