b5 S Rl il i B -

APPLICATION FORM FOR ASSISTANCE (Healthcare) i {
HETam ¥q SEET Wey (v SR ) g’%
o Mlinzalego g W{g gjj;,e )y §— R o g
NAME of APPLICANT : ' o st ¥ SEX i
i Sl Rn na haXhan 9% M
FATHER S/BPOUSES k
femrps W 4

[ RESIDENCE ADDRESS =mH #Tam T8
‘_E | Hat=] £ ball |

tHas '"ﬂﬂ’.ﬁ — 5. Ti6L
ADURESS - vy symrelin om
Sang 0% sbhaus

WA i _‘tﬂ}j_[‘ﬂ By |- MARRIED- (Ferf¥n) | UNMARRIED | s¥immiive)
TOTAL ANNUAL INCOME - {Amtach Proo! of Income)
= wifs = %, a4 {sme % = HEe)
PAN No. i mma W BT
'ARE YOU AN INGOME TAX ASSESSEE (Tick whichever |s applicabler Yes / Mo
w1 o wwm § (0 e W Te o W P a W/
FAMILY DETAILS witam frsm
St No. Name of Member Gender Relatlon with Applicant
w9 _Ho i & ¥ W _?ﬁm} fin lﬂunmm
{"]"i' Mun‘\ﬂh ST I\
BASIS for REQUESTING ASSISTANCE (Tick s applicable]
W = o el snm
S Gont EWS Certificat Ration Card Any Other
(Attach Card Copy) (Ahtach Certificate Copy) {Attach Copy) s, b
il T ¥ 4 owm w ELE R FudE W i wl
(v 53 % v W g W (o v W o o vy wh (v v W wrm fy see wh
“PURPOSE™ for REQUESTING ASSISTANCE:
W ¥ el v fesll W I
Br. Na. Medical Reports/Prescriptions Attached
iRl 1 sepveiet 8 wit 51w i gl g

‘ ) 3 TALL
s e

A i i i

n}.l%l_lt_éﬁs iin foiks, 1T I

ASSISTANCE BEING AVAILED for SAME -PURPOSE- from OTHER SOURCES
™ T % ¥ Wi 5= wwew fe s w2 feaw o W
Sr. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ E 5 v W o ot nf wem ot
L A [

~

—\_—




DECLARATION by APPLICANT: shoe g wimm wu; )

1) | neseby confirm that ail detals in this Form are True 1o the best of my knowiedge. Any false statoment will render my Application & ongoing assistance, ¢ any,
liabie for rejocton/cancedation

2) | sclemnly confirm that sssistance, f recetved from Koshiks Foundation, will be used only for the “purpose”, &5 stated in this Farm, for which such assistance

was requesied by me.

3) | heraby conlirm that | have net & will nol in future, avail of reimbursement, = part ot in full. from ey oiher sourcerempioyerineurance company, of the
for which [hes nassiance i requesied.
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AGREEMENT by AFPLIGANT (svtes T %T0)

1} By affiring my sigrature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundstion and it's Trusleos io
use/publishiput-up/reproduce my name. address, photo & dotalis of he *purpose”, for which such sesiatance is requestedigranted. vough any-
medium, Inchuding but not bmited to verbal, prink. elecironic, for soliciling donatiens for Kostvika Foundation andior disseminating information about i's
sotivities/schipvernonts Such use of ey photo & delsils can be made by Kaeniks Fourdalion batore or aher my reabment o hifimant of the “purpose”
for which sssslance & belng recwested,

2} | (Applicant) further agiee that any such use of my name. address. phola & details of the “purpese”, for which such ssistance i requestedigranted,
will not automatically entitle me for receiving or continuing the 3k axsistance. The decislon for granting and/ar continuing the assistance wil rest solaly
with the Trustees of Koshika Foundation, end their decision i this regard wil De fins! and acceptabie to me
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AGREEMENT by HOSPITAL (Fmm 3m s01)

By affiuing hereunder, signature of our Authorised Signatory for recommending this casalpatient for financial assistance from Koshika Foundation, we
[Hospital) heraby affirm & accopt follewing;

1) that we neither are presently nor will in future avall of financial assistance from anctner NGO or any other source, for the same patient/case, as we ane
requesting to get fram Koshika Foundation, 1o the extent Ihet such assistance (s granted by Koshia Foundation, If the requested assistance s not granted
by Woshika Foundalion, in part or in full, then the Hospilal reserves it's right o make up tha shortiall from another NGO or any other source. This
confirmation stitan that the Hospitl wiil not avail any duplicale ssslstance for the same patienticane lrom any other NGO o any other source
2} The assistance from Koshika Foundation & only financisi in mature. The choice of fhe iresiment/procedure sdvisediconducind by fhe Hospital on the
patient, is based an the armngwment between the patient & the Hospial, and |s in no way influsnced by Koshike Foundation Hence, the Hospital will
s5sUme 5oés & compiete responsibility of the treatment & it's oulcoms & safety of the patient. end Koshikn Foundation will have no role o resporsibility
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