-M-05-~0842

R T
_ C

APPLICATION FORM FOR ASSISTANCE

HETTE R STECE ureq

{Healthcare)
{ v dE )

K&hika

foundation
e ———————

APPLICATION Mo ] ’ APPLICATION DATE : <2 J. &5+ 1L\ Budainng bwck of lity
swewen . J] /952y | O] S | .
NAME of APPLICANT | I AGE-YEARS M- | SEx fn
i '_‘)lw}a{ Pragad 11 M
FATHER S/BPOUSE S NAME :
fmages =1 lol
= . mﬁ.%m:nm Wi S v ' N
e~ “Hotit | Tk~ 0 - : § _
TR I TR Pres{ feS 15
' RESIDENCE ADDRESS i
He QhoVc
r:;c#:mm: 'F:_nrfﬂf‘l‘ M:m{m
7 il T e
| PAN No. Tl Wi HER
l' .
e T T T )
FAMILY DETAILS witet T
w v Q;Fﬁ W ™ ‘5'?#?' foin m?’m Ty
f MD; 5 [ W '}E-
Nz 1 ¥om S s MY
%y e ewy o E AAUGREST 14 Jau]
4 TV aY 4 = g¥and Sah |

BASIS tor REQUESTING ASSIETAMCE (Tick whichaver in applicabls)

(wm ww w) o Wi W wh

(wam v W) w il e w

wEren % i faefe smam
BPL Card EWS Cartifigate Ration Gard Any Othar
{Antach Card Copy) {Attach Certificate Copy) (attach Copy) Basin/Prool
ninl e % ¥ I T W W T aviEm W vl o

{wore Ty = e Ui wem Wi

“PURPOSE" for REQUESTING ASSISTANCE:

w1 fed m et W agt:
B Na Medical Reporia/Prescriptions Attached
s stemmreyetey @ wrt o mf wliven st e
7 "_:qut?'nﬂilﬂ Kf = pPOnT
[~ Terilp  \Sanary
3 LSKVY'S PV P N S 0 W €LY 4 I T
{
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
v Tghe % ¥ W s weme fadt ww wim @ e o W
§r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 e 5= T W AW LR R

I it




DECLARATION by APPLICANT: sty gf e
1) I hereby confirm ihat &l detals in this Form are True lo the best of my knowledge. Any false statement will render my Applicaion & ongoing assistance, # any
Eable for repection/'cancaliation,

2) I sulemnly eonfirm that assistance. i recelved Irom Koshika Foundation, will be used only for the "purpose”, s stated In this Form, Sor which such ssskitance
wad requetiod by me,

3} | hevety confirm inat | Save nol & will nat in future, avall of reimbursement, in pan of in lull, from any other sourcalemployerfinsurance company, of the amount
for which this sasmstsnce o reguastiod
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1) By affwing my signature or ihumb impression on this Form, | (Applicant) hereby agree & suMorise Koshika Foundation and 1's Truseas 1o
use/publishipul-uplrepreduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted, through any

madium, including bul not limited 1o verbal, prinl, slectrenic, lor solicliing donalions for Koshika Foundation andlor disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before o after my treatment or fuifimant of the ‘purpose”
fet which ansistance s baing requesied

21| (Applicant) further agree thal any such use of my name, address. pholo & detsils of the “purpose”, for which such assistance & feguesied/granted,
will nol aulomatically entitle me for receiving or coniinuing the sald assstance. The decision for granting amd/or conlinuing (he aasislance will res! solely
with tha Trusiees of Koshika Foundation, and their decision is this regard will be final and acceptable tn me.
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AGREEMENT by HOSPITAL (¥l 0 %)

By afflung harpunder, ssgnaturs of our Autherisad Signatory lor recommanding this cass/patient for financial sssistance from Koshika Foundation. we
(Hospltal) hereby a#ffirm & mocepi following:

1) that we neither @ra presantly nat will in futurs avall of financial sssistance from another NGO or any other source, Tor the same palisnl/case, as we Bre
requesting lo gel from Koshika Foundation, o the extent that such assmtance is granted by Koshika Foundation. If the requested astsistance |g not granted
by Moshiks Foundstion, in part or in full, then the Hospital resarves [U's right to maka up the shortfall frem another NGO or ary offer source, Thin
cenfinmation essentially states that the Hospital will not avail any duplicate sssistance for (he same patisnl'case from any other NGO o any other source
2} Tha assistanoe from Koghiks Foundation is only fingncial in nature. The choloe of the irestment/procedure advisediconducted by the Hospitad on tha
patient, is based on the srangement between the patlent & the Hospial, and is in no way inflenced by Koshike Foundalion, Hence, the Hospital will
sssume sole & compléte responiibliity of the treatmant & it's culcoma & sefety of the patisnt, and Koshika Foundation will kave no role of responsibilty
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