(-M-0 8~ 6643

K¥hika

APPLICATION FORM FOR ASSISTANCE {Healthcare)
ki h TS W (PR S foundation
APPLICATION No. - appLCATIONDATE : [ 00 S 1Y Buiding ik of s,
W o }}lni-“-l ,c,;_“r! i
HAME of APPLICANT r AGE-YEARS H‘i“" SEX BT
e Vivwali <% F
FATHER S/SPOUSE S MAME :
g W Vday Sm‘}:h
- DORESS H95[ #FEE Tl

I =

ale- 1 ans 1

posiof

J);feﬁf |

e —=ATES
o [ ADDRESS : m
Akaul
DCCUPATION : “,mm-
i) uﬁnmé‘_ malkey > ’”'""} st
TOTAL ANNUAL INC ) [Attach Ingome
& oés w SUewo |- (amiN) (o w1 s o) AL
PAN Mo, A W
INCOME TAX {Tick whichewer is applicabie): Yeu |
ﬁa‘::::nmimﬂﬂwmﬂwﬁ;ﬂam W/
FAMILY DETAILS woftam fiygm
S Na umdnmlirll-u-f Age (Tears| Gender FAalation with Applicant
E HE w1 A ﬂ{ﬁ? fam WETH ® AN Ty
[l []drg Ej i M Hﬂ"lhn_'lrl
QE ng_ﬂ_deh Lo M o0hn
[N P m Lol oE = Aa
R MamV 0 ¥ A¥and SO0
~ BASIS for REGUESTING ASSISTANCE (Tick whichevar is applicabls)
wErem % ford frfy smar
BPL Card
{Attach Card Copy) MMEH“B&%] mml wmm
i Tem % it v W s v ol AT 2 o) W
(W w1 W W Wi we Wi (7= o ow wfh uee e (wErn WY W wem Wi e st
“BURPOSE” for REQUESTING ASSISTANCE:
e ¥y fed e & ot
&, No Medical Reporta/Prescriptions Aftnched
w8 T smE/eten B Wi W1 e wii g s
e 1
I _‘r]!'-;;nngg LE ¢ Cenllf  [hiayall
i
[l - ‘Ct‘-‘hi‘a f._;d-q-.-qﬂ
3 ‘s.lrr‘jpk:f- — RNE- )8 LiIH ;Jmmﬂ =t
v ! RS
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w1 Igtv % ¥ W o e fesl g wie @ fen oW
Sr. Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 A HW VR W ot wf wyom ovh
1At




DECLARATION by APPLICANT: ST g1 sy w1 + -

1)1 herety confirm that a detslls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, # any,
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2} | solemnly confirm that assistance, if recaived from Koshika Foundation, will be usad only for the “purpose”, a5 stated in tis Form. for which such assistance
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AGREEMENT by APPLIGANT ( sabew g war)

1) By affiking my sigralure or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundalion and I1's Trusiees to
usepublah/pul-upreproduce my n@me, address, photo & detalls of the “purpose”, for which such assistance s requested/granied, thiough any
medium, including But not limited 1o verbal, print, electronic, for soliciting donstions for Koshika Foundation and/or disseminating information about it's
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tor which assintance is being requesiad

2) ! (Appiicant) further agree ihat any such use of my name, address, photo & detalls of the *purpose”, for which such assistance is requesied/granted,
will not automatically entith me for receiving or continuing the sald sssistance. The decislon for granting andior conlinuing the beskstancs will fest salaly
with the Trusises of Koshika Foundation, and thair decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (W= g0 =00)

By affixing hereunder, sgnature of our Aulhwised Signatory for recommanding this caze/patient for financial assistance from Koshika Foundation, we
(Hospital] hereby &ffirm & accepl following:

1} that we nelver are prasently nor will in future avail of financial sssisiance from another NGO or any other source, for the same patient/case, as we ans
reguasting o gel from Keshica Foundation, to the extond thal such assistanca is gmnled by Koshika Foundation. If ths roquestod assistance i not granted
by Koshika Foundaiion. in part or in full, then the Hospital resarves IU's right to rmake up the sherifall from another NGO or any oiher source. This
confirmation essentially states that the Hospilsl will not svadl sny duplicate sssistance for the same patienlicass fram any other NGO o any other source
21 The assistance from Koshika Foundation is only financial in nature, The choice of the reatmentiprocediine advisadiconducted by the Hospital on the
patiant, is based on ho arrangement between the patient & te Hoaplial, and in in no way influenced by Koshika Foundation. Hence, the Hiosgital will
assume sole & complats responsibility of the reatmant & IUs oulcome & safety of the patient, and Koshika Foundation will have no role or responaibility
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