VAN - C- JU-of -~ 8538

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kowh'ka

HETE #9 snEET WrEY T S SnL
PP I ATION B - . ﬁ . ‘ foundation
mm:h- Wnil'ﬂ/ogqq ;ﬁ;%ﬂhﬂ.ﬁﬁ: I!/@"ﬁ[{ : llm:J-thmma.

AGE-YEARS -7% | SEX o

e Chm B R

WFMSME Maw 2—1"?1‘3»"1

[} L

freap Rextol

CM& H,A,.l}mh; O-P- 300138
PERMANENT RESIDENCE ADDRESS : w1t aimels o

SATMe &y  abpr

SETUATION Lok U7 N\ MARRIED (Fafer) | UNMARRIED (sifvaies)
TOTAL ANNUAL INCOME : B Attach Proot of Income
57 e o 3400 [—— o w4/
mm.uﬁmm
ARE YOU AN INCOME TAX ASSESBEE ['I'i:k whichever is applicable): Yes | No
W Y 5w T (S a8 38 W wE W e e L i
FAMILY DETAILS ffer famm
Sr. No. Name of Family Member Years Gande Relation wl i
T e 2 E‘{HJ' fidn ' BTI'*‘; ‘#%‘ﬂw‘ﬂ‘;‘lﬁm
E S ad’ng £1 [ | RE S
7. hnde ] al S Fud) N
3 Jev; KA i E Sﬁmgmn [T gl |

BASIS for REQUESTING ASSISTANCE (Tick whichever is spplicabla)

wREE w e e s
EPL Card EWS Certificate Ratian Card Any Other
{Attach Card Copy) {Attach Certificate Copy) (Attach Copy) Basis/Proal
il S SN e T Ca R Ul L Y W w0 w1 T
(T F mm E EEE (W o % wE e W {wore o7 #7 2 iy wEe w6 "

"PURPOSE" for REQUESTING ASSISTANCE:

wom v e o e
Sr. Mo, Medical Reports/Prescriptions Attached
¥ Hen smeEiRr | it w vl s gl W
RE — Cofariand
ILE — Tag oot
[ \%G’Iﬁ—‘ AR — S FNS & FPorMmpb
e L
ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
T IR ¥ g Wi o s fEd s wim A fm o w02
51, No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
il - = ¥R W T ) wit n§ e i
[~ s O3 Qa0 ——




DECLARATION by APPLICANT: SIS JRT WIT0T 5:

1)1 heraby canfirm that all delalls in this Form are True fo the best of my knowledge. Any falsa statemant will reander my Application & ongoing assistance, if any,
ihie for refaction/cancellaton, _ . _
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AGREEMENT by APPLICANT ( siies gm F17)

1) By affixing my signatute or thumb impression on this Form, | (Applicant) heraby agreq & authorise Koshika Foundation and Vs Trustees o
usa/publishiput-uplreproduce my name, addrass, pholo & detalls of the “purpose”, for which such assistance s requested/granted, (hrough any
madium, including but not limited 1o verbal, print, slectronic, for soliciting donations for Keshika Foundation and/or disseminating information sbout it's
aciivitles/achisvemants. Such use of my photo & details can be made by Koshika Feundation before or alter my treatment or fulflimant of the “purpose’
for which assislance & bEing reguesied.
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will mot automatically entitle me for receiving or cantinuing the said assistance. The decision for granting and/er continuing the assistance will rest solely
with the Truslees of Koshika Foundation, and their decision ls Ihis regard will be final and acceplable o me
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AGREEMENT by HOSPITAL (E&wE B W)
By affiking hersunder, signalure of aur Authorised Signatory for recommeanding this case/patient lor financial assistance from Kaghika Foundation, we
(Hospital) hersby affim & accept following:
1) that we naiiher ame prasently nor will in fuluhe avail of fingncal sssistanos rom another NGO or any other soure, for the sama patipnt/case, 85 We are
refuesting to get fram Koshika Foundation, (o the extent that such assistance is granied by Koghika Foundation, |f the requested assistance Is not granied
by Koshika Foundation, in pan or in full, then the Hospital reserves it's rght 1o make up the shortfel from anather NGO or any other source. This
canfirmation sssentially states that the Hospial will not avall any duplicate asslstance for the same patianteasze from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the reatment/procedure advisediconducied by the Hospital on the
patien, is based on the amangement betwesn the petient & the Hoapital, and s in no wey Influenced by Koshiks Foundation. Henee, the Hospial will
pssume s0le & compiele rasporuibility of the treatment & IV's outocome & safsty of the patlent, snd Koshiks Foundation will have na role or responsibility
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