14_’& N~ €- qU-0f- R {8

APPLICATION FORM FOR ASSISTANCE
HETAA B ST WSy

(Healthcare)
{ Eaey FE )

K& hika
foundation
eiding biock el e,

mm.: q,/ﬂﬁ'jqfoqlq mcﬁauumﬁ:w[ﬂ{/}l.;
) . AGE-YEARS NM-= | sEX fiin
mecam Faghunath Sk [T g5 [ M
Fﬁmm%wamt; MU»LJ ‘Ka
PRESENT RESIDENCE ADDRESS AWM SMHr Tal
Aad 1a _:'"Jﬂi_.n‘:'rﬂ P Parhavaan g A ahay0n
HIM .Mnﬁ"?lu.ﬂﬂr U P2 itok

PERMANENT RESIDENCE ADDRESS : #a{ aaiery 7

L

{;cﬂefaf‘: ; ‘P&H%

SANE  ah-  ahpye
OCCUPATION : | MARRTED (Ferfis i
] Lie anpled *r'nf I UNMARRIED { )
TOTAL ANNUAL INCOME : . (Attach Proof of Incame)
HA =iw 5 SFevaf~ (Fagnidd) (s w1 e v A L)
PAN No. Tuf Tl e
ARE YOU AN INCOME TAX AGSESSEE (Tick whichever Is applicatie): Yes | No
A A R g (= I W W e e = ¢
FAMILY DETAILS aftar Tamm
5 N Mame of Family Member Age (Years) Gende Relation with Applicant
mﬂ% oftan # weEl & AW m{:fr; : SCE W W TN
I __EWH . Lite
o Eannd Y A T A
T I T - Ad. f=2
5 wrﬂqu o f= 4 ¢ al
BASIS for REQUESTING ASSISTANCE (Tick whichever Is spplicable)
wwmm W T fefe s
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) |Attach Certificate Copy) (Attach Copy) Basia/Proof
i T qe T soq ot e FuvE W v W
{ oo T o ven Ul wEe =) (WH VY T B W OREA w0 (T ¥ W wm w W Wi

“PURPOSE" for REQUESTING ASSISTANCE:

wT i fe o fee gy
5r. Ma. Medical Reporta/Prescriptions Attached
¥4 Hea semreverRl § w) Wy g owe
KE -  C aganacd
[F— Cojamcs
SUng oy 7RE) - SICYF PR
= —

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ g % ¥ i s weee e s we W e o

NAME of OTHER SOURCE
= VM W W

AMOUNT ol ASSISTANCE BEING AVAILED

it i wwE we

N

Jooe] —




DECLARATION by APPLICANT: STRT BT Wewn 71;

1) | hereby confirm hat all detalls in this Form ate True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, i any,
limtis for rejection/canceliation.

£} | solemnly confirm thet assistance, If recesved from Koshika Foundation, will be used only for the “purpose”. as stated in this Form, for which such assisience
wias reguested by ma

3 1 hereby confirm thiat | have not &-will not in future, avall of reimbursement, in part or in full, from eny other sourcefemployerinsuranca company, of the amount
for which this azestances ® requested,
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11 By affixing my sigraturé or thumb impression on this Form, | [Applicant) kereby sgree & aulhorise Koshika Foundation and Il's Trusiees io

ua/pubiishipul-up/reproduce my name, address, pholo & detadls of the "purpose”, for which such assistance is requestedigranted, through any

medium, mcluding but not limitad to verbal, prnt, electronic, for soliciing donations for Koshika Foundation andfor disseminating information about it's

activities/achievemanis. Such use ol my pholo & datails can be made by Koshika Foundation before or alter my treatment ar fulliiment of the “purpose®
for which assistance is being requegiad,

21 1 [Applicant| further agres thal any such wse of my name, address, phota & details of the “purposa”, for which such assistance |s requestad/granted,
will nol aulomatically enfitle me lor receiving or continuing the sald assislance. The decision for granting andfor continuing ihe assistance will real solaly
with the Trustees of Koshike Foundalion. @nd [heir decision is this regard will be inal and accepiabla o ma.
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AGREEMENT by HOSPITAL (wemm T0 07)
By affixing hereunder, signature of our Authorised Signatory for recommending this casa/patlent for financlal assistance from Koshika Foundation, we
{Hospiat) haraby affirm & accepl lollowing:

1) theal we reallher ara presantly nor will n future avail of fimancial assistance from anothes NGO or any other source, for the same patlent/case, a8 Wwe are
ragquesting 1o gol frem Koshika Foundation, to tha extent thal such assistance i grantad by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or In full, then the Hospital reserves-t's right to make up the shortfall from ancther NGO or any other source. This
confirmation essantially states thal the Hospital will nal-avail any duplicate assistance for the sams palienticasa from any other NGO or any othar sourca
2] The assistance from Koshika Faundation is only financial in nature. The chiice of the trestment/procedure advised/conducted by the Hospltal on the
patiant, I8 based on the srrangemant betwesn the patient & the Hospital, and s in no way influsnced by Koshika Foundafion. Hence, the Hospital will

sesume sole & complaie resparieibility of the treatment & IU's outcome & satety of tha patient, and Koshlka Foundafion will have no role of responsitdiity
in the malles
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