yRAN-C-23~08 - 427

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kgpuka
i) “ { ] "Dl.ll'ldlllu'l"l
wm.: '1//5‘5;3! 0329 ;!‘t;mﬁ;mmm ijnﬂhj  iiding block of M.
APPLICANT | AGE-YEARS S7g-71 [ -
NAME of -S:m,bclif s : |
NANE :
PHOTO
nesp PaXieh
o Home A1a¥ € | MARRIED (i) 1 UNMARRIED (st
ANNUAL INCOME - : 0
o o sooo/— (Famidg ) emasmem —
PAN No, T W WeRW -
INCOME TAX ASSESSEE whichever s applicabls): ‘0% —
ﬁl:wwu‘:nm {imﬁmnﬂummn l:f:':a
B FAMILY DETAILS offam faermn
ir:'#:w m-&l‘:ﬂ?ﬂ ® TH ?-T:?’ fiin HETE :tﬁm ]
= Lim i t 2 M OUMonsd
< Aanan £l ez R
X TR, ed, E ¥ 7

o g Th I [i= F [ and ':I.ﬂﬂﬂj_fr_f

BAS1S for REQUESTING ASSISTANCE (Tick whichever Is applicabie)

W % ferd fef sewm
BPL Card
(Attach Card Copy) (Attach Cortmeats Copy) (Altach Copy) Any Othar
witd) e % il yo v &ry wa ol yEm v ayien s e
(v vy W e o s (yam 1 = ww wfE e wh (v T w1 wew =R W wh i e
"PURPOSE" for REQUESTING ASSISTANCE:
T ¥ e e W e
Sr. No, Medical Reports/Prescriptions Attached
¥ Hom semmate § wh @ o wfvkey g e

BE- Cafanarf

CE- Colanat

P .
T a-eny -~ (RE) S9F3CS + PuaMBP
T

ASSISTANCE BEING AVAILED for SAME "PURPDSE" from OTHER SOURCES
v agtva W # W s wprem ek s w W e v

8e. Mo, HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 W w9 =i = 98 = i s T
.(.

JIOC S ..Jd{!of.--.__




DECLARATION by APPLICANT. siTs [m Siwem

1) | hereby confirm that all details in this Form are True to the best of my knowledge, Any false statement will render my Agplieation & ongoing assistance. i any,
fiabibe fon rjecticn/cancelation

2) | solemndy confirm that assistance, # received from Koshika Foundation, will be used only for the "purpose”, ns stated in tes Form. for which such assistance
winh feguasted by me

3} | nereby confiem that | have nat & will not in future, avall of resmbursement. in part of in full. from any afher sourcalsmployesinsurance company. of the amaount
for whach thin nasintance m tequestiod

1) # v w0 { F @ e 9 o= ) frer 58 i % g e o w b o W e o e e v W kA Al w e W W e

33 @ g wery o Csife wrssbwn @ o w oo f, e el s ) gl u ek Tt e, @ gwosees € o b

33 A ofie won f i P wen # o ande w8, v ofn o e o e e e dntrdaale s @ 0 0 fe s 7 ¥ wivey | wfm)
AGREEMENT by APPLICANT ( sides g %)

1) By affizing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and T's Trustees o

uselpublnhipll-upireproduce my name, address, photo & dotails of B “purpose”, for which such asslstance i requesiod/granted, trough any

mediem, including but nol imited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating information about it's

acilvitiesiachievements. Such use of my photo & details can bo made by Koshika Foundalion before of after my ireatmant of fulfiimant of the “purpose”

for which assistance is being requestad

2) | (Applicant) further agree that any suth use of my name, address. photo & detalls of the ‘purpose”, for which such asuislance s reguestadigranied,

will mot automatically entite me for recelving of continuing the sald sssistance The decinkon Tor granting andior continuing the assistance will rest solaly
wilh the Trustees of Koshika Foundation, and their decision |s this regard will be fina! and acceplable to me.

1) ¥n e W s v W s W) e, A (smiew) s weefh o i wm o ol ot snttes i seet il w e won  fie du
w, WA sl Pawre yw wen f wifen 3, 28 “odfre” gee s, ©F, wenw et agtm @ o it s aeefeed o fd fash & e s

@ wafty wed ® fory, sfirge i ot wow w0 e 6 g o e e we € fo “wifew wedes w =wh st &

1) # (sview) T W W T O A am, T, 9 s fe o e e @ wgie @ wite § @ e W v W e W o E

*wifrs " vz wniad W fle sl sl eemad g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
sodow o T W s W fioam

AGREEMENT by HOSPITAL [wasss 0 %01}
Hy affixng hereunger, signature of cur Authonsed Signatory for recommanding this case/patient for financlal assistance from Koshan Foundation, we
{Hospital) heteby aMm & accent following:
1) that we nedhar are presantly nar will in futare avadl of financal sssistance from another NGO or any piher source, Tor the samea patient/cele. bs we are
requesting to gel from Koshika Foundation. fo tha extert that such assistance is granted by Koshikes Foundation If the requestad assistance & not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves if's right to make up the shortfall from another NGO of any ather source This
WMWummnhﬁmﬂmmwllmmmmmmnmmm any other NGO orany other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedure advised/conducted by the Hospital on the
patient, s based on the arangement betwesn the patiant & the Hospital. and is In no wary influenced by Koshika Foundation. Henca, tha Hospital wil

assuma sole & complete responsibility of the treatment & It's cutcoma & safety of the patient, and Koshika Foundation will have no role of responsibliity
in the mattar,

Wt sy, penwl W it @ SedEd w *stfen s @ fle ae oy T o wd b, e (e e v @ e w e s B

1) we 0 v wi s n ) e o fifire e ek A ol v w e e v o v ddre F 8 omow oF 4, 9 e e e e
A Fawiinfrefe v % s 4 “wifew " oo wee i & b o sifve st gn aes fe s iy w9 few o A e
frd sen b e se w fedh PR wRme @ T 8w sy gfer Tee v e d we o we € B smm B wee v dlet iy Pl
e wowd wew w felt s e A ) dmatd)

3, “wifrw Wt @ o werem S o T o b 9w v g o of e w T TR ariE W g ah
% W W v # ol “steE weteR o et e W e a0 b i v 4 O F g g s s
wit Wit ol “wifrea” w1 i gftw @ facih o aes o o e

RECOMMENDED FOR ACCEPTENCE ol et | B
Y i witwft W fern wegfy 2 0 o Y
e DA A Nl A

: . > ;

2%[eslz N 8 Ry No. Wit Stabnp) S P
TR AR 1 R e, ® vere s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  siFafts 2w g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
b v | =it e 2

7 T




