SRE (=925 ¢

al - 0540

Khika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
Elaltillﬁm ST (3 ! ) foundation
APPLICATION No. : APPLICATION DATE : Building biack of lifn.
e s 5/{‘13?3/6266 st 9 0 K -9099 )
NAME of APPLICANT : ; AGE-YEARS 144 | sEX frfm - %
A !
0k Vlﬂh_MG_DJL.IQL‘mn Al E o
FATHER'S/BPOUSE'S NAME :
Frnges w1 fml? ’V\‘H NnJaPPm L
ms&n‘rnsmnﬁncr.mmzss ufmq i PASTE Pnnmum ff
Rne op Postop
&
Pmnnnnsmmsucunnntsa w1y m Jmp [Vl‘bb . MGQJ-’ a’q I—,M
(036¢)
— e
s Hopn Mok spur ) e o)
AL INCOM Attach Proof of Income)
we U1, 000 (family TncomSRewssyy
PAN No. wart i wwm [\ [ ¥
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablu): You | N
AT A H I F (A A A FA R W W o) ;M
FAMILY DETAILS wftam faam
Bt N of F Memoor [Years) Gender Relation with Applicant
ru;‘;n '%:ugﬁ_ ] ?ﬁl'ﬂi} fim s_u&:nﬂmm
i ' 40 vl =T
fg v’ M | S0k
BASIS for REGUESTING ABSISTANCE (Tick whichever is spplicable)
weram % fimd fafy smam
BPL Card EWS Cariificats Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) BasisProol
i e W S e T s FYAE W 37 W e
(gEr T W W w e W {wamr w3 w7 wrn wfy wee W {wHm T W e Wi wEE s
“PURPOSE" for REQUESTING ASSISTANCE:
wemm ¥y e e faeet W ot
5. No. Madical Reports/Prescriptions Attached
w4 HE semEvER B A ® nf i qe wee
TS S = v itz
L ng < = z
{ 5 ' !
= = YAV (alasioe )
C = o
Jﬂ_ﬁﬂ'ﬁfiy — [ _— N A 1V 1 W L LV 7
i
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
¥H IR ® A W H mgra fed s v 8 fem o w2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w0 W = wE W AW wit i "EE v
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1) | heteby confirm that all detaits In this Form ane True fo the best of my knowiedge. Any faise statemant will render my Application & ongoing assistance, if any,
imbila for rejection/canceilation.

2} | sodeminly confirm that assistance, it received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form. for which such sssistance
was requesiad by me

3) | heraby confirm that | have not & will not in future, avall of reimbursement, in part or in full, fram any other sourcalsmployerfinsurance comparny, of the amount
far which this assistance is requested
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1) By affiing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and [1's Trustees 1o
ueelpublishiput-up/reproduce my name, address, photo & details of the "purpose’, for which such assistance is requesied/granted, through any
medium, including but not limited to verbal, print. electronic, for soliciting donations for Kashiks Foundation and/or disseminating information about It's
aciivilles/achisvements, Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”
for which assislance is belng requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the "purpose’ for which such assistance s requested/granted,
will nat automatically entitle me for recelving or continuing the said assistance. The declsion for granting andior continuing the assistance will rest solely
with tha Trustees of Koshika Foundation, and their decision is this regard will ba final and acceplable lo me
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AGREEMENT by HOSPITAL (wemm zm F0)
By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatien! for financlal assislance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that we nelther are presantly nor will in future avall of financlal sssistance from another NGO or any other source, for the same patient/case, as we are
requasting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentfally states that the Hospital will not avall any duplicale assistance for the same patient/case from mny other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/pracedure advised/conducted by the Hospital on the
patient, is based on the arangement between the patlent & the Hospital, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of 1he patient, and Koshiks Foundation will have no role or responsibility
in the matier
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