[ - i
SRE-C-24-0%-0R99

(Healthcare)
(T L)

APPLICATION FORM FOR ASSISTANCE
HETHM By WTEET Wiy

& .
Koshika
foundation
=TT

o S[612Y4]0338 ArpLCATONOATE 1301~ JoD
m_mw .H.H [)mnr-m
e m o Lot Mg, 'h,qao

CROGURATION -
WHWM.HEBHE- IM
e Y6000

PAN Mo, T5T] Wl SR N F

mﬂuumm"{n
FEamaEEim et (MEE N

{Tick whichever is applicablu]:
I9 W AR W e el

S No. Narm of Familly Member
HE oftm % woedf %) A
1] 11
1 Y LeX Nl bt

BASIS for REQUESTING ASSISTANGE [Tick whichaver i sppicabia)
werem % o i s

B, Card EWE Cestiflcate Ratlon Card
(Attach Card Copy) (Anach Certificate Copy) [Astach Copy)
nirl B % I wue o = A W gy I E

(weis e w ufi e =t s v Y e ulh st

{FT= 78 W) W T e W

Any Other
Basin/Proof

i wen

“PURFOSE™ for REQUESTING ASSISTANCE:
T ¥ et T e ) Ik
&, Mo Madical Reporis/Prescriptions Altached
= Hom sERaTR B wid W v wfes aEl we
P 'E'- - i)
9| = s
i 'l,_
P Y T A I E- Sl (atauaarE
\fialdo.\ AT & I ol |
ST = SICS Gt PItEA
ASSISTANCE BEING AVAILED for SAME "BURPOSE™ lrom OTHER SOURCES
™ TR ® iy W s e e S o 6 fEw o ong
&r. Ne, MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T W W A e ]




DECLARATION by APFLICANT. ST §F Wiem %%

) | horeby confirm thal all detalls in this Form s Trae to the best of my knowiedge Any false statemen| will render my Application & cngolng sesistance, |f any
lnbla for mjectionfiancedation

2) | salemnly confirm that sssistsnes, 1 ecelved om Koehika Foundatlion, will be wsed andy for the “pumposs”. as stated in this Form, for which such assistancs

was reyuested by me,

3) | sty corifiem it | ase nod & will ot in future, avall of remmbursement, in man or in hll, from any other sourcslemployerfinsurants company, of the amouT
fost whikch this ossisiance ib reguestsg
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AGREEMENT by APPLICANT (smies o $17)

1) By atfleng my signalure of thumb impression on this Form, | (Appllcant) horaby agree & authorise Koshilka Foundalion and it's Trustees to
ustdpubdiahl pul-updrepreduce my name, address, shoto & details of the “purposs”, lor which such asshitane s regquesisd/granted, though sny
medium, indluding but nal imited 1o vorbal, print, slectronic, for soliciling donations for Koshika Foundation snd/dr disseminaling information sboul I's
poiivitien/nchigvements, Such use of my pholo & detals con be made by Koshiks Foundation before or sfter my treatmant or fulfilment of the “purposs”
for wiich asslstance is being requested

2) | (Applicant) further agros that any such uss of my name, address, pholo & datails of the “purpose”, lor which guch sssistance is requesiedigranted,
will not autormatically entithe: me for receiving ar conliniing the said sesistance. The decision foc granting andfor continuing Ihe sssistance will reat solely
with the Trusteos of Koshika Foundation, and their decision s this regard will te final and acceptable to me
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AGREEMENT by HOSPITAL (Fwmm g i)

By affxing hereundar, signature of our Authorised Signatory for recommanding this case'pationt for francal asstatance from Koshiks Foundation, we
(Houpital) heraby affirm & scoepl tollowing:

1} thaat wee natither ane presantly nor will in future avail of financial assistance from anoiner NGO or any other source, for the same patienticase, os we ars
requesting Lo gel fram Keahla Foundation, o the extent that such asslstance is granied by Koshika Foundation. If the requested assistance is nol granted
bry Koshika Foundation, in part or n full, then the Hospital resarvas it's nght to make up the shorttill from another NGO or any olher sowrce. This
confirmanon essantialy states (hal the Hospital will ot svall any duplicate nesistance lor the same patient/cass from any oiher NGO o any other source
7) The nesistance from Koshiks Foundation o only financiad in nature, The chaice of the remmentproceduns advisedioonduciind by the Hoapitsl on the
patiant, ls based on the arangemant batween the patient & the Hospital, and i ity no way influsnced by Kashika Foundation, Hence, thi Hospital wil
pEEume gpla & complaba responsibiilty of the trodtment & ts outooma & salely of 158 poatienl. and Koshike Foundation will have no rmls or responibiity
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