VAN - C-34~05 —ofeY

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOShl’Qa
HETHA! B HESA WIEY { wreg &ujrml fotndation
MPERATION Ne. V/agqq/aN ¢ mmf::hwmn:agquj Y Viaiding biock of ife
NAME of APPLICANT - AGE-YEARS W-w | sex fifn Bl
sk W A "dey‘m‘#a‘l 65 M
T e Khagam Simg L.,
PRESENT RESIDENCE ADDRESS aiar Suarars T = X '
KA, Bankn e, cop PO
[ JoW glFa, PSS fen i
RESIDENGE ADORESS : 1% STATId 911
Sam € U abpv €
OCCUPATION © Lab an | MARRIED (FiiF) / UNMARRIED (s
TOTAL ANNUAL TNCOME : [Astach Proaf of incams)
5w s s Saov/— (s w1 e wer) A A
PAN No. 71 Wi W
P e R
FAMILY DETAILS yffsm fammm
w4 Fo o % el W e E ey
T TUrng Zl E LTe
€ ni— R % Y7}
3 Ang U 72 E QIcug R e ¥ Laed

BASIS for REQUESTING ASSISTANCE [Tick whichever is applicable)

a0 B L
BPL Card EWS Certificats Ration Gard
(Attach Card Copyl (Attach Cartificats Copy) (Attach Copy) o g
it T W A w9y FET W W T T Tusi wE psiepir it
(T T W e uE e W (e ) W wfr oHe ) (a7 w7 o ol e i

“PURPOSE" for REQUESTING ASSISTANCE:
o # o feh W et

Sr. No. Medical Reparta/Prescriptions Attached
N HE memmereis | Wi S nf wiee g e

BE - Coadarm oy

LE - Cotnml+t

s T =71 b - XIS F P A A
- — .

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
™ TR Wt W 5w el s e @ fen o w?
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ W W =it ol wewE
=)ty gﬂ?.‘:‘:’}}'}’ﬂ

1e
(] ig




DECLARATION by APPLICANT: STT% B S T4

1) | haraby confirm that all detaits in this Form are Tree to the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,

lmhile for

2) | salemnly confirm that assistance, it received from Koshika Foundation, will be used only for the “purposa’. as stated In this Form, for which such assistance

was requesied by ma,

3] 1 heveby condirm that | have not & will not i fulure, svall of reimburssmant, in part o in full, from any other sourcedemployer/insurance company, of the amount

for which this esssiance is requesiad
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AGREEMENT by APPLICANT (sts g 1)

1} By affixing my signature or thumb impression on this Form, | (Applieant) hereby agree & authorise Koshika Foundalion and It's Trustees 1o
uselpublishiput-upireproduce my name, address, photo & datalls of tha "purpase”, for which such assistance is requestedigrantad, through any
medium, including but not imited to varbal, print, electronic, for soliciting donations for Koshika Foundation and/ar disseminating information about It's
activites’achisvements. Such use of my photo & detalls can be made by Koshika Foundation before or after my irestment or fulfiiment of the *purpose”

for which assistance it being requasisd

2} | (Applicant) hurther agree that any such use of my nama, address, pholo & details of the ‘purpose”, fior which such rssistance is requested/grantad,
will nat automatically entitie me for recahving or continuing the sald assistance. The decision for granting and/or confinuing ihe assistance will rest solely
with tha Trustees of Keshika Foundalion, nd their decislon is this regard will ba final and acceptable to ma.
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AGREEMENT by HOSPITAL (wwres B Wit

By sffixing hersunder, signalure of our Authorised Signatory for recommending this caselpalient for financial assistance from Koshika Foundation, we

{Hospital) hereby affirm & accepl following:

1) that we reither are presently nor will in future avail of financial sssistance from another NGO or any other sounce, for the same patient/case, &5 we an
requesting 1o gel from Koshika Foundation, Lo the extent that such assistance is granted by Keshika Feundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospltal resarves s right 1o make up ihe shortfall from ancther NGO or any other source. This
confirmation essanlially stales thal the Hospital will nol avall any duplicate assistarice for the seme patlent/csse from any ather NGO or any ather source
2) The assistance from Koshika Foundation is only financlal in nature, The cholee of the treatment/procedure advisediconducted by the Hospital on the
patlend, ks based on the armngement batwesn the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hance, ths Hoapital will
assume soles & complete respanaibility of the freatment & if's outcome & safety of the patient, and Koshike Foundation will have no role or responsibility
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