APPLICATION FORM FOR ASSISTANCE

{Healthcare} KSUS hika

eEdl 29 TSR WIEY (T e ) ; :
) cundation
APFLIG;‘Q:[?N: Mo U/ H :]'_f' / !5 h:; APPLIC%&OM CATE : 2__! it !1 } Building black  life

NAME of APPLICANT !
=T M

DeveL e s

AGE-YEARS ¥.T% | SEX fen

210,

=

FATHER'S/SPOUSE'S MAME ©
= =™

/

wolp

y j PRESENT RESIOENCE ADDRESS #dm/ amaamm T

i

Ll
e LLomanstiy Favaslis Ki’ﬂﬂlgﬁ“:lifﬁ
il .“ B 3

PERMANENT RESIDENCE ADDRESS : o VRE op PoeT opf
T 17 TS WY ST £/ L -Devprrs
gggﬂ'-;;”m": umEm Y. 'j n!awa} ! UNMARRIED (sirenfim)
TOTAL ANHUAL INCOME : : ! ! {Atlach Proof of Incerme)
T TNF T p—— { TG F A% T
PAN Mo, Tl =T W e
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever |3 applicable): Tes fNo M
T A S wgm (W wE W TE W Ee W e e @ s o
¥ FAMILY DETAILS TfEN {9
Sr He. Name of Famlly Mamber Apa [Yaars) Gander Relation with Appllcani
FH AT RER ] I 37 () f=m ST % AW ey
i > - i — .
i Chitlevong, (e 2 ™ =M
BASIS for REGUESTING ASEISTANCE {Tich whichaver is applicable)
we & o fef s
BPL Card EWS Cerlifi Ratlon € o
[Attach Card ] {Artach Ctrﬁﬂcaﬁtgﬁapﬂ :A;Lnui? t:ard ;mr 'Uti;?;'
it h:_r_ ® TH T = 2 wf o o R
g v T W (T 9 T ¥ we wH £ e AR T e

“PURPOSE" for REQUESTING ASSISTANCE:
e 7 A m i i

Sr. Ho. Medical Rapumﬁraﬁcrlpliuﬂs Attached
W AT s ERRT ° o A o i R e
o o = / o {
0N & WS iTi N — EE Ced et
i s
| Caloaniied
™ i !
DI LTN
A =
T L-'b
ASSISTANCE BEING AVAILED Tor SAME *PURPOSE” frawn OTHER SOURCES
T T W 0 N ¥ T e @ o 3 R e
5. Ho. HAME of OTHER SOURCE AMOUNT of ASSISTAMCE BEING AVAILED
9w o T T ™ "ETm T
i
= B __a
(1) ) LS i =Rl
= — ¥




DECLARATION by APPLICANT: ST AT wrom o

1} 1 heraby confirm that all delails in this Form are True to Ihe besl of my knowlasdge. Any false statement will render my Application & angoing assistance, i any,
liatta for rejectionfcanceilation.

21| solemnly confinm ihat assistance, if received rom Kashika Foundaton, wil be used only for the "purpose’, as stated in this Farm, for whigh such assistance

was requesied by me,

3) | haraby confirm that | have nat & will rot in fulurs, svail of reimbursemant, in par or i (ull, Trom any other sourcelemployvesfinsurance company, of the amauani

tor which this assislance s equeskad.
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AGREEMENT by APPLICANT {em T F17)

1) By affizing my sighalure or thumb impresskon on this Fomm, | {Applicant} herety Bgree & authorse Koshika Foundation and it's Truslees 1o
use/publishigul-upireproduce my name, address, pholo & detalts of the *purposa”, for which such assislance s requested/granted, thraugh any
medium, ingluding but not limited to verbal, prinl, electrenie, for soliciting denations for Koshika Foundation andios disseminafing Imformalion about iT's
activibesliachlevements. Such uge of my phote & detalls can be made by Koshika Foondation befare or afler my Ireatment of fulfilment of the “purpose”
lar which assistance iz being requested.

7} | {Applicant} furlher agree Ihal any such uze of my nama, address, photo & details of the "purpose”, for which such assislance is reguastedigrantod,
wiH ot automatically enlitle ma for recaiving o continuing the said assistanca. Tha decision far granting andler continuing the assistance will rezl solely
wilh Ihe Trusiees of Kashika Foundalion, and their decision is this regard will be finat and acceptable to me.
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APPLICANT'S SIGHATURE 'R LEFT THUMB IMFRESSION :

AGREEMENT by HOSPITAL {0598 ERT 0}

By aflixing hereundar, signature of our Authensed Signatory far recommending this caesfpatient lor fimancial assistance rom Koshika Faundation, we
(Hospital) hereby alfirm & acoepl olloweng:

1} ihat we neither gre presently nor will in futuns aval ol financizl assistance from another NGO or any other source, for ths same pallent'case, 83 we are
requesting 1o get from Keshika Feundation, lo the exent that such assisiance is granied by Koshika Foundation. If the raquested assisiance s not granted
by Koshika Foundation, in pat of in full, then the Hospital reserves s right o rrake up the shortfall from ancthsr NGO or any other source, Thes
confirmation essentislly states that the Hospital will not avall phy dupScate sssislance for the same patient/cose from any other KGO of any olher Solrce.
74 The assistance from Koshika Foundation is only financial in nature. The choioe of the reatmentprocedurg advisadiconducted by the Haspilal on the
patient, s based on the armngemant betwesn the potient & the Hospitsl, and is In no way Influgnced by Koshika Feundation. Henca, the Hespltal wil
assume sole & omplets responsibilty of the reatment & if's outeoma & salaty of the patienl, and Koshlka Faundalion will have nao role or respanstbility

in the matter.
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