YRAN- C-Y=~0f~ Ja ]S

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEEAT B A=EA WEY (Ere TEwE)
Srracamonwe V[ of 3V [ ouaQ sevucanonoars: 21 Jof] 2

AGE-YEARS W-T | sEX fiim

Y el R

FATHER'S/SPOUSE'S NAME : v
g =1 9™ Kam‘u f‘
_PRESENY RESIDENCE ADDRESS i sy

[ daaal o JJog Ml 4 ManeQl
L AFoia, U-P- 236
i = NT RESIDENCE ADDRESS : 7118 Sa18d U

AWM ax ahpv e

Kc?shika
foundation
e 1 | T

sl Mowme Makes W} | UNMARRIED | tigrfia)
TOTAL ANNUAL INCOME : ¥ [Attach Proof of Income)
bl Y. C ene [ — (Fadru ) (amw wwm weaw) ﬂﬂ
PAN No. 31 &l Hwyl
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable]. p——
T AN SR T {imﬁaﬁﬂﬁg‘%mmnr ¥/ o
FAMILY DETAILS wffam famm
5r. No. Hame of F Mombar Age (Years) Gendear Relation with Applicznt
w4 _ gfEmw w 0 (71) fom i B
| LA ndgnd = A PAlTER E
Z [Aovdnd hon AN 1Y Y2
= Opulz PRl = ,gﬂaﬁlg.{!ﬂ"’"\ TH Lal]

BASIS for REQUESTING ASSISTANCE [Tick whichavar Is applicabie)
weram & fod faafn s

BPL Card EWS Cortificats Ration Card Any Other
{Attach Card Copy) {Attach Cortificaie Copy) (Atmch Copy) Basis/Prool
TN & W AN T 7 5 ™ Fysi w7 X = W T
(e Ty W = W HE W (A T T W e wi Lo T W wen o HEE R
"PURPOSE" for REQUESTING ASSISTANCE:
werm i el w faedt W et
Sr, No, Meadical Reports/Prescriptions Attached
FH H SR ETRL 3§ W 1 v g s
BE. CadanAlr-+
CE - Cadarait

Ry = ZLE) —XICS TP
I —

0 TRV W A W S wer A s s @ P e

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES

- TEY HE == =W W AW

Br. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
: ot wf werm o

- RS TR E—




DECLARATION by APPLICANT, STes g sien ww:

1] | herety confirm thad ail detatls |n this Form are True to the best of my knowledge. Any false stalement will render rvy Application & ongoing assistanca, | any,
liable for rejection/cancedlation.

2) | salemnly confirm that assistance, if neceived from Koshika Foundation, wil be used only for the "purpose”, as staled In this Form, for which such assistance

was ronuesied by ma.

31 | haresby confim that | have nol & will not in future, avail of relmbursement, in part or in full, from any other sourcalemployerinaurance company, of the mamaunt
for which ihiz assisiance i mauestnd,
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AGREEMENT by APPLICANT (stes g &)

1) By affucing my signalure or thumb impression on this Farm, | (Applicant) hereby agme & authorise Koshika Foundalion and I1's Trustees o
uss/pubishiput-upireproduce my name, Bddress, photo & details of the “purpnsse”, lor which such assistanoe is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciing donations for Koshika Foundation and/or dissaminallng Information about iU's
activitias/achisvements, Such ise of my pholo & details can be made by Koshika Foundation before or after my treatment or lulfilmant of the “pumpose”
for which assistance s being requested.

211 (Applicant) further agres that any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted,
will pol autsmatically entite me for receiving of continuing the said assistance. Tha decision for granting and/or continuing the assistance will rest solsly
wilh the Trustees aof Kashika Foundation, and their decision is ihis regard will be final and acceptable io me,
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AGREEMENT by HOSPITAL (wsE™ T %)

By affizing hareunder, signature of our Authorisad Signatory for recommentding ihis caselpatiant for financial assistance from Koshika Foundation, we
(Hosphal) hereby affitm & sccept following:

1) thal we nefdher are presently nor will in fulure avall of inancial assistance from another NGO or any othir source, for the sama patient/cass, as we are
raqUesting to gat from Koshika Foundation, to the axtent that such assistance is granted by Koshike Foundation. If the requested assistance is not granied
by Koshika Foundation, in part ar in full, then the Hospital reserves [U's right (o make up the sharifall from another NGO or any other source, This
confirmation essentislly states thal the Hospital will not avail any duplicate asséstanca for the same patient/case from any other NGO or any othar source,
2) The assistance {rom Kashika Foundation |s only financial in nature. Thie chalee of the trestment/procedure advised/conducted by Uhe Hospital on the
patient, it kased on the arrangement beiwesn the patient & the Hospilal, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume soka & complete responsibility of the treatment & IF's oulcoma & safaty of tha patisnt, and Koshika Foundation will have no rols or responsibility
in the matter.
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