Uﬂ,‘ﬂj’r C-2U=~o09 ~ tgl’ﬂ
APPLICATION FORM FOR ASSISTANCE (Healthcare) :
HETEW ¥ SEET WY (Twegy daae) E’%‘;’fﬁ
mn: Vfoﬁﬁtf)'a?ﬁ‘.;._ APPLICATION DATE !_{‘f’ggfgﬂ | Suiiing block of i
NAME of APPLICANT | : m AGE-YEARS 379-m% | sex filn B
A w1 emolna Simath 24 M
fommwge w1 A e Narth o Aaw -
= PRESENT RESIDENCE ADDRESS _wn[_spqrar_wm PASTE PHOTO HERE
[ Saglabad o FUba
_MM 57 Rregp  Pestop
PERMANENT RESIDENCE ADDRESS - marl syt gm
TAThNe anN ahve

OCCUPATION : San— MARRIED (PH1#7) | UNMARRIED | svsfi)
{attach Proaf of Income) ‘/vr'd

v Gday o eonple) VA (9 0 e )

PAN No. BT W1l A
mrwnummmmmum&x
TR AA

oA A ow o (W T W I8 W u e e s
qumm mm
5. No. Name of Membar Relation with Applicant
nn‘r ofiam % A ‘ﬂ{ﬂ:- !q‘n R T R
BABIS for REQUESTING ASSISTANCE (Tick whichever is applicable}
wpram % ford st smm
BPL Card
(Attach Card Copy) (Attach Certiicate Copy) (Aiach Copy) BacisiProot
wind % S o T = s wl g Fviem wil Prpaper i
(v 7Y W v o e wh (ymmn we W) e of S ) (v o % v R wEe w :
“PURPOSE" fior REQUESTING ASSISTANCE:
R g e el = et
Sr. No. Medical Reports/Prescriptions Attached
T w sermeygher B wh o nf wiwher gt we
BE — U odamrf
LE — (odanmi{
LSurr?-Eﬂg-— ;_ﬁ;’l — Sy FPM M
L
e B
ABSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
& Iten % W s e fed seu sy @ feen v W
5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=1 55 = o= viw W st mf wewE W
- gl €L Tr]niﬂrf.._




DECLARATION by APPLICANT: SFZE T/ W 1:

1) 1 heretyy oonfiern thal all delals in his Form are True to the best of my knowledge. Any false statament will rendes my Application 4 ongolng sssistance, If ang
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2 | solematy confirm thal sss|stance. i received fom Koshis Foundaton, will be used only for the "purpose”, 6s stated in this Farm, for which puch assstance
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1) By aflixing my signalure or thumb impression on this Form, | [Applicant) hereby agrae & authorise Koshie Foundation and 1's Trusliees 1o

use publishipul-up/reprodoce my name, address, photo & doledls of e “purpese”, for which such assistance |s requested/granted, hrough any
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By aMixing heseunder, signatum of sur Authorised Signalory for recomimending this cass/palient for inancial pssistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) thal we nedher are presently nod will in futute ivaeil ol financiel assistance bom anolhes NGO of any olfher source, fof the same palionl'case. Bi we e
reguesiing to get rom Koshika Foundation, 1o the extent that such essisiance = granied by Koshika Foundation. If the requasted assistance & not granted
by Koshika Foundation, i part of in full, then the Hospital reserviss it's right 1o make up the shortfall from analher NGO of any other source. This
confirmation essentially stalos that the Hospilal will nol avall any cuplicale assistance fof The same patient/casa from any other NGO or any othér source
2) The assiutnnce fram Kashika Foundation is only inancial in nature, The cholco of the teatmentprocedure sdvised/conducted by the Hoapial on the
pilrnt, is bassd on the amangamant between the patiant & the Hospital, and is in no way Influenced by Koshika Foundation. Hance, the Horptal wil

nssume sole & complels responsibdity of the treatmant & iU's cutcome & safety of the patient, and Koshika Foundation will haes no role o responsibilty
i ha mater.
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