VR -¢ -R8- 13- 6834

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOS"LLIQR
HeETaT €9 SEET WIEg (TS S ) et
frevesnonna: A [1235 [ o5 | sricaouner: (RS | Swewan |
AGE-YEARS *me-mi | sex 5 —=

mruf APPLICANT @ F:' g‘i

1 Tm

Simgh 6 1M o9, =
FATHERBI'EF‘HUH-ESHAHE..ELL’_;H;}_! b ¥ “\
PRESENT RESIDENCE ADDRESS daqH 7mmid —lh,d =2

ESME.EQ o A d
i

ALl - fiz""dd P hi L >

U AH- M adhto7d, U, .v ,mou.

PERMANENT RESIDENCE ADDRESS : =% &Ta wm
Same AF atisre
QCCUPATION L =b g \ MARRIED (e | UNMARRIED (stReea)
TOTAL ANNUAL [NCOME : : [Attach Proof of Incomae)
T wits s El?)’-"“"/-— (3w wa gy AL/
PAN No. B3 &5 5@
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is appllcabla). Yee, No
T A W wA E (WG F TH W T SO T Wim —
FAMILY DETAILS wfram Famm
5. No. Name of Famiiy Member Age (Yoars) Guander Raiation with Applicant
0 W= W WEEE W AW =W (=) i i i e e e
|IE HA jﬂf’}u =] = Wi-l'e
- a7 VR TF ik WD
? =

BASIS for REQUESTING ASSISTANCE (Tick whichavar s apglicabie)
wermm & A fief smm

BPL Card
{Attach Card Copy)
i r F S
(wmr T T wen uf e wh

EWS Cenificats Hation Card Any Oiher
(Attach Certificate Copy) {Attach Copy) B X
agls/Prool
== A T IR W Ty
(WHE U W v e S (WA T W W i st Y W
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DECLARATION by APPLICANT: simi gm e s

1} | herety conifirm that al| details in fhis Form are True lo the bast of my knowledge. Any false statement wil rendes my & fion & @ assigtance, it an
lishl for rejection/cancailation. SR ORG-S S 00

2) I salemnly confirm that assistance, f received fram Koshika Foundstion, will be usad only for the "purposs”, as siated In this Farm, for which such assistance
was raguesied by me

3} | hereby confirm that | have not & will not in future, avall of reimbursement, in part or in i, fram 2ny ether sourcefemployerinsurance company, of tha amount
for whioh this assistance is requesied
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AGREEMENT by APPLIGANT (s10es 20 #)

1) By affixing my signaturs o thumb impreasion on thic Fom, | (Appllcant) hereby sgrae & authorlss Keshika Foundation and IU's Trusteses to
useipublish/put-upireproduce my name;, address, photo & details of the “purpose”, for which such assistance is requestedigranted, threugh-any
medium, Including bul rat limited fo verbal, prinl, electronie, for solfciting denatlons for Kashika Foundation and/or disseminating Information about it's

activitlestachisvemenis. Sech use of my phola & details ean bs mada by Keshika Faundatlon batore of after my freatment or fulfiiment of the "plirposa”
far which essistance ts bsing requestad.

2) 1 {Applicant) heiher agres thal any such use of my name, sddress, photo & detalls of the “purpose”, lar which such essistance is requesiedigranted,
will nat autemnaticslly entitle me for recetving or continulng the said assistance. The declsion for granting and/or conlinuing the assistance will rest solely
with tha Trustaes of Koshika Foundation, and their decision i3 this regard will be final and accoptable o ma,
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AGREEMENT by HOSPITAL (Y& ZR1 W)
By affixing heraunder, signature of our Authorised Signatory for recommending this casefpatient for financial assistence from Koshika Foundstion, we
(Hospital) haraby affirm & accept following:

1) that we netther are prosently nor will in future evall of fingncial assistance frem snother NGO or any olhsr source, for the same patlant/case, aswe are
raguesting o gol from Koshika Foundation, to tho oxtant thal such sgsistance o granted by Koshika Foundation. I the requested asistance is ol granted
by Koshika Foundation, in part orin full, then the Hospital reserves ['s Aght lo make up e shortfall from anather NGO or any other source, This
confirmation essantinlly steies that the Hospital will not avail any duplicate nssistance for the same patiant/casa from any other NGO or any ather aourca,
2) The aesistance from Hoshika Foundatlan |s only financizal in nature, The choice of the treatmenUprocedure sdvised/conducted by the Hospital an the
patianl, is based on the srrangament between (he patient & the Hoepital, and 8 in no way influenced by Koshiks Foundation. Hence, Ine Hospital will
agsumme solu & complate responaibility of the treatment & It's outcome & safely of the patient, and Koshiks Foundstion wil have no rale tr responsibility

in the maiter.
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