VRN ~C — QU-08- 03[ F

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%h [ka
HETaA ¥ qEH (@ S|wE) foundation

et s /oG aly [2539

;l;;rc%mu pate: J 460 ( J L( Duilding block of i

ekl @]’h As ﬂu’fk_[‘ 5 4 F

AGE-YEARS -4 | sex fefn

. PRESENT RESIDENCE ADDRESS =uM Myl

Yatal 5 Jadal, DB Hoaohaxd,

Ul Zs9a3 reap Poxtey

PERMANENT RESIDENCE ADDRESS | #u1{ S o1

oam€ A% Qipl\ip

N CHWQ mafeen mmiiﬂﬁnhhuumm{mﬁwﬁn}
TOTAL ANNUAL INCOME : . {Attach Proof of Income)
¥ Wb A Saqp/— (FagmAW)  (mwwaden () K
PAN No, TII¥ TR HE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable}: Yes /N -
T SN W W E (A I W IR W e W P S ;!'H_;’r
FAMILY DETAILS yitam Teram
8. No. Hame of Family Member Age (Years) Gonder Relation with Applicant
wH HE offan % W AR aw (=) feim HATE W WY
I: Kachchu L i H I anol
7 SodEnglna 23 I~ T
Z y/Z LN il = = PET R N (AN i 77,
BASIS for REQUESTING ASSISTANCE (Tick whichever Is appiicable)
wrm % ford fofn sam
BPL Card
iAttach Card Copy) lnnmn;ﬂ"mm} [m E.m'ﬁj ﬂﬂm
i SFq Y W TR WE P Sivie
(T TS R TR T A (e s %1 9w wiE w1 (w9 1 v W e WY

“PURPOSE" for REQUESTING ASSISTANCE:
wwTa Wy fEd i f W g

Sr. No,
F0 T

Medical Reports/Prescriptions Attached
weerey R | Wi W) wie e we

EE - M S S

L E - (afaqont

. = Fal
Turqesy -  7TE) —SdUS TP AR M
W 1 L

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ IR % 3 S = merm el s wim # o oW

Sr. No.
T

MNAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w1 T w9 i1 7§ wEw

DS gdoon |~




DECLARATION by APPLICANT: smigs g s 93:
1) | heretry confiom that all details in his Form are True to the best of my knowledge. Any false staloment will randar my Application & ongaing assistance, If any,
liabie for rejectionfcancelliation,

21 | sodamnly contirm that assistance, if recelved from Koshiks Foundaton, will be used only for the “purpose”, as stated in this Form. for which such assistance
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11 By affining my signature or thumb impression on this Form, | (Apolicant) heraby agres & authonse Koshika Foundation and it's Trustees o
usapublishiput-upreproduce my name, sddress, photo & deteils of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited 1o varbal, print, alecironie, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achisvements. Such use of my phola & detalis can be made by Koshika Foundation before or after my reatment or fulfiiment of the “purpose’
for which assistance is being requested,
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will ot automatically entitie me for receiving of sontinuing the said assistance. The decision for granting andior confinuing the assistance will rest solaly
with the Trustses of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.
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By affiving hereunder, signaturs of aur Authorissd Sknatory for recommanding this casa'patiant for financial assistance from Koshika Foundstion, we
[Hospital) hereby affirm & sccept following:
1} thimt we neither are presently nor will in huture svall of financlzl essistance from another NGO or any othersaurce, for the sama patisnl'case, 85 we are
requasting fo get from Koshika Foundation, 1o the extant that such assistanca is granted by Koshika Foundatian. I the requastsd assistancs (= not granted
by Knshika Foundstion, in part or in full, then the Hospilal reserves iUs right to maka up the shortfail from another NGO or any other source. This
confirmation essenfially states thal the Hospital will not avail any duplicale assistance for the same patient/case from any othar NGO o any othar source.
2} The assisiance from Keshika Foundatian |s only financial in natura. Tha chaolca of the treatment/procedures advised/conducted by the Hoepital on tha
patient, 14 based on the arangemen betwesen the patient & the Hospital, and is in no way iInfiuenced by Koshika Foundation. Hance, the Hospital will

assume sole & complete responsiblility of the trestment & it's outcoma & safety of the patient, and Koshika Foundation will have na role ar responsibility
in the matter.
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