VAA/ - C-34-0F - o483

APPLICATION FORM FOR ASSISTANCE (Healthcare) thika
HEEal B SATEET WIS (T ) Taurdstton
:’ﬁ:‘%‘mh: V/”HH/ES}E. mc&m DATE:,'&]@?—/’;]L! Buliding block of ifa
APPLICANT : ‘ AGE-YEARS s1-m1 | sEX fifn
oy = RWJW( F2 E
FATHER'SISPOUSE'S NAME | de L.tb{ y

fomwg w1 M

PRESENT RESIDENCE ADDRESS i strsiry v

Pregp Postl

Ly.nul;ﬁ’{’ﬂmflaj { UNMARRIED (sifaifivm)

OCCUPATION :
SRR dowm e Ml € 01
TOTAL ANNUAL INGOME : i ) g {Attach Proof of Income)
3 v s YU ZoVD [ — (raan i) e A
[PAN No. we{ miml S :
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes | No —
F AN S F W & (A T W TW W A W e E vm L _—
FAMILY DETAILS ftsm fammm
&r. No. Mame of Family Membar Age {Years] Gendar Relation with Applicant
w9 wE _ WiEW % A W W w (1) fam F WY HEY
1 L aln b= 2] [in g1 Clg il
T Lol SRy 29 . %)
Z Tocka o] 23 = MIGLILYS AN 27/
BASIS lor REQUESTING ASSISTANCE (Tich whichever is appliicabis)
wga % fod el s
BPL Card EWS Cartificate Ration Card Any Other
(Attach Card Copy) {Attach Cortificate Copy) {Attach Copy) BasisiProof
nitd twm % e T HF AW = ELCa 0 _ a4 i
(¥ T W W W W W (e o ) wr Wl ges & (e 71w e e W
"PURPOSE" for REQUESTING ASSISTANCE:
T i e e =
sr. Ne. Medical ReportsiPrescriptions Attached
T sopevEn | Wi %) w ofdle ge) g
BE - Cafomnof
EE - Coda i 7-
—— N ¥
g €y — A FEJ- SHO F4F MMH
Zrl e
L™ -
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T IR % v 0 sy wwm R o v R fEm o W
51, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 HE S TEE AW T

JET

JHM!’-H
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1} | hereby confirm that all defails in this Form are True to the best of my knowledge, Any false statement will render my Application & ongelrg assistance,  any,
lisbie: for rejection/cancellation,

2} | salemnty confirm that assistance, i recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requesied by ma

A} 1 hereby confirm that | have nol & will not in future, avall of reimbursemant, in part or in full, from any offer sourcelfemployerinsurance company, of the amount
fior which this assistance is requested
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1) By affixing my signature or thumb impression on this Form, | {Applicant) heraby agres & authorise Koghika Foundation and I's Trustess to

usa/publishiput-upreproduce my name, address, photo & datalls of the “purpose”, for which such assistance s requested/granted, through any

medium, ncluding bul nat limited 1o verbal, prnt. electronic, for soliciling denations for Koshika Foundation andlor disseminating information about its

activities/achievements. Such use of my photo & detaits can be maede by Koshiks Foundation before or affer my treatment or fulliment of the “purpose”
for which assisiance is baing requested.

2) 1 |Applicant) lurther agree that any such use of my name, sddress, pholo & details of the “purpose”, for which such assistance is requestadigranted,
will mot autematically antitte me for receiving of continuing the said assiztancs. The decision for granting and/or continuing the azsistance will rest salely
wilh he Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable o ma.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for finandial assistance from Koshika Foundation, we
{Houpital) hereby &ffirm & sccepl following:

1) thal we neither are presently nor will In future avall of financial assistance from another NGO or sny other solica, for thie same palienl/case, os wo ano
requesting to gel Irom Koshika Foundation, 1o the exiant that such assistance is granted by Koshika Foundation. If the requestod assistance is not grantad
by Koshika Feundation, In parl or in full, then the Hospital reserves 1's right to make up the shorifall from another NGO or any other source. This
eonfirmation essantially states that the Hospital will pot avail any duplicate assistance for the same patient/cass from any other NGO or any other sournce
2} The assislance from Kashika Foundation is ondy financial in nelure. The choice of the trealment/procedure advised/conducted by the Hospital on the
patiant, is bazed on the arangement betwesn the patien] & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
sssume soke & complete responsibility of the treatment & IV's oulcoma & safely of the patient, and Koshika Foundation will have no role or responsibllity
im the matter,
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