[ "

" - - = - .

VRN -C-25 -0/~ oS c®

APPLICATION FORM FOR ASSISTANCE {Healthcare) thlkﬂ_
Hmmiqa?rthm (TEARET T ) ‘ T
R L olas ] Rl APPUCATION DATE 1] 0] 25 g ik o e
HAME of APPLICANT : . AGE-YEARS Wg-w4 | sex fim
S w 5(9'}1 (th {7 =
;:mm W omy ok Ul:’?"”-»l-f/

W

= y -
PEL _nfkad . DATa s "
I frecp fo0
PERMANENT RESIDENCE ADDRESS um '
2a9he€ a abfV e
QCCUPATION :
s dome Dalker | ———
TOTAL ANMLIAL INCOME - {Astach Proof of Income|
A Wit o MUtD - (Faagnilyd) omumasem Al
PAN No. TaTf ERT WM
ﬁTWMMTHMﬁﬂmH“MI: Yeu | No L’r____,...--————
W S s w1 ogm & (W wm oI o ow P e TR
FAMILY DETALS wfiam fimmm
B¢ No. Mame of F Member Age (Yesrs) Cender Retation with Applicam
& waw ftm % ok ™ () fian FRRCE W W N
- m"ﬁiﬁgﬂﬂanan Y 48 P RNTY e £
A Taity>, F | ¥ & Y Th
g 177 7Y E— W Auiten (hidd
BASIE for REQUESTING ASSISTANCE (Tick whichever is applicable)
werom % fen faafn s
BPL Card Cantificala
(Attach Card Copy) (Attach Cortificats Copy) (Attach Copy) Ran, b
i B R R R R e s ] yam Fovien wnl =1 o ma
R R -k R R (=W WE W W W W W (W W W1 S W W W

“PURPOSE" for REQUESTING ASSISTANCE:
T ¥ e T P W I

Sr. No.
T

Medical Reporta/Prescriptions Attached
sETyEeE | Wi W oy e ae

he — Cafdnoct

EE — Catanacs

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
8 Tetvn ¥ W sem e fest e v R fen o @7

e
§F

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
ST T WO W ™ werwm wh

Io6de—

i

r;ﬂ '




DECLARATION by APPLICANT, ses g gy us:

11 1 herety confirm thal af dotals m this Form ane True to the besl of my knewledge. Any lalse stalement will render my Application & engoing assistance, I any,
Labke for repeclion/cancellation

2} 1 sabgrmnly confirm that ansistance, i received Irom Koshika Foundation, will be used only for the "purpose’, as stated n this Form, for which such assistance
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1)1 haretry conbinm thal | have nol & will st in future, aval of resmbursemant, in par o in full, from any other sourcelsmployericsurance company. of the amaid
for which this assstance is reguasied.

1) & v won f P g sy @ fed o wh T 30wt O sepm we o @ b ot W e o s o s e & W 90 o ferm ) o s )
1) 4t gu W s ofy *wifee wsva®, @ o w o §, cee e ol e o) o & fvd few i, W e d e e b

1) 3 g w o e fom v i v win S vl & 90 ofe w s © wew frem el s anfeimed sl @ 0 @ fre st 3 @ afen d
AGREEMENT by APPLICANT ( srizs o =)

1) By affang my sgnatuse of thumd impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
usepublshipul-upiraproduce my rame, address, photo & details of the *purpose”, for which such assistance is requested/granted. through any

i, inctuding bul nol limied 1o vertal, print, elsctronic, for saliciting donations for Koghika Foundation and/or disseminating information about it's
potrtins/ scheeninents. Such use of my photo & details can be made by Koshiie Foundation botors of after my treatmant o fulfilment of the “purpose”
for which assestance s being requesied

211 (Appticant) further agree Thal any such use of my name, address, pholo & details of the ‘purpoese”, for which such assistance i requested/graniod
will nol suiomalically entile me for receiving or continuing the said assistance. The decsion lor granting and/or continuing the sssistance will rest sisly
with the Trustees of Kostika Foundation, and their decision is this regard will be final and acceptable o me.
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Hy affing horeunder, sgnaturg of our Aulhonsed Signalory lor recommanding this case/patant for finencial essistance from Koshika Foundalion, we
(Honpitad) hersby afinm & scoepl following:
1) that wa nether are progendty nos will in uture svail of fraeclal assistance from another NGO o any cther source, lor the same patient/case, a2 we are
Lo gl from Koshika Foundation, to the axtent that such assistancs |5 granted by Koshika Foundation. If the requested assisiance is not granted
by Manhika Foundation, i pert of in full, then the Hospital ressrves It's dght fo make up the sharifall fram another NGO ar any other soutce. This
confimnation sssantially states thiat the Hogpital will not svad any duphcate assistance for the sams pebenticase from any other NGO or any other source
2] Thes assiatance from Koshika Faundation is only financisl in nalure. The choice of the treatment/procedure advised/conducted by the Hosplial on the
patisnit. s based on the ansngemen! belween the palient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

pasume s0ie & complete responsibility of the treatment & [1's outcome & salety of the patient, and Koshika Foundation will have no role or responsibiiey
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