NRAN-C-22-12 =053

~.APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc%h{ka
"y Ii‘i IS T ( ) foundation
T V]1333] 1199 e (Y LY
NAME of APPLICANT - .-Q ) P AGE-YEARS 514-74 | sex fen :
ST T A '_-rﬂ'"llg['ir'll'['l_ "_1)..31”1 L{E -l_—:
FATHER'S/SPOUSE'S NAME - T = r}
fmsgs = 79 FERWIL "{ : b W
PRESENT RESIDENCE ADDRESS &9 _sTarerd ol i’ _
' ; i Perne P:&A@I@‘,
Dt Madduana, [J 2 =L¥[5&a @'P
PERMANENT RESIDENCE ADDRESS : =41f Saisiq ol
oA e  asN abhAdre
e f'l'mz}ir?_ A a Ky meim
TOTAL ANNUAL INCOME : . i {Attach Proof of Income)
e e e/ | Fanm 1Y) (s = e wem) AL/
PAN Mo, =uTf W Wl _ )
ARE YOU AN INCOME TAX ASSESSEE ([Tick whichever ls appiicatie): Yos | No e
AN AW W I 2 (9 AR W W W w1 FeE wow |
FAMILY DETAILS fim fiem
Sr. No. Name of Family Member Age (Years) Gander Rolation with Applicant
= v v 8 el = 5 (20 o plc i g
| Lehane g =1 H Ly bl
] B aseeal o A SC1h
s Fnidr: 14 = -ﬂaaggﬁiu_'@hu&_
7. Ei oo & S\ Gzl S
BASIS for REQUESTING ASSISTANCE (Tick whichuver Is applicable)
= % fed fish anm
BPL Card EWS Cedificate Ration Card Ay Other
i T ® A T A W TN T v e P s
(T U W e v EE Wl (e w1 % o e wEE W (e o wf v il He W
“PURPOSE" for REQUESTING ASSISTANCE:
e £ fed W el @ et
&r, No. Modical Reports/Prescripions Altached
Lk FrmmevElsn 4 = $ o s O vee
N — cednale Colaniadt
= — semmile (rdamtd
. P —
A LLﬂB«-E-‘ﬂW-( LE"D A48+ F M NHE
v A ST .
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
39 T § 59 B0 #9 wEW 9 = v W e v w?
S¢. No. NAME of OTHER SOURCE AMOUNT ol ASSISTANCE BEING AVAILED
T W =1 ¥R W = = ™ T T
E DY NEYX: ;.TF—_h




DECLARATION by APPLICANT: Pm% T ST T:

1} | hereby confinm that all detalls in this Form are True to the best of my knowiedae. Any false stateemant will render my Appll
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£) | solamniy conflrm (hat assistancs, If recaiwed from Kaoshiks Foundation, will be used only for the “purposa’, as stated in this Form,

was requested by me.

3} | herabyy confirm that | heve not & will not in futurs, svall of reimbursement, in part or in full, from any other sourcefamployeninsurance

for which this aszisiance (s requested.
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1) By affixing my signature or thumb impressian on this Form, | (Applicant) hereby agres & suhorise Koshiks Foundation and IU's Trustees to

use/publishiput-upireproduce my name, address, photo & details of the “purpage’, for which such sssistance ls requested/granied, through any

medium, Including but not imited to verbal, print, slectronic, for soficiting donations for Koshika Foundation end/or disseminating informafion about It's

nctivitiesfachiovemants. Such uss of my photo & delalls can be made by Keshlka Foundation before or aller my treatment or fulfiiment of the "purposs™

for which assiziance &= being requested. ?
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will not automatically enfilie me for receiving or continuing the sald assistance. The decision for granting andfor continuing tho aesistance will rest solely

with the Trusiees of Koshlka Foundation, and their decision is this regard will be final snd acceptable to me.
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By affixing herounder, signature of our Authorlsed Signatory for recommanding this case/patiant for linancial assistancs from Koshika Foundation, we
{Hospital) hereby affirm & sccept following:
1) that wa neither are presently nor will in fulure avail of financlal assistance rom another NGO of any cther source, for the same patisnt\cass, 55 wa Gre
requasting o get from Koshika Foundatian, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koghikn Foundation, in part or in full, ihen the Hoepital raservios ['s right to make up the shortfall from anothar NGO or any other source. This
confirmation essentially states \hat the Hospital wil not avall any duplicaie assistance for (he same patient/case from any other NGO or any other source.
Z) The assistance lrom Koshikia Foundation is only financisl in nature. The chaice of the trestmantiprocedure advised/conductad by the Hospital on the
patient, Is based on the arrangement betwesn the patien! & the Hospital, and Is In no way influenced by Koshika Foundation. Henca, the Hospital will

assume sole & complets responsbifity of the tredtment & i's outcome & safaty of the patient, and Koshiks Foundation will have na role or responsiility
in tha mattar.
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