NRN —C- 22. o= 0(39

Ka"shika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETIEl WY FHEEA 9E9 (TETET EaE) T
mhﬂ:gliuu- M[ GSQEJGLWD mﬁf::‘mmm&3 /5&/2?
::d-:i u;nu:mwmr- M‘Hmaq @WE ) m&-‘r%l-nzf L sEFx fim
g e Navad Smgh

PRESENT RESIDENCE ADDRESS TiHH mw[lh L]

Ll L

T

Tt Ad-a, U.P d53i]o

PFERMANENT RESIDENCE ADDRESS - W3 HETRIG TH

SAONE s Al
A Home Maken
TOTAL ANNUAL INCOME . (Atach Prool of Income) 4
e e Ul guUb/— ¢ Faory 4 ) Gmwmwa s N /)

PAN No, TH] )l Heq)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever iz applicabie)! Yos | No -
= 3 W w1 ouw £ (W 99 B o W oA W fam A v/ \/”"f
FAMILY DETAILS wfrar Tamem
Sr. Ho, Hame of Family Member Age (Years) Gander Relation with Applicant
wn HEm yiam ¥ T WA 25 (W) iaul STl WM wE
] L4ty Lal ’1} M Huwh b
3 Udag B hamn g M S (011
g
1 LIV ha = = .
~ 5 Jq'ﬂ.ﬂ"ﬁ 14 M A hA S
LY LY. [ = = 11 X IHLE} hiexr
BASIS for REQUESTING ASSISTANCE [Tick whickiover |8 applicable)
wERm & o e s
BPL Card EWS Cetificate Ration Card Any Other
{Attach Card Copy) {Antach Certificate Copy) {Attach Copy) Basis/Prool
i 9 9 yam v S ST Y TR Iy w5 e
(we vy W) enn o W W (s T W i W W (v a3 W v o AR W L

“PURPOSE" tor REQUESTING ASSISTANCE:
erEn 27 e ™ f W o

&1 No Medical Reporis/Prescriptions Attached
w4 e seprvEieT § Wil W shere g
BE — i
LLE — \emde Catfgnarsd
s e = 5
Sumeay -1 CEJ STCS F PAMMI
d < 7
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SDURCES
™ Ttm % ¥ Wi s v fesdt s e @ e omn w7
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F9 He 57w WA . i T wn
T TECS imaﬁ;-—




DECLARATION by APPLICANT. smw Tm =i 3:

1)1 hereby confirm that st detads in this Form are True o the best of my knowledge. Any lalse stalament wil render imy Appheation & ongalng

finbie for rejectio/eancediation,
2} | nolemnlby confirm |hit assistance, If recelved from Koshika Foundation, will be used onby for ihe "purposs”, an siated in s Form, lor which such
was requesiad by me.
%) | hereby confirm that | have not & will not in future, avall of rembursement, I part o in I, rom any other sourca/smployaringurance company, of the
for which this assistonce is requasted.
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AGREEMENT by APPLICANT (smaes g =01

1) By affixing my sgrature of thumb impression on this Form, | {Appilcant) heraby agree & auinorise Koshika Foundation and if's Trustess to
Lse/pUBbRput-upeproduce my name, address, photo & datails of tha “purposa”, for which such assistance s requeslodigranted, through any
medium, incheding bul not limited to verbal, print, eleclronic, for soliciling danations lor Koshlka Foundalion andior dissaminaling information sboul '
sctiviliesachizvamenle. Such use of my photo & detalls can bo made by Koshika Foundation before or aftar my troatmant o Tuifilment of the “purpose”
for which assislancs is Deing requested.

23| thpphcant) lurther agres thal any such use ol my nama, address, phata & dotpdls of the "purpose”, for which auch assisiance is requesiedigranted,
will nof automaticaly eniile me for receiving of continuing the said assistance. The decisn for graniing andlor conlinuing the assiztance will rest solely
wilh the Trustees of Koshiks Foundation, and thalr dacision s this regard will be fined and pcceplabia io mae.
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AGREEMENT by HOSPITAL (%=1 Em %17)

By affixing hereunder, signature of our Authorsed Signatory for recommending Ihis case/patient for financial assisiance from Koshika Foundaban, wo
{Hagpital) heraby affirm & sccept lallowing:

1) that we neither are presenatly nor will in future avall of financial sssistance from snother NGO or any othar sourca, for the same patienlicate. a5 we ore
requesting 1o gel from Koshika Foundation, 1o the extent that such assistance |s granted by Konhika Foundation, | the requasiad assistance iy nol granted
hgl-l:m.hlknrwmuﬂun,lnplrtnrhlul.mmm"hapiulmﬂ'lﬁnhlumuphmumEumHﬁcmr any othor source. This
confirmation essentiatly stetes thet the Hospial will not aveil any duplicale sssistance for he same patienl/case lrom any other NGO of any oiher source
21 Thie asststance from Koshika Foundation ks only financial in nature, The cheice of the treatmentiprocedurs advisad/conductad by the Hospital on the
patiant, is based on the arrengement between the patient & the Hospiial, ard (8 in no way influenced by Koshika Foundation. Hence, the Heepital wil
ausume sole & complete responsibility of the treatment & i's outcome & safety of the patient, and Koshika Foundation will have no role o responsibiiity
in thie maiier.
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