' (=2y~05.04Yon

KBk

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETaAT By AT WEY (T T
APPLICATION Mo : APPLICATION DATE : 0% o §~ 2Y
e A lbsey 1 172 o
NAME of APPLICANT : p AGE-YEARS #19-T | sex fem
Sew ® AW RUJ_[}BI 1 M

Wror

P‘rfnp

o R MARRI5S (Refi) | UNMARSIED (sfvafi)
TOERL ANMUAL INCORE : (Attach Proof of Income)
e Wit 5 (wj.- (=W = e =) rﬂﬂ
PAN No. Fal{ &I W IR =
"ARE YOU AN INCOME TAX ASSESSEE {Tick whichever s applicable): You !
W oA S ST om (W v R | w = fom el Ll
FAMILY DETALS sftumt femm
& No. Natne of Family Member Age (Years| Gender Relation with Applican
9 #5w o w T 3% (m) fen i R L
[ia) Natib] ; EE E W LZ
(1\ SokKm 15 A SO
-y ASmivia 41 E dBUgRIEY T Jatt]
BASIS for REQUESTING ASSISTANCE [Tick whichewar is applicable)
wE W 5 e amm
BPL Cord EWS Cartificats Ration Card Anty Other
UANA St Cany? (Attach Cortificate Copy) (Arach Copy) aal, vl
wind ten % I yEm Ty wes wm v v Fden s e
(v T W ww ol SEE W (e v ) W e HEe W) (warm wx wlt wrm o e owh

“PURPOSE" for REQUESTING ASSISTANCE:

wrmm ¥ fed v faelt W e
&r. Ne Medical Reports/Prescriptions Attached
w9 Hom seravEten & wd w) né ufiede gl wem
1 wﬁ?:?m;u K — <eule Wlmalit
s [~ Ceule [wlawall
] E!ﬂrrvw PE-_ It ¥ PmpH
Vi 7, Al i .
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
7 T % ¥ W S e el s wn R o w2
5¢ No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
w5 _Hw s i W A =t i e it
1 ;Ef‘fl
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111 horeby confirm that all details in this Form ame True 1o the best of my knowledge. Any false statement will render my ApplicaBion A ongoing assistance, ¥ any,
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2} | solemnly confirm that assistance. i received from Koshiks Foundation. will be used only for the “purposs”, 88 sisted In this Form, for which such sssistance
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3} 1 hereby confirm tral | hava nol & will rot in futire, avail of reimbursement, in pant or in full, from any ofher sourcalemployerinsurance compary, of the amount|
feor which his sssistance s requasied
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1) By affing my signature or humd impression on this Form, | (Applicant) heraby agree & authorse Koshika Foundation and It's Trustees to
use/publsh/pul-upirepfeduce my nama, address, photo & details of ihe “purpose”, for which such assistance s requestedigranted, through any
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will ot itomatically entith e for receiving of continuing the sald assistance. The decislon for granting andlor conlinuing the assistance will rast solely
with the Trustees of Koshika Foundation, and their decision is his regard will be final and accepiable io me.
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AGREEMENT by HOSPITAL (wewa g0 %01)

By affixmg hersunder, sgnature of our Authortsed Signatory for recommending (his case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accepl

1) mat we nasther @ooe presently nos will in future svai of financial sssistance from another NGO or any othere source, for the same patient/case, as we &8
requestng to gel from Koshika Foundabion, 1o the exient thal such assistance (s granied by Koshika Foundation, If the mouesisd assistance in nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves (s right o make up the shortfall from snother NGO or any other source. This
canfirmation sssentially states that the Hospial will nat avail any duplicate assistance for the same patenticase from any other NGO or any other source
2) The assistmnce from Koshika Foundation s only financial in nature. The choloe of the reatment/procedure adwsadiconductad by the Hospital on the
patant, s based on the arrangamaen| batwosn ihe pallent 4 tha Hospital, and is In no way influsnced by Koshikn Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatmant & it's outcome & salety of the patient, and Koshika Foundation will have no role or responaibility
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