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APPLICATION FORM FOR ASSISTANCE (Healthcare)

HETTA B9 3THET WIEY (TR )
Vo8] 061 3 e e T
wecme: Ranam chandna  PEHEE R
m%mﬁﬂwum: 'Bbm{ Ld-k

PRESENT RESIDENCE ADDRESS =rum SiEmTg w4

"IN Madhnal; UP ZesU3is

PERMAMNENT RESIDENCE ADDRESS - 7Ty Sarem um

SAhme Y _abhpr =
gff:ml.l:ﬁm: [_,.ﬂ,bw—[ W}Iunmuzn{ﬂhﬂn}
TOTAL ANNUAL INCOME ; (Attach Proof of Income)
e it So | — o e vy, N
PAN No. TIf IR e —
ARE YOU AN INCOME TAX ASSESSEE [Tick whichevar is applicable); Yes ! No -
¥ A AW W & (o W W R WA W o wm s |\ __—

FAMILY DETAILS it faamm

Rolation with Applicant

St Ne. Name of Family Member Age (Years) Gender ?
FH A wftm % A I () fem i i B )
LS kg U ey Uy £ Ay -l o
q- Thaly Mo 3 % 0

- < ;
5 Mmamia of F EM&M&& 10 bian
BASIS for REQUESTING ASSISTANGE (Tick whichevar is applicable)
s % fid et smm
BPL Card EWS Certificats Ration Card Any Dther
{Astach Card Copy) (Attach Certificate Copy) (Attach Copy) BasisProol
i w A sE o Wl g Ty TV w7E Jlia vl
(W v W v e W (e w3 3 wew s HEe = {3 wrm wfh HeE
“PURPOSE" for REQUESTING ASSISTANCE:
v 1 el M fed e
51 Ne, Medical Reports/Prescriptions Attached
w9 W FETEETRT # A W o yhem e W
M —  CTafamnct
: LE - Codanarsd
» i N ‘
o L7 = L " ’ B
L= T
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
6 Iqke § W S wewe fedt o we B fE o R
Sr. Mo. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
A e = Pl A . I§ HETE i
[ AL oadty "~ -




DECLARATION by APPLICANT: == gAT Wiy m:

1)1 henaby confirm that all details In this Form are Trua to the besl of my knowledge, Any false statement will render my Application & ongaing assistanes, | any,
limbha for refaction/canceliation,

2} 1 smhemnly confirm that assistance, If recelved from Koshika Foundation, will be used only for the "purpose’, as stated in this Form, for which such sssistance
wiis requested by me.

3) | heraby confirm that | have nol & will not in future, avail of reimbursement, in part of in full, from any other sourcalemployar/insuranca comaony, of the amount
for whach this assistance i3 requested.
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AGREEMENT by APPLICANT (s gl U1

1) By alfixing my signature o thumb impression on this Form, | {(Applican) hereby agree & authorise Koshika Foundation and it's Trusiess o
salpublishiput-upireproduce my neme, address, photo & datails of the “purpose”, for which such assistance is requesiedigranted, through any
midium, including but not imiled to verbal, peint, electronie, for soliciiing donations for Keshika Foundation andfor disseminating Infarmation about it's
sefivities/achisvamants. Such usa of my phato & details can be mads by Kpshika Foundation before or after my trestment or fullilment of the *purpose”
for which assistance is being requested.

2) | {Applicant) further agree that any such use of my name. address, pholo & details of the "purpose”, tar which such sssistance s requested/granted,
will nol aulomatically antitia me for receiving of continuing the said assistance. The decision for granting andlor continuing the assistance will rest solsly
with tha Trestess of Koshlka Foundation, and their decision is this regard will be final and acceplabls 1o me.
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AGREEMENT by HOSPITAL (7&ma B0 %07)
By affixing hereunder, signature of oul Authorised Signalory for recommaniding this case/patiant for financial assistance from Koshika Foundation, we
{Hospital) hareby affirm & sccapt following:
1] thiat wa neither are presently not will in fulure avall of financial assistance from another NGO or any othar source, for the same patienticass, a8 we are
requsting 1o get from Koshika Feundation, to the extant ihat such assistance is granted by Koshika Foundatlon, If the requested assistance |s not granted
by Koshlka Foundation, in pan ar in full, then the Hospital reserves (1's right 1o make up the shortfall from another NGO or any other source. This
confiration essentially states that the Hospital will not avall any duplicate assistance for the seme patienticase from any other NGO or any othar soufca
2) The assistance from Koshika Foundation is only financial in neture. The cholce of tha treatment/procedura advised/conducted by the Hospital on tha
patkant, s based on the arangement batween the patient & the Hospital, 2nd is In no way (nfluenced by Koshika Foundation, Hance, the Hospial wil

ansuma sole & cemiplate responsibility of the treatment & s outcoma & safety of the patient, and Koshika Foundation will have nd role of reaponsitility
In the matter,
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