N A~ C- QAU b~ o678

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%hlka
HETaal B9 SEEA WEq (T S ) o e T
muu.: V/aﬂ,:-q(fﬂgq_g mw%rﬂpumﬁ: ['j/aﬂl RL‘[ ll:lﬁﬂﬂnddl-
muwmm : ﬂﬂ ’h’ﬂ@ BPW Aﬁﬁ.ﬁﬁéﬂi s;xﬁrt é
mmwm: Pegqu

PRESENT RESIDENCE ADDRESS @i SITareTd Wl
MEWH NTA . Folarhomel o KA ,&4*,?1115!
TE T anh p N33 R"LL%

OCCUPATION : i (}1 Pme aadlcn wmﬂtﬁ?ﬂﬂ | UNMARRIED (i)
TOTAL ANNUAL INCOME | . 0 {Attach Proof of Incoma)
3 afte M Qevel~ (FalmAd) armamwes A
PAN No. 7aT§ i Wl -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabie): Yes | No :
w91 39 5 T OGATE (9 TN 8 36 W AN T AT R LR
FAMILY DETAILS witym fame)
51, No. Hame of Family Member Age (Years) Gender Relation with Applicant
W T 5 'mﬁmérmm 'm;jw:l fistm e P M
gi= Lﬂ:’L (%] 34415_-41 AN A ladeinel |
W Jomai Y LS L (7
T Y Z1 = .4;5:11‘??1#@7??@3
BABIE for REQUESTING AGSISTANCE [Tick whichuver is sppiicabie)
0 O e s
BPL Card EWS Certificats Ration Cord Any Other
{Atiach Card Copy) |Attach Certificate Copy) {Attach Copy) Basis/Prool
it tan % 49 va 03 s A o A S e Sisdat
(g T3 ¥ W w e wh (W w ®) wrw wi dee W (W 9y W W wE e W
“PURPOSE" for REQUESTING ASSISTANCE:
war by fad m Rt W ege
S¢. Ne. Medical Reports/Prescriptions Attached
w9 HE srvEnRT @ Wi % o e il s
AE — C adanacd
9 folaaal s
e ;
QU7 ey — [ BES —SNJCC TP AmmB
i |-y
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T TR ® € WE 5 wewa e o wm B f o w?
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Wi W 9 T W AN ) ol wf o T
f Qs £ é’ﬂ'@'f —




DECLARATION by APPLICANT: s#TE B Hmm 73:

1) | hareby confinm that all detalls In fhis Form are True to the best of my knowleoge. Any false stalement will render my Application 4 ongoing assistance, if any,
|eatyin for refection/cancalation

2 | soleminly confirm that assistance, i recetved from Koshika Foundation, will be wsed only for the “purpose’, as stated in this Form, for which such assistance
was requastsd by ma.

for which this aasiztanos s requested
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3) | hereby confirm that | have not & will not in future, avail of reimbursemant, in part or in full, from any other source/employer/insurance company, of the smounl
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AGREEMENT by APPLICANT (s g =1T)

1) By affixing my signature of thumb impression on this Form, | (Applicant) hereby sgres & authorise Koshika Foundation and it's Trustees to
usafpublishiput-upireproduce my name, address, pholo & details of the “purpose’, for which such assistance is requestad/granted, through any
madium, including but nol limited to werbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about It's
activilies'achizvemenis. Such use ol my photo & details can be made by Koshika Foundation before or afier my trestmen or luifiiment of ihe "purposa”
for which assistance s being reguasted.

2) | (Applicant) turther agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requesiadigrantad,
will not automaticslly entitte me for recaiving or continuing the said assistance. The decision for granting and/or continuing the assisiance will resl solsly
with ihe Trustees of Koshlka Foundatron, and thair dectslon is this regard will be final and acceptable io ma.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (e g0 %01

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hoapital) heratry affirm & accept lollowing:

1) thaat we nelihver are presently nor will in future avall of financial assistance from another NGO or any other source, for the same pafient/'cass, os we ar
requasting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol grantad
by Koshiks Foundation, m part or in full, then the Hospital reserves it's right to make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicats assistance for the same patienticese fram any sther NGO or any othar sourcs.
) The assistance from Koshika Foundation |s enly financial in natute. The cholce of the ireatmentiprocedure advised/conducted by the Hospilal on the
patient, is based on the arrengement between the patient & the Hespital, and s in no way influenced by Koshika Foundation. Hence, tha Hoapital will
sssuma sole & complete responsibliity of the treatment & it's cutcome & safety of the petient, and Koshike Foundation will have no role or responslbility
in the matier,
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