SKE - C-925-07-

oS 31

APPLICATION FORM FOR ASSISTANCE
wETAal BY STETE WEd

(Healthcare)

(T ) '

K ¥hika

oundation
———

Buildiing block of lifa

mmwen: SN 72S] (0258 |meaws ol 7-2005
HAME of APPLICANT : B ! AGE-YEARS 319-d | sex fam
iz . m_'}r:h .Shakudﬂa 67 F

PASTE PHOTO
P&m of Pes op
PERMANENT RESIDENCE ADDRESS : #17 imrdra Wi
] - Shakﬂﬂi@ﬂ
Saum P Qs gpovy .
. 0250)
QCCUPATION :
e Hame Maf’; i rminaieo \sermiie)
TOTAL ANNUAL INC {Attach Proof of Income)
wa A s mﬁf} ’Iﬁéi Zﬁcnmﬁ‘) (3 = we wew) /A
PAN No. Tr§ w1 wan |/ =
ARE YOU AN INCOME TAX sa&sm:nmmumwwﬂ Yes I No
a1 A SE W Tm F (W o W 2R W a W e s Qﬂi/
FAMILY DETAILS wifimp fampm
Sr. No. Age (Years) Gender Reiution with Applicant
E il 74 (=) fan # um Ty
uy [] ol
.II\ T llq n 5
P | Ly gl 91§)_,:|_.£a_u¢
L) 4 il ¥ v
BASIS for REQUESTING ASSISTANCE (Tick whichavar is applicable}
wera & fed frafa smm
BFL Card EWS Cerfificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) BasisProof
e e S AR W T SE Y W g v Fird I
R R b e (W 99 W W e (0 T T EYm W W W
"PURPOSE" for REQUESTING ASSISTANCE:
e g fee m e = g
Sr, No. Medical Reports/Prescriplions Attached
E TR TR 8 Wi 5 o wivE e w@ee
A : / )
{ }.I'ULJ;Tﬁnﬁh_'E; = HE - ?J'SFU{TWF’C
L= =N alag¥o
SrrTYET I e Lt
C_ ey - | -y STV ¢ A
(A= {f
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W TV W ¥ W I weEE fEE s w8 e o e
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HE 5 ¥ F A = wergm i




IS5 ™ MM e v e s S

DECLARATION by APPLICANT: ‘&% TR Wy 75:

1) | Hierehy oot that all detais in this Fomm ars True to fho best of my knowledge. Any false stalement will rendar my Application & ongolng asststance, i any,
hable for mechon/cancalialion.

2] | solemnly confirtn thal assistance, If received from Koshilka Foundation, will be used anly for the *purpase”. g5 statad In this Form, for which such essistance
vras requestad by me

3) I haraby confirm tHat | hatee not & sl natin futute, aval of retmbursement, in part or in full, from: any sther source/employerinsurance company, of the amount
for whitch this sssstance 5 requested
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1} By affixing my signalure or thumb impression on this Form, | |Applicant) hereby agree & authorise Koshika Foundation and it's Trusiees tp
usafpublishipul-upireproduca iy nmme, address, photo & detalls of the "purpose”, far which such assistance is requésiedigranied, hough any
madium, including bul not limited 1o verbal, print. sleolronic, for soliciling donations for Kashika Foundsilon andior disseminating information about it's
activitissfachievements. Such ese.of my photo & details can be made by Koshika Foundation befors of after my treatmenl or fulliimart of the “purpasy”
far which assistance 14 balhg requestet!

21 1 (Applizant) fufther agres that any such use of my name; address, photo & detaiis of the "purposs”, Tor which such assistinoe | reguesisd/granied,
will nod automatically entits me for receiving of cantinuing (he 2aid assistance: The decision for granting and/or continuing the assistance will rest solely
with the Trusirss of Roshiks Foundation, and their decigion s this regerd will be final-and socsptabla 1o me
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AGREEMENT by HOSPITAL (wisart ga wT)
By atfiing hersunder, signature. of our Authorised Slgnatory for recommending this case/patient for finanoal assistance fram Koshika Foundation, we
{Harspial) heroby affiom & accept following
11 that we neither ans presently nor will in Tulure aval of financkal assstance from another NG or any other source, for the same palient/case, as weare
requesting o gat from Koshika Foundation, 1o the extent that such dassistance s granled by Koshika Foundation, Il the requested assistince is nol granted
by Koshika Foundation, in part or in [ull, then the Hospital réserves it's nghtfo make up the shortfall fram another NGO or any other source, This
confirmation assentially slates thal the Hospital will nol avall any duplicate assistance for the same patient/case from any other NGD orany other source.
2] Tha assislance {fom Koshika Foundation s only financial in pature. The choice of the freatmentiprocedure advised/conducted by the: Hospital on the
petient, is based on the arangement between the patient & the Hospltal, and i in no way Influsnced by Keshika Foundation. Hence, the Hospital will

agauma sole & complete responsibility of the freatment & s outcome & safety of the patien!, snd Koshika Foundation will have no role or responsibitity
in tho matiar,
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