“ J%JP\ C-1d - oS0

APPLICATION FORM FOR ASSISTANCE (Healthcare) th[ka
weTaal ¥ ST WIEY (Famrg Terar )

foundation

ey o p;]oq'm ./'DSE"' mm:;ﬂgil
W Jnchan (ol meeha 1y i

FATHER S/SPOUSE 'S NAME

PERMANENT RESIDENCE ADDRESS 2 sris 1
AS Qloue
"
OCCUPATION - £ mrmiﬁm
TOTAL AMNUAL INCOME - (Attach Proal of income)
%= wits =m =0000\- (s wowm g N R
mmwﬂ_mm
ARE YOU AN INCOME TAX ABBESSEE [Tick whichever Is applicable]. Yos
=AM a5 ¢ (W W NI W a W P a (‘l‘t/)
FAMILY DETAILS wfiem Fyemm
5 No Name of Family Member Age (Tears) Gendur n-ummupunu
Y T w&:i;gﬁmw =y (=) fam m o Ty
[ | (T4 2T e 4] = T
T Rattc oo AP I AV
g fnt!.uid...;_d.iuq UL rﬁ]&ghﬂ-!hv
BABIS for REQUES TING ASSIBTANCE [Tick whichever is applicable)
agrn % ford fegfa s
SPL Card EWS Certificate Ration Card Any Other
{Attsch Card Copy) {Attach Certificate Copy) (Annch Copy) Basis/Prool
it W A e v s wmow e T AT FTE e i
Nk -E-& L8 koo (v e % W wf W Wl (o v w8 wrw ol W wid

“PURPOSE" for REQUESTING ASSISTANCE:
wergm o e i fedt = gt

S Mo Madical Reporta/Prascriptiona Attached
wu T Vs § Wi B W e e
o W TRV — S on O aralE

'L_E'_g,ﬁhli € radevold

= L re— i ﬁ

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W Iivs W ¥ W s e el s e @ e o wl

Sr, No, WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w1 He A i WA wit wf s ovit




DECLARATION by APPLICANT. Smiow Tm whmm w1
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2) | solemnly confirm tha! assistance. if received from Koshikn Foundation, will be used only for the "purposs”, as stated in this Form, for which such assistance
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1} By affixing my signature of thumb impression on this Form, | (Applicant) beraby sgree & suthorise Koshika Foundation and It's Trustess to
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with the Trustees of Koshika Foundatlon, @nd thair decision is this regard will be final snd acceplabls o me.
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8y affixing hereundar, signature of our Authorisad Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we
{Hospital] horeby affirm & accopt fallowing:

1) thist we neither are presanty not will in luiure avall of finencial asslstance from another NGO or any other source, for the same patient/case, as we are
roguanting 1o gel frorm Koshika Foundation, 1o the extent that such sasistance is granted by Koshika Foundation. If the requested sssistance is nol granted
by Moshika Foundation, in part of in full, then the Hospial reserves i's right la make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospial will nol avall any duplicate assistance for (he same patienticase from any other NGO of any othed SoUns.
2) The sssistance from Koshika Foundation is only finenclal i nature. Tha choice of (he reatmenlprocedure advised/conductad by the Hospital on the
patient, is basad on the arrangement batwesn the patient & the Hospital, and i in no way influsnced by Koshiks Foundation. Hence, tha Hospital will
assump sole & complete respongiblity of the troatment & IU's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibllity
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