VRAI- C-21—]o-0533

/| APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETAAl & ST WrEY (TR TE) foundation
APPLICATION No. @ APPLICATION DATE : Bisilefing lebock ol e
we . V[102) |04k G wici e o f o2y
AGE-YEARS 30 | & f

BT D =
Fxm-s.'ﬁm;:wse-snm: M d\% {

PRESENT RESIDENCE ADDRESS UM S7a1gR A

048 BJP’M maod

P
OCCUPATION Lm L'guuén (T} 1 UNMARRIED (i)

TOTAL ANNUAL INCOME : {Attach Proof of Income)
T4 Wt 3 4‘&‘[51‘5“’#" { 7 1 TR HA) f\}ﬁ-
PAN No, = T WET .
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever iv applicable): You / No
T W =W R (W I T o wn w e En 7 me
FAMILY DETAILS wiTam T
& Mo, WName of Family Member Age [Years) Gender Relation with Applicant
¥ e . ftam & g w1 A w7 (a) firin ST F A HE

/ Ve =1y = &= = La 'if ;I-E'

Z Fricig i3 M Oy

3 }" Qb e 4_124_0 A4 i

q_, __'*_:::-rtmG;' L9 M L

BASIS for REQUESTING ASSISTANCE (Tick whichever is applidabie)
wer % forl el smm
BPL Card : EWS Certificate Ration Card Any Other
{Attach Card Copy) {Atach Certificate Copy) {Attach Copy) Basis/Prool
e Y W T v &Ea A EE Ehis o g _ o e
e ws W ek we W (w9 ) e i s (W W W E s W
*FWDBE*‘M REQUESTING ASSISTANCE:
werm et R ow o aEen
Sr. No. Medical Reports/Prescriptions Attached
A TR 7wl w10 uiere g de )
— i : Sap

— e T
— — ST CS F
% (KE ] g Zaol_

ASSISTANCE BEING AVAILED for SAME “PURPOSE " from DTHER SOURCES
oI W ] W 3w fed s wmihw A feen o

5r, No, MNAME of GTHER SOURCE ANMOUNT of ASSISTANCE BEING AVAILED
W HEE AT THIT W T wit i wer wi
i
I DBECT amf;--——




DECLARATION by APPLICANT: 3mies 0 W o¥;

1)1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongoing assistance,
liate for rejectionioanceliation.

2} 1 solemnly confirm that assistance, (f recalved Irom Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistan

was requested by me.

3) | heraby confirm that | have not & will not In future, avail of reimbursement, (n part of In full, from any other saurce/employerinsurance company, ol the amount

for which this assistance ls requested.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authotise Kashika Foundatkon and it's Trusiees o
usalpublishipul-upireprodice my name, address, photo & datalls of the “purpose”, for which such assistance Is requested/granted, through any
madium, including but not limited 16 verbal, print, efectronic, for soliciling donations for Keshika Foundation andlor disseminating infarmation about if's
activifies/achievaments. Such use of my photo & details can be made by Koshika Foundation before or after my treaiment or lulliiment of the "purpose’
for which assistance |8 baing requested
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will nal autormatically entithe me for recelving or conlinuing the said esistance, The decision for granting andior continuing 1he assistance will rest solely
with thie Trustees of Koshika Foundation, and their decision is this regerd will ba linal snd acceplable o ma
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By affining hereunder, sianature of our Authorlzed Signatory for recammending his case/pationt for financial assistance from Koshika Foundation, wa
{Hospital) hereby aMirm & accept foliowing:

1) that we nelther are presantly nor wil in future avail of financial assistance from anothier NGO or any other solrce, for the sams patienl/case, &5 we are
requesting o get from Koshika Foundation, 1o the exient that such assistance is granted by Koshika Foundation. I the requesied assistanca 15 not granted
by Koshika Foundation, in part or in full, then the Hospital reserves its right 1o make up the shaortfall from apather NGO or any other source, This
confirmation essentially stales thal the Hospital will not avail any duplicate assistanca for the same patlant/casa from any ofher NGO or any ofher source.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procadure advised/conducted by the Hospital on the
patient, is based on the arangement between the patient & the Hospilal, and is in no way Influsncad by Koshika Foundation. Hence, the Hospital will
assumes sole & complets responsibility of the treatment & il's outoome & safety of the patient, and Koshika Foundation will have no role of responsibiity

in the matter.
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