VRN- (-2\H0-0S02

(Healthcare)
{ T SR )

APPLICATION FORM Fw_[JR ASSISTANCE
HEFAT B9 #ATETH WE

K¥hika

foundation

s N [1021]048) B ) T Y Sl
NAME of ARBLICANT - M qJ_ AGE-YEARS ¥-T% | SEx fein
ks st 34 | M

FATHER S/5FOUSE'S NAME |
W

Hasamadchan, 1.

PRESENT RESIDENCE ADDRESS sdum ama al
N z I i 3

Diaft Mathaoa, L0 281igs
PERMANENT RESIDENGE ADDRESS : ¥415 SWETAN W (E} 4%," ) MJ Q

Soamn~e (L b~

%mnuu; M Jﬂ‘j{ c[ p_@!ﬂﬁﬂﬂn} I UNMARRIED {aifmnien)
TR Jlovol— (family) T NA

PAN No, T8 T TOE]

ARE YOU AN INCOME TAX .@SEESEEE {Tick whichever s applicalie): Yes | Mo
T A 9 WA T (N 9= W oI W e ooy
FAMILY DETAILS ufiaR fqam
&r. Na. Nama of Family Membor Age [Years) Gender Ralation with Applicant
I T i % T W am g (=) fim 5w T
] Maga Doy Leatc [S Wi ie
2 Bl Kiaher 43 m 20m
) Dev ks e E 1
3 ety 19 (%) e Sen
5 %ﬂ-’h | ‘ m it i
BASIS for HEGUEEQNG ABSISTANCE (Tick whichever s applicatis)
O L
BPL Card EWS Cartificote Ration Card
{Attach Card Copy) [Attach Cartificute Copy) {Attach Copy) ;‘"? W‘,P o
T W N I A W N TR g P
(e ol w o e w (ST T W W He W {w T Y wrm wih wEE W

“PURPOSE" for REQUESTING ASSISTANCE:
Horam o fed Rt o

5r. No. Wedical Repons/Prescriptions Altached
w9 HEn TR | O W Wi W e
RE — TO4al Seanjle (Ofasacf
LE — Jodmaf Seagle (afaxacd
= (£ CECS FToC
L — S
% N
ASSIETANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
7 IEW i W o wge fedt s wde A fem o 6
Sr, N.“' NAME of QTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W W H-U B W Am =i T

| UIACS

Z2eoo] ——

Fd




DECLARATION by APPLICANT, 3w BT Wi 71:

1) | heseby confirm that all detaits in this Farm: are True to the best of my knowledgs. Any false statement will render my Application & ongoing assistance,
liable for rejectionicancaliation.

2) | solemnly confirm that assistance, If received from Koshika Foundation, will be usad only for the “purpose”, as stated in this Form, for which such assista

was requesied by e,

3) | heraby confirm that | have not & will not in fullire, svail of reimbursement, in par o in full, from any oiner sourte/employerinsurance company, of the amount

for which ths assstance & requested,
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AGREEMENT by APPLICANT (smits: mma w1T)

1) By affiaing my signalure or thumb Impression on this Farm, | (Applicant) heraby agree & suthorise Koshika Foundation and it's Trustzes (o

uselpublishipul-up/iteproduce my name, address, pholo & detsils of the "purpose”, for which such assistance is requestadigranted, hrough any

madium, including but not limited to verbal, print, slectronic, for soliciting donations for Koshika Foundation andfor disseminating information about s

aciivities/achievemants. Such use of my photo & detalls can be made by Koshlka Foundaticn before or after my reatment of fullilment of the "purposa”

for which assistance (2 being reguested

2) | {Applicant) further agree that eny such use of my namea, addrass, phalo & details of the “purpose”, for which such assistance is requestedigranted,

will not-automatically antitle me for receiving or continuing the sald assistance. The decision for granting and/or cantinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decislon is this regard will be final and accaplable to ma
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (w&mIm RRT %90)

By affixing heraundar, signature of our Authorised Signatary for recammending this case/palisnt for financial assistance from Koshila Foundation, wa
{Haospital) hareby affirm & sccept ollowing:

-|- 1) that we nelther are presently nor will in future avall of financisl asslstance from snother NGO or any other source, for the same patient/case, a8 we are
requesting o gat from Koshika Foundatian, to the extent thal such assistance is granted by Koshika Foundation, If the requestod assistance is not grantod
by Koshika Foundation, In part ot in full, then the Hospital reserves It's right lo make up the shortfall from another NGO of any olher soutce. This
confirmation essentially states that the Hospital will not avail any duplicate assistanca for the same patianticase from any other NGD or any olher source,
2) The assistance from Koshika Foundation Is only financial in nature. The choice of the ireatment/procadure advised/conducied by the Hospllal on the
palient, is based on the arrangement between the patient & the Hospital, and 15 In no way influsnced by Koshikn Foundation. Henca, the Hospital will
nssume sole & complets responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role of responsibilty
In the matter.
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