T e P |

. C3)-02 —O[85

APPLICATION FORM FOR ASSISTANCE
AT B9 &% WiEq

(Healthcare)
(TR g )

K¥hika

foundation

APPLICATION No. :

APPLICATION DATE :

Alo221] 022y

Buitding block of life

e s feft  ©OF -0l 2072
NAME of APPLICANT : AGE-YEARS ¥g-7¢ | BSEX fifn
H d:m &1 AR —_
Mavya L{ 6 =
FATHER'S/SPOUSE'S NAMEG/ ‘
w ™ NasdiSh
(7 PRESENT RESIDENCE ADDRESS ¥duH A Tl
l.:’r'flo_«; «© s Dhoh, Pdra Teh ~ Madlas
Dt Rr‘nm.u.t.&t.r__@_mmthmﬁ: 327614 Feeop |
PERMANENT RESIDENCE ADDRESS : HEHE W m
€y iy
A% aloie D224 J
OCCUPATION : F/O me Mokey \ARRIED (R /| UNMARRIED (W)
TOTAL ANNUAL INCOME : z - (Attach Proof of i T
T aftw s tf8(nr\)/"‘ { Famity) (s w1 e ey, )
PAN No. T W1 H&A ' ) N .
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes/No |
AN A T (R A N IR wh W L e L

FAMILY DETAILS wfigm firaro

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
Ea kil TRar # w&El & ™ I (&) fein ® Y Ty
J L " - Jr ri r]
xw, = y,Ef%. A 7 e 212 =7
C7 1273 B i 70 F NoPZ
(1 Pabhed o ~ N
BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
i % i Ry s
BPL Card EWS Certificate Ration Card
{Attach Card Copy) (Attach Cortificats Copy) (Attach Copy) B‘z‘;{s?;f:;,
it ® R oy Bl R R R ISR w1 1 o T
(YT X & BT W gE W (7w w3 % o ufy @9 wh (v 93 W e Wiy we W
“PURPOSE” for REQUESTING ASSISTANCE:
v Y el ™ e = g
Sr. No. Medical Reports/Prescriptions Attached
F1 HE FEERvEiR 4 I #t m whe g Waw
i j)iag\mm'\’" —- R — Cbhide Catavact
LE —— gf"h!',{P Ca.l‘-nrgff-
2 SYreery — ) Loy - 1lal
d g
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W IR ® 1y w1 = v feedt o= wim A o mn w?
St. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Elke) 3 1 v 1 AW T W T
4a) NiT]




DECLARATION by APPLICANT: 313w BIT Wy uy: -

1)t 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,
liabie for rejection/cancellation.

2} | solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistance
was requested by me.

3) I hereby 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 (aiew 510 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshlka 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

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & datails can be made by Koshika Foundation before or after my treatmant or fulfiiment of the “purpose”
for which assistance Is being requested.

2} 1 {Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,

will not automatically entitle 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 s this regard will be final and acceptabla to me.
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AGREEMENT by HOSPITAL (v&m® B %11°)
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 assistance 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 shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate asslstance 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 Hospital, 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 Koshika Foundation will have no role or responsibility
in the matter.
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