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APPLICATION FORM FOR ASSISTANCE

(Healthcare)

ITETHET FE STEET urEY (&g SEwe)

T V7135 a5 L e BT

NAME of APPLICANT : R . AGE-YEARS ¥7-w | =EX fifn

REE M 8 ¢y @CJ F
'SISPOUSE'S NAME -

g 1 T Shivengin

PRESENT RESIDENCE ADDRESS &iWH_sfiamiTa Wil

:.- i E = E1 E! ¥

ﬂhw A Al h, VP dedl9s

PERMANENT RESIDENCE ADDRESS : w0f SImT Oal

Kﬁ‘s‘hika
Euundatinn

PASTE PHOTD HERE

P.,ﬂ e {t}b (%ﬁ;kﬁé?

SAONE anh ab di-<
OCCUPATION : Home maken W{hﬁﬂ} | UNMARRIED (sfimiia)
TOTAL ANNUAL INCOME : , {Attach Proof of Incorme)
3 i 5T Uarw [~ (om0 (319 = ¥ ) /W-’L
PAN No. 072 TH W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver Is apphicable): You N 3
wmmmmi’(ﬂmﬁwﬂ"ﬂﬂaﬂ{ﬁmﬁwﬂm o L
FAMILY DETAILS wiRam f5ary
5r. No. Mame of Family Member Age (Years) Gender Relation with Applicant
T HE L G B B () bal ST W, HY T

l Rn-r'lf?&"‘f ~5L|'}'rf:‘J1 £ i L=

4. Lol hdnq < S [ S U

7= LT TP AN = N A Ug T 0 L0
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DECLARATION by APPLICANT: ST Zm Sy w3

1) | hereby confinm that all detalls in this Farm are Trieto the bastof my knowledge. Any false siatemont wil tender my Application & ongeing assistance, if any,
[abe for rejectionicanceltalion,

2) | selemnly confirm that assistance, if recelved from Koshika Foundation, will be uzad anly for the "purposa”, as sialad In this Fomm, lor which such assistance
was requesiad by me.

31 hershy confirm that | have nod & will et in futurs, svall of reimburssment, in part orin fid, fram any other sourcafamploverirsurance company, of the amount
far which this assistance s requested,
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AGREEMENT by APPLICANT (=% 71 =07)

1) By affixing my signature or thumb impression on this Form, | (Applicant] hereby agree & authorss Koshika Foundation and It's Trusiees to
uselpublishiput-upfraproduce my name, addrass, pholo & detalls of the "purposa”, lor which such assistance is requestedigranted, through any
medium, Ingluding bul not limited (o vesbal, pring. elecironiz, for soliciling donations for Koshika Foundation and/for disseminating information about it's

aalivitesfachievemenis. Such use of my photo & details can be made by Koshika Foundation before or after my trestment or fulfilment of the “purposs”
for which assistance |s being raquested.

2] | (Applicant) further agrea that any such use of my name, sddress, phelo & delslls of the "purpose”, for which such assistance s 1equastadigranied,
will not automatically enlitte me for receiving or continuing the sald assistanca, The declsion for granting andfor continuing the sssistance will rest solaly
with the Trustees of Koashika Foundation, and their dacision |s ihis regand will be final and acceptable io me.
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AGREEMENT by HOSPITAL (wemms 00 %)

By affixing hereunder, signature of our Authorised Signatary for recommanding this case/patient for financial assistance from Keshika Foundation, we
{Hospital) haraby affirm & accepl following: !

1] thut we neither sre presenily nor will in tutire avali of financial assistance from another NGO ar any ather soures, for the same palientcase, as we are
requesiing to gel from Koshike Foundation, to the extent that such assistance |s granted by Koshika Foundation. If the requosted assistance is nol grantad
by Koshikn Foundation, In part or in full, then the Hospital resarves it's right Yo make up the sharifall from anciher NGO or any ather source, This
confirmation sssentially states that fhe Hospitat will nol avail any duplicate assistance for the sama pallant/cass from any oifer NGO or any othar sourca,
2) The assistance from Keshika Foundzlion is only financial In nature, The choloe of the reatmenl/procedurs advised/conduciad by the Hospital on the
palisnt, s based on the arrangemant batwean the patient & the Hospital, and |s in no way Influenced by [foshiks Foundation. Hanca, tha Hospilal will
assume sole & complsts responsibillty of the treetment & it's outcome & selely of the patient, and Koshika Foundation will have no role or responsibillty
in [he matlar.
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