APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hl[’{a

L;aﬁ@c}zqa-c,.

=1 M

ﬁ‘rj‘ l: ) fgundation
APPLICATION M. APPLICATION DATE : Building black of Tike
sl L M/Hli_ftﬁil! a1 e 2/ i
NAME of ARPLICANT : AGE-YEARS #-w4 | sEx fom
HETF F A

(&5 M

FATHER'S/SPOUSE & HAME :

ThoopQhalli Koo

RESIDEMCE ADDRESS ®iwM P am
O L F I.’L.f_'l T j

b

PRE&P fosTol

{ wrm W W i W W

— o A ool 1521 ~ Wallathou
: =
mﬁm“i 00 .Q{-P : Wh UNMARRIED {sfarmafise)
TOTAL ANNLIAL INCOME : {Attach Proaf af Income}
A AT 3 S0 ANO [ {F  TE HAA)
PAN Mo. Turl &1 W - ' "
ARE TOU AN iHGGME TAX ASSESSEE [Tick whichaves s applicable): Yea!Na |~
-7 & W H TR (W T W IR W owe w1 S e w / AE
g FAMILY DETAILS wirn faamm
r. Mo, Mame of Famlly Mamber Apa [Yearm) Gender Ralatlon wilh Appllcant
w0 WE iR T 7 {4} AT AETE ¥ Ag Wy
Fl Il A
(W] 'Ji?nj ol ST o b | =N WI'H,
| o, -
i) Shmdaia L agey 4 [ S0m
=F ==
BASIS for REQUESTING ASSISTANCE (Tick whichever is apphicabie)
wrrem & i faafy smm
BPL Card EWS Cartificate Ratlon Card Dither
{Attach Card C [&ttach Cartificals Copy)
it ™ o5 FE 4% yom Y

Jggg%ff” ﬁhﬁgfx
(FEI T W T g He il i o arm uf =EE =

"PURPDSE" for REQUESTING ASSISTANCE:

T by e W e W IR
&r Ho. Medical Reports/Prescriplions Attachad
T e SRR ¥ A s wii e He
3 h | - t ;
O DIy i N TY [ 1 TIT
J )
[ = TavTs ¥o3.ToT AT,
o AT ' ralavail T prIol
; 7
ASSISTANCE BEING AVAILED for SAME "PURFOSE" from OTHER SOURCES
T IV ® vy e a0 mee el s e @ o R
Er. Np. NAME of OTHER SOLIRCE AMCHINT of ASSISTANCE BEING AVAILED
Y e & T F AW T wEEh T
/
b DR .S 'Lﬂﬂ?"}ff =




DECLARATICN by APPLICANT: AMEW T wreom T

1] I_ hereby {Dll'll'll'l'l'i that all details in this Form are Tre Lo the best of my knowledge. Any falge stalsment will render my Application & ongoing assistange, if any,
lizble fer rejectionicancellalion,

2} zolemnly canfirm thal assistance, if received fram Koshika Foundation, wil be used only for the “purpuss®, a5 slated in this Form, for which such assistance
was requested by me.

3] theraby confima that | have nol & wil not in fulure, avail of relmbursamant, in par or in full, from any other source/smplayarinsurance compary, of the amount
tor which this pssistance s requeslad.
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AGREEMENT by APPLICANT { spes T #00)

1) By affixing my signatirme ar thumb Impresslon ¢n Whis Form, | {Applicant} heraby agres & autheriss Koshike Foundation and it's Trustess to
usedpublish/put-upireproduce my name, address, photo & detalls of the "purpose”, for which such assistance ls renuastedigranted, through any

mverd lum, Inciidineg bul ol limiled 1o verbal, print, electronle, for sellelling danallans for Koshlha Foundation andior disseminating Infarmation abaul it's
aclvitiesfachievements. Such use of my phots & details can be made by Koshika Foundation befers or after my treatment or fulfilment of the *purpose”
for which gssistance is being requested.

2} | {Applicant) further 2qnse het eny such use of my nama, address. photo & delakly of the “purpose”, for which such assislanca is raquesied'granied,
will no automatically entlile me for recaiving or conlinuing the sald aselstancs. The decision for granting andior continulng tha assistanee will resl solely
with 1he Trustess of Keshika Foundation, and their decision {s this regard will bg final and aoceplable to me,
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AGREEMENT by HOSPITAL (e ma wm)

By affixing hereunder, signalure of our Authorzed Signatory for recommending this casedpatieni for financial assistance from Koshika Foundation, we
{Haspital) heraby afirm & accepl lllowing:

1 that we nailher are presenily nor will in fulure svail of financial assistance from ahother NGO or any othar source, for the sate palienticase, as we are
requesting to get from Koshika Foundation, to tha extent thal such assistance is granted by Koshika Faundallon. If the mguested assislance is not granted
by Kashika Foundetion, in part or in full, then the Hospitsl reserves it's right Lo make up the shorfatl fror anglher NGO or any other saurce. Thie
confirmetion essentiatly states ihat e Hospital wil pol avall any duplicale assislance lor the same palient’case rom any other NGO ar any other sgurca
2} The assistancy from Moshika Foundation is only financial in nature, The cheice of the treatmenVprocedure advisediconducted by the Hospital an the
patlent, |s based on Ihe amangemeni between the patisnl & the Hospital, and 48 In na way Inflienced by Koshika Foundation. Hence, the Haspial wil
assurme sola & complale responsibility of the treatment & il's outcome & salary of the petient, and Koshika Foundatlon will bave na rele or responsibility
in the matter.
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