lfThm-_C;ll,?'-f- ot - [Del “

APPLICATION FORM FOR ASSISTANCE (Healthcare) KD‘ i
: SNIRa
| 5 ) foundation

Biseding blek of e

e M[0¢24] 0245 RSPl

AGE-YEARS WF-3% | sEx Bn

65 M

NAME of APPLICANT :

e ]_nhﬂuﬂl ' au@nﬁhhﬁrmmm (i)
TOTAL ANNUAL INCOME : . (Attach Proot of Incoma)
w7 wiew s Qbeon]- (ST W7 T )
PAN No., =T} W1 HEW )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicabile): Yas | No
v A s oW o # (9 s @ I wowt w Fe e R
FAMILY DETAILS wfimm faam
St. No. Namme of Family Member Agu {Yasrs) Gender Reln_ 1 with Applicam
n?w wftew & wEn W AW T (i) fe WETH & WY Ay
2 ;

BASIS for REQUESTING TANCE (Tick whichover is applicable)

weram % ford fedh s
BPL Card
{Attach Card Copy) umﬂ“‘cﬁimhr | Iﬁ.ﬂlﬁ‘.‘hg::ﬂ um.mnu:u
i ten % 9w T = e W) T T ATEn W s Y me
(e W wew ufy s W Im“!ﬁwvﬂlwril (o o = W o wee wh
“PURPOSE" for REQUESTING ASSISTANCE:
miﬁfﬁn&h&rm'ﬂnﬂ:
Sr, No cal Reparts/Prescriptions Attached
w HA o = !@MW#T& il = ] )
1 'ﬂjﬂhhﬂ_ﬁfrﬂ = \ Calaiant
=
|V | & | i 1
_ 2= P LA 1 /N o5 (TS
.I-I bl 11 I
A 11t W T0]4h 0 G I A T O LY
: o £ :
ll.-i L_l
ASSISTANCE BEING AVAILED for s-uns RPOSE" from OTHER SOURCES
¥ 30 % B W 5 W P e v @ (R e
Br. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY FE > T W & o g T
[ = ) (]
T 1) | A 7ial
|




DECLARATION by APPLICANT. WH=wW g0 Wivm 75

111 hareby confimm Mat al dotaits in this Form aro Truo 1o the bast of my knowledge. Any falsa statoment wil render my Application & engoing assistance, f any,
ke for resctionicanceliation,

2] | solemnly confirm that assisance, i recoived from Kosnika Foundation, will be used ondy for the “purpose’, as stated [n this Form, kor which such assistance

wis requested by me

1) | haraty conflem that | have not & will not in future, avai of reimbursament, in part or in full, from any other sourcalemployeriinsurance company. of e amount]

for which this assistance s reguesied

1) & v e £ 0 78 e 4 fed o o fiewr S v o s e vl et ot W S oY we sew e e & R 90 e o W e b
1) &t gn o we e =wifee srsi®, @ o w ol 8, T o v vt o) o @ Bl e e, @ v e F o b

1) A e wom £ T Frm awe & W w8 g # w 0in W sew W e frem el s sinfrsdn s 6 7 @ fe b ok @ o F )
AGREEMENT by APPLICANT (5w g9 i)

1) By affixing my sagnature of thumb impression on this Form, | (Applicant) herely agree & authorise Koshika Foundation and Ii's Truslees to
use/publistput-upireproduce my name, sddress, photo & detaile of the “purpose”, for which such assistance s requestedigranted, through any

medium, including but not limkted to vertal, print, slectronic, for soliciling donations for Koshika Foundation andlor disseminating information about It's
activlbeslachievernents. Suck use of my phole & detplls can ba made by Koshika Foundalion belore or after my ireatmant of fulfimant of the “purpose”
for which assistance is baing requested.

21 | {Applicont) further agroe thal any such use ol my name, address, photo & detally of the “purpose”, far which such assistance ks requesied/granted,
will nat automatically eniitie me for receiving o conlinuing the said assistance. The decision for granfing and/or continuing the assistance will rest solely
with the Trustess of Koshika Foundation. and thair deckion i this regard will be final snd acoapladle 1o me

1) 79 wer 9 v wenw @ sind ¥ ww e, # Combor) Sl wede W) e e o sifee wi s e sl * o sy wos o e dn o,
o, WA sl il fown g ues o S §, 0 Cwifee e s, o, wenow et et o w fideieel ol Toelend # ferd fed ot o e

& e we w B sfegn §)O8 v W P 6 PR R wE 3o w0 % fan i vy al wiep

1) & (sviTE) v wa § wew 5 A A, e, e o feee W owe @ gt @ i § 55 e wom = ve TR W e

Sy ” vy Tk =il we freie o ol st B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

wewe W S W ;
w ¥ Db ~ L‘TGPFT

AGREEMENT by HOSPITAL |'w=r&1 T %91
By affdng hereunder, sgnature of our Authonsed Signatory for recommending [his case/patiant for financial assstance from Kashika Foundation, we
(Hoapital) hemsby affirm & socept Bilowing:
1) that we neither are procently noe will in future avall of finenclal assistance from another NGO o any other source, lor the same patient/cass, Bs we are
requestng 1o get from Koshika Foundstion, to the extent that such assisiance is granted by Koshéia Foundation. If the requesied assistance is not gramted
by Koshika Foundation, in part or in full, then the Hospital resenves [l's righl to make up the shartfall from another NGO or any other source. This
confirmation essentialy dtates (et the Hospisl wil not aveil any duplicsie sssistance lor ihe some patient/csse fraom any other NGO or any other source.
2] The assistance from Koshikas Foundafion is only financial in nature. The choice of the reatmentiprocedure adwvisediconducied by the Hospilal on the
patian, is based on the arrangament batwaen the patiant & the Hospital, and (8 in no way Influenced by Koshike Foundation Hence, the Hospital will
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