VAN - C- M = 85 = 6373

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%hika
wHeETge ¥ SEEA WEY (=g TEaE) Tevadstion
. VISAY[ 2232 S o [fas /Ay |____seseem__
APPLICANT : x = e :
o ﬁg‘e Nndna 3] "}'lgh mzmmng? ;;

FA'I'HER‘WSM: Tﬁt‘#m

OCCUPATION : | abetUy \MARRIED (THURE) 1 UNMARRIED (vafie)

TOTAL ANNUAL INCOME y {Attach Prool of Incoma)
o wis wm S Foe (om0 v e AL
PAN No. T W1 BE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever In applicabile): Yeu | No
W W S W W R (W oW B T o we W P L l,,//,_
FAMILY DETAILS fiEm fammm
S¢. No, Name of Family Membe Age (Years) Gendar Relation with Applicant
w9 HE %i’mﬂma; W (=) fan AT, T 0 WA
B B3 hy A V = Lil;4'€
Z. Narhyon R A N7
re VAThan A A E .:f;‘r"l.ll-;_ G [N,
BASIS for REQUESTING ASSISTANCE [Tick whichaver is applicabis]
& fid fief snm
8P Card EWS Cortificate Ration Card Any Other
(Attach Gard Gopy) {Attach Cortificate Copy) {Attach Copy] Besin/Proof
vl tEn ® A4 v v P W T T e W e Jesald
“PURPOSE" for REQUESTING ASSISTANCE:
e P W esge:
8¢, No. Medical Reports/Prascriplions Attached
A sopvElE @ Wl w1 v Wi g e
FhiE — L;_eutfctnﬁ?‘?—
LE - C adamrT

a.fwya'u._ RE NI TP
v L,}f'- N

ASSISTANCE BEING AVAILED for SAME “PURPOSE from OTHER SOURCES
6 7 @ g W 5 wew e s wim @ faa o w2

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
& T = W W wt ™ werom o
{- QJRCL' .ﬂlmmﬂ‘f P —




DECLARATION by APPLICANT: STH® 0 S 7o

1) | hereby confirm thet il details in this Form are True to the: best of my knowledge. Any false statement will render my Application & ongoing assistanca, If any,
lisble for rejection/cancaliation.

2) | splamnly canfirm thal assistance, f recelved from Koshika Foundation, will be used only for the "purpose”, os stated in this Form, for which such assistance
was requesiad by ma.

3) | haraby confirm that | kave not & witl not in future, avail of reimoursement, in part or in full, from any other sourcedemployerinsurance compeny, of the amount
for which (his assisiance is requesied.
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1) By affiming my signature or thumb impression on this Form, | {Applicant) hereby sgree & authorise Koshike Foundation and it's Trustees 1o
use/publishiput-upireproduce my name, sddress, photo & details of the “purpaea’, for which such assistance |s requested/granted, through any

madium, Including but not imited to verbal, print, electroniz, for soliciting donations for Koshika Foundation endior disseminating information sbout iU's

activities/achievemenis. Such usa of my photo & detalls can be made by Koshika Foundalion bafors or after my reatment or fulfliment of the *purpose”™
for which nesistance s being regoested,

21 | {Applicant) further agree that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance (s requestedigrantod,
will nol aulematically entiils ma for receiving o conlinuing the said assistance. The decision for granting andior continulng the essislance will rest solely
with the Trustess of Koshika Foundation, and their decksion b this regard will be final and accaptable to me.
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AGREEMENT by HOSPITAL (W §m W)
By affixing heraunder, signature of our Authorised Signalory for recommending this case/patient for financial assistanca from Keshika Foundation, we
(Hospitz!) hereby affirm & sccept following:
1) that we nefdher are presently nor will in future avall of financisl assistance from anolher NGO or any other source, for the same palient/'case, as we are
raquesting to gai from Koshika Foundation, to he extent (hal such assistance & granted by Koshika Foundation, |f the raquesiad sssistence is not granted
bry Kowhika Foundation, in part or in full, Ihan the Hosplial reserves it's dght o make up the shorifall from another NGO or any other source. This
confirmation essantialy states that the Hospital will not avall any duplicate assistance for the sama patisnt/case from any other NGO or any other source.
2} The assistance from Moshika Fourdation ks only finsncial in nature. The cholze of the restmentiprocedure advisediconducted by the Hospital on tha
paflént, is based on the arrengement betwesn the patiant & tha Hospitol, and is in no way influenced by Koshike Foundalion, Hence, the Hospital will

assuma sole & complsts responsibility of the freatmeant & s outcome & safaty of the petient, and Kaoshiks Foundation will have no role o responsibility
in the matter,
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