G2l —02-007]]
APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S’ hl”(a
EIEII:II@‘Q ( ) foundation
PLICATION No. : - o3
AP e o A }0221 | 020 APPUC%;WDOATS}@?,-'ZOL; Building block of life
NAME of APPLICANT : AGE-YEARS -0 | SEX fidn
1 AW .
S,OH a¥ Doy 63 F
FATHER'S/SPOUSE'S NAME : ‘Jg l
w1 T ' ¢
alwar  Lingh
PRESENT RESIDENCE ADDRESS #qH #IGE
ll;llajlf = R,'(’nlu Je b —  [aw Sy
DSt — Aluday Aosas oy - 3¢lUo2 Pre P PﬂSH:f
PERMANENT RESIDENCE ADDRESS : T Qi b e
02lo Y '
ak glbelle
o FTES My Makex MARRIEDS (Ref#) / UNMARRIED (st
TOTAL ANNUAL INCOME : . Attach Proof of |
F A 7,600 f~  (Fomily) (o w1 e )| 1P
PAN No. ®I1¥ &Il §&A1 N

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicabls):

e

T AT A w1 ¢ ([ TN W W e w1 P e
FAMILY DETAILS wftar faam
§r. No. Name of Family Member Age (Years) Gender Relatlon with Applicant
Elki AR & R W1 T 37 (7)) fan FETH R W TN
€ £ T, Qi'f/\?’k i ot Fitbeoracy
2 H e jc 31 m Sm
T ﬁtj’t‘f g m Qo
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e B fad Rl s
BPL Card EWS Certificate Ration Card
{Attach Card Copy) {Attach Certificate Copy) (Attagt': Cgpy) ;:;{5%::;!'
i T ® AR v v 39 g T YR T T Y = wa
(YT T W B SR e W (Va1 93 w1 B W gEe s (W U w wr wfE de W "
“PURPOSE" for REQUESTING ASSISTANCE:
T i R @ fa = e
Sr. No. Medical Reports/Prescriptions Attached
w4 gEm sEr/EiRt ® i # mf ek g dem
@} 'Djﬂ_CJl"h o5& R = Xnide (Colavact
LE cenide  Culayartd
(Z) Suygery = RE -~ Slot -+ Tal
o ol
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TR0 ¥ ¥ *F 5= venm et o v @ fer o
§t. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
1 TE I TR | AW wt T wem T
{1/ Midd




DECLARATION by APPLICANT: 3% £ syn v3:

1) I 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 assislance
was requested by me.

3} | hareby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employerfinsurance company, of the amount
for which this assistance Is requested.
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AGREEMENT by APPLICANT (smazs g0 %)

1) By afiixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

madium, inciuding but not limited to verbal, print, etectronic, for soliciting donatlons 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) | (Applicant) further agree that any such uss of my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted,
will not autematically entille me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (ywmm g #R)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial 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 other source, for the same patient/case. as we are
requesting to get from Koshlka Foundation, to the extent that such asslstance is granted by Koshika Foundation. if the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfail from another NGO or any other source. This
confirmation essentlally states that the Haspital will not avalil any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Haspital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshike Foundation will have no role or responsibility
in the matter.
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