NBA/ -, AU-0F~ 0563

HerEdar

APPLICATION FORM FOR ASSISTANCE
B HEET WIS

{Healthcare) KOQS hika

( ) foundation

e e

arrucamonte: V[0 3Y/a52 3

mcﬁuu pate: || fg} )' a2 Lf L lu-mn ot rn-

NAME af APPLICANT :

T W C’lam?«—a (jlqpvf

AGE-YEARS w1]-mt | sEX fifn

A3 E

FATHER'SISPOUSE'S NAME :

: 4]
fomwge W W \enigam

PRESENT RESIDENCE ADDRESS AN STwrra

and, O 3od[35

P RESIDENCE ADDRESS - 7mi

S T

SATme _dhk ahwe

| maRdiED (Fite) | UNMARRIED (i)

LS M aken m
o Y Feuw I~ ( FogrudiD (o e v AJA

PAN No. =i T

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie):
W AN AW TR (R W W 28w A W fan s

Sr. Mo, Mame of Family Member Age [Years) Gendar Relation with Applican
FH A w AW W (1) fam FFEEE WY Wy
bl € &) pIi
L \ﬁh; .LR-#.' Ha’n
AT rhond <. = .
X. H : .
E_Jaughden 1o Lau] |
X Raniesh Zatz
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicabla)
w5 el il s
BPL Card EWS Certificate Ration Card Any Othar
{Attach Card Copy) {Antach Certificate Copy) {Attach Copy) Basis/Proaf
i T A T 9 He A T e T TR W . 51 i A
(ST W9 W] OB W W W anmr 79 W @ e Wl {gmm g w s Wi wee W

"PURPOSE" for REQUESTING ASSISTANCE:
wE ¥y fed e W A

Sr. No. Medical Repors/Preacriplions Attached
¥4 Hem st/ @ A 1 T W [ we
RE - C atnnand
| = Cafam
X TR - XIS F PP
: = - M
wﬁzﬁf_%lﬂ W = .
ASSISTANCE BEING AVAILED for SAME “FURPQSE" from OTHER SOURGCES
T TR W v w0 w wem et s wm @ few own Ay
5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FY I 5 TR w5 AW =it = zoevwn vl
L dlis O DOoG J~
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1) | hesreby confirm that all detalls in this Form-are Trua to the best of my knowledge. Any false statement will render my Application & ongoing assisiance, I any,
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1) By affiung my signature or thumb impression on this Form, | (Applicant) hereby agrae & authorise Koshika Foundation and iTs Trustees o
usa/publishiput-upireproduce my name, address. photo & detalls of the “purpose”, for which such assistance is requestad/granted, through any
medium, Including bul not limited o verbal, prinl, electronie, for soliciing donations lor Koshika Foundation andfer disseminating Information about i's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or lulfilmant of ihe “purposs”
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with the: Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥ 50 WTH)

By aflixing hereundar, signalurs of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundstion, we
[Hospital) hereby affirm & accept following:

1) that we neither are presently nar will In future avall of inanciat assistance from another NGO or any othar source, for the sama patient/casa, 35 wa are
requesting to ged from Koshika Foundation, to the axtant thal such assistancs i= granted by Koshika Foundation. If the requested sesistanta & nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospltal will not avail any duplicats assistance for tha sama patisntcase from any othar NGO or any othar source
2) Tha assistance fram Keehika Foundation is only financial in nature. Tha choéice of tha iraatment/procedure advised/conducled by the Hospital on the
patient, is based on the arengement between the patient & the Hospital, and [s in no way Influenced by Koshika Foundation. Hance, the Hospital will
pasume s0le & complate responsibiiily of the treatment & it's outoome & safely of the patient, and Koshika Foundation will have na rale or responsibility
in ihe matter
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