. AwR- (-1M -08 - o6& 234 &

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{}shl,ka
HETIH] iﬂ e ] PTF':' [ T T ) M
Ns. : 0f 60
R I (e s B | e

mmuwgﬂ

MHAME of APPLICANT

i Munwi  Bal

e Makhban ng

e op ?Dﬁslf

Mmmm o AEEET

He TRVE
_._'___,.-""!‘
mm' Hﬁ‘fﬂf‘ Mmekeey MARRIED (i) | UNMARRIED (wifsefien)
TOTAL ANNUAL INCOME - {Antach Proof of Income)
i 5&3{3@1— (‘Hm:m (o e ey WOR
[PAN No. T W W
mmmmmmummmam;
=T o e st om € (¥ v @ In v a W FeE wi
FAMILY DETAILS

™ Family Member [Yoars) Gender Relation with Applicant

F##H;H %:‘;:wﬂmw ?‘{ﬂ} fam sFEE ¥ T TEY

L 7Y L TR L [t (0 W TP —

7 T 22 VBT 4 T 7o .V,

BASIS for REQUESTING ASSISTANCE (Tich whichever i appiicable)
wom # fd fef s

SPL Fart EWS Cortificate Ration Card

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) K,
i tan % Wy wes ol ym Fyeen e

(v v w o W W W (v w3 7 W W e W (vam | %) =m o wa wh e

“PURPOSE" for REQUESTING ASSISTANCE:
arm o e m el W A

S No Medical Reporia/Prescriptions Aftached
W Wen SEmEERT W W w o af T we
g = &

CE ~Senle (o

3 Wﬁﬂ—@mﬁ

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES

W AtV ® g W v e T s e @ o w2
Sr, ho. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH R W T W et mf s o




DECLARATION by APPLICANT. smire g shwm 7
1]mmmnuc?:hMannTmmmmdmym.Mym statoment will rander my Application & cngoing assisiance, f any,
i for rejectionicancella

2] | nolemnty confirm thist asskstance, if recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, lor which such assintance
winy requestod By me

3) | hereby confirm that | kave not & will not in future, avell of reembursement, in pant of in full, from any other seErcelemployerinsurance company, of the amaount
for which fis sasistance i reguesied

1) & v wrw o T ogm e @ Fied o wdt fvwon 48 sl € sep we ol ol ol st Seee o e sme own we | R 3 e foe ot @ aed b
2) % opn ¥ wpmn o e Tt dd et vwm o dm i e A dmmsm A b
3) ¥ ofe won T form wr b o wde o o £, 9 i W e w e e fed s sttt et @ o o e § sbeos @ vt o

AGREEMENT by APPLICANT (smiew pu %)

1) By affixing my signature or thumb iImpression on this Form, | |Applicant) hereby agree & authorise Koshika Foundation and It's Trustees io
usefpublish/pul-upireproduce my neme, addiess, pholo & detsils of the “purpose’, for which such assisiance is requesiedigranted, through any
mmedium, including bul not limied to verbal, print, slectronic, for soliciting donalions for Koshikes Foundation and/or disseminating information sbout it's
aciivilles/achievernents. Such use of my pholo & detalls can be made by Koshika Foundation belore or afier my treatment or fulfiimant of the “purposs”
for which assistance is being reguosind,

Z) | (Applicant} further agres that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance s requested/gramied,
will rot sulomatically entilie me lor recaiving o confinuing the sald ass:stance. The decision lor granting and/or continuing ine nssistance will rest solaly
with: the Trustess of Koshika Foundation, and their decision is this regard will ba final and accepiable 1o me,

1) 98 ye w e e T S W o e, f (aiew) sl e e s W ‘s Rt S e i W e e (s,
o, i sl fewrs vy F dfes §, o “wifee” o amit, o3, wem ol gtve § wd el sl aveferd & ferd fed o wEm e

o yuftn wrd o foy arfiogn i S v w foers A e o e o et o flry e wrrbe w ol s §

2) 4 (soiew) wow @ wew  fe d0 o, o, o ol feve @ e oo ® Tt @ wie & S8 ve: e W e T T o o o

‘i W TR = W Tl s sl s )

AGREEMENT by HOSPITAL (wwe g %)

By affixing hereunder, Ssgnature of our Authorised Signatory for recommending this case/patient for financial assistanca from Koshika Foundation, we
{Hospital] harety aMrm & accept following:
1;mﬂmmmmwmmmavwdhm\ﬁlnulwmmNmuwm‘mmﬂum.-nn
mauesting to get from Koshika Foundation, 1o the extent thal such sasistance s granted by Kouhika ation. If the mquested sssistance is nol granted
by Koshika Foundation, i part orin full, then the Hospital reserves IU's right to make up the shortfall from another MGO or any other source, This
confirmation essertially states that the Houpital will not avall any duplicste assistance for the same patient/case from any ofher NGO or any other solrce
2) The assistance from Koshika Foundation s only financkal in nature, The choice of the eamenlprocedurs advisad/conducted by the Hospital on the
patiani, s based on the arangemant babwoen the patient & the Hoepital, and in in no way influsnced by Koshikas Foundation. Honce, the Hospital will
I-T-nlsuluiwm raeponsibility of the treatmant & iVs outcome & safely of the patient, and Koshika Foundation will have no robe or responsibility

n matier.

vt s, v W) s @ wndad s st st 9 fle s 1y feel S w4, S oW () fre o v A sl e

1) = fa 3w wr sb v i o Tl s S fowesrd v @ el sen v A e i F @ og @ w4, 4 owd Csifes et
o frefonfesh yen o may o e ey oo wee by B boofe Cwife et Do e fedh ofewaen ) o of fow e oA e
fodd sr i wrert wew w felt o wE W W A3 W s g e b g F e s own § e s fpie e s Sl iy fed
¥ sl Hew i el e A W Al

2 “wiftwm wrwstee” 0 o of werem e Pl wgie o & Oh v weree o O of s o ek ok svevefen w g dd ool e

& dw w fievw & o “s¥fm st g felt eep W W o o b orefe e o O ® e e she el wd o el el Sl o g
mmm-M'mﬁwummFimMa

FOR INTERNAL USE of KOSHIKA FOUNDATION  ai=ift® 7w 7Y

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! | i Y 2

=g

ol FAET




