VRN ~C-23~0f~ 655

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koush[ka
wETaAl ¥ SHEEA WrEY (erer Swrve) fuunﬂniun
wu: V’ﬂ‘::"'{ﬂgﬂ;’ mmmﬂ&h;};g Mﬁﬁqmnul-
APPLICANT - s - AGE-YEARS - fin
mﬂnn \‘L‘ﬂﬁ _&I"hﬂ"h Gg. ::4

e Ram 3::4:

gk L ab oL e

TOTAL ANNUAL INCOME {Attach Proof of Income)
£ T Qo )/~ (w0 v o) A
mu.gmm
YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
WA W W O (W W W W e s w / i
FAMILY DETAILS it fiyerrm i
5. Mo. lumur Member (Yoars) Gendar Relation with Applicant
B4 HED gﬁdwn ‘;{ﬂ} fin FATE ¥ WY T
L« F‘ﬂun_l i S E Al <
p. Eﬁhmw%k?ﬁ 2.2 A1 T i1
>3 Hemmlada Z3 )T P2 95 W 430 P T
BASIS for REQGUESTING ASSISTANCE (Tick whichevar Is applicabla)
ayrem % fivd fefy sn
BPL Card EWS Certificate Ration Cand Any Other
jAitach Card Copy) [Attach Certificate Copy) (Amach Copy) BasisProaf
winit e % el am Ty = sm el g T T W Rt
(v v % ww of S W (vam v ¥ e ufE we (v v & v o e W s
“PURPOSE" for REQUESTING ASSISTANCE:
arren ¥y et mt el W gl
Sr. Mo Madical Reports/Prescriptions Altached
e st 3wl 5t nf efieiey el WA
FE- sende Cadgrard
L - S ehile Cataral &
: ":Llﬂﬂ%"__@ﬂcf 14 FM MK
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
VW I ¥ ¥ Wi s ewem fee o e | e o w
8. No, NAME of CTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W W N W = wf wwrem el

B i DRI 080 Jr—




DECLARATION by APPLICANT sisfre gm W 73:

1] | herety condinm that sl detals in this Fomm are True 1o the best of my knowleoge. Any fakse statemaent will rander miy Application 8 ongoing assistance, if amy,
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2) | molemnly corfirm that assistence, If recelved from Koshikas Foundation, will be ussd only for the “purpose”. o4 stated in this Farm. for which slich sssistancs
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AGREEMENT by APPLICANT ( smims g 71)

1) By affing my signature or thumb impression on s Form, | (Applcant) hereby agree & authorise Koshika Foundation and if's Trusless o

s publsh/put-upireproduce My neme, sidress, photo & detals of the "purpose”, for which such assisiance s requestedigrantad, through any
midum, including but not imited 1o verbal, print, slectronic, for soliciting donations for Keshika Foundation ant/or disseminating information about it's
sctivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my irsatmeni or fuifiiment of ihe “purposa”
for which assitance s being requesiad.

2) 1| (Applicant) furiher agree that any such use of my name, address. photo & detalls of the “purpose”, for which such assistance |s requestedigranted,
will mot automaticaily entitle me for receiving of continuing the said assistance. The decislon for granting andior continuing Iho assistance will reat soiely
with the Trustees of Koshika Foundation, @nd thair decision i this regard will be final and acceplatle 1o ma
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AGREEMENT by HOSPITAL (wwims 50 %01)

By affixing hereunder, ture of our Authorised Signatary for recommending this casedpatient for linencial sssistance lrom Koshika Foundaton, e
[Hospitnl) homby affiem & acoept lolowing:

1) that we neither ane presently nor will in future avall of financial assistance from ancther NGO or any olhar source, for the same patianlicase, as we are
requesting o get from Koshika Foundation, o the extant that such sssistance is granind by Koshika Foundation. If the requested assistence s not granted
by Koshika Foundation, In part or in full, thien the Hospltal reserves il's right to make up the sherffall from anolher NGO of any other source. This
confirmation essentmily stales thal the Hospital will rol avail any duplioate assatance for the same patient'case from ary other NGO or any cther source
7} The assistance from Koshika Foundabon is only financial in nature. The choice of the reatmentiprocedure advissd/conducied by the Hospital on the
patent, ki bosed on the armangement betweoen tha patient & the Hoagital, and is in no way inflenced by Koshika Foundation, Hence, the Hospital will
assume sole & complele esponsibdity of the treatment & It's outcome & safaty of the patient, and Koshika Foundation will have no role of responsibifity
in the matior,
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