\URAI-C- 22-04 I35

~AFPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬁj‘gh{ka
T ¥ STETA WrE (e dam) foundation
;:;:::gurun.: \f’/fﬂﬂ/o{ q1 ﬁ;m%mmﬂ:i‘?/ﬁﬂ}%e Buslcimg block of ide
- ACE-YEARS 3rg-mr | sEx i
mewwm - Chomga 8289 | F
s L

PRESENT RESIDENCE ADDRESS WiqH 37arEm Wil
SV pdtuana |

TG, Bhasakbun , Pasiaahaty, 231303

PERMANENT RESIDENCE ADDRESS @ W 379E(M T

1Rne ;1;_!'9

(e€a ) Chompa

TAONe s absitc

o __Heme malei Wﬂ} | UNMARRIED {sfirive)
TOTAL ANNUAL INCOME : - S A m = \ {Artach Prool of Incame]
77 s 7 50U [~ Fanmy 1Y) (o e v /[
PAN Mo, THTE T T =
ARE YOU AN INCOME TAX ASBEBSEE [Tick whichuver Is spplicable). You i No
7 5 &M = TE ¢ (S W E F8 WORE W e e o T
FAMILY DETAILS gftom faarm
5r. No. Name of Family Membar Age (Yoars) Gender Relation with Applcant
FE wftan & wred! w1 W ™ () fiotn SR W W W
| La-la™ \_;"]'Ij_h L aie An Fluashand
o dalwnahan 28 A 1
2 (_m.mh'u\ £l A8 = Rasighden (0 Lody
Ly L oald thzia Yy A1 T ornd i
= Bovs [ & £a na 93
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicabin)
B e M
BPL Card EWS Certificate Ration Card
[Attach Card Copy) (Attach Certificate Copy) iﬁﬁn:‘-'-ww nﬂfﬁ:ﬂ?
witE T oF S T w9 Y T v T Sy i
(5m o o e ufl W st (wmm o) wen et (o e o ove wf we Wl

“PURPOSE" for REQUESTING ASSISTANCE:
wem ¥ fed ) frlt | I

81 Now
¥n HE

Medical Reports/Prescriptions Aftached
s et § Wl w1 wfe g de

FE- Cahlapard

L E - { adaglialt+

LEY SIcSFPAMmp

=

g — |
= <

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
™ TEya W By v A werm fesl e B fem o @7

&r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=1 we & M W W eft wé T TR

[pacan ,"I —

ik CLEn daundal.ti
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1)1 hereby confirm Mat & detais in this Form are True to the best of my knowledge. Any false statement will rencer my Application &
tabie for rejecionicanceliation, "
211 zolemnly conlirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, @5 stated in fhis Form, for which \
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1} By affing my signaters or thumb impression on this Form, | (Applicant] hereby agree & authorise Koshilka Foundation and it's Trustess to
uselpubksh/pul-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted, Mrough any
medium, Inciuding but not limited to verbal, print; electronic, for sobiciling donatians for Koshika Foundation andior disseminating information about if's
activiliesischisvements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance i being regueated
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will not automatically entitle ma lor recetving or continuing the sald assistance. The decision for granting andior cantinuing (ha angistunce will real solaly
with the Trusises of Koshika Foundation, and their dacision i this regerd will be final Bnd scceptabie lo me.
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AGREEMENT by HOSPITAL (§ras T %H)

By stfixing hersunder, signature of our Authorised Signatory for recommending this caselpatient for financlal assistance lrom Koshika Foundation, we
{Hospital) heraty atfirm & accapt following:

1) that we neither are presently nor will in future avall of financial assistance from ancther NGO or any other source, for the same palienticase. 83 we are
requesting 1o gel from Kashika Foundation, 1o he extent ihat such assistance is granted by Koshika Foundation. If the requestad assistance is not grant=d
by Koshika Foundation, in pant of in full, then the Hospital reserves I's right to make up the shortiall from ancther NGO or any ather source, This
eonfirmation sssentiofly states ihat the Hospital will not svall sny duplicate sssistance for the same patient/case from any other NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nature. The cholce of the trestment/procedure advised/oonducted by the Haspital on the
patiant. is based on the arrangamant between ths patient & tha Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume solo & complets responsibility of the treatment & |I's outcome & salety of the patiant, and Koshika Foundaticn will have no role or responaibility
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