VA - ¢ - 3t~ €3 ay32

APPLICATION FORM FOR ASSISTANCE (Healthcare) KD‘S‘hlka
HETgal 85 S=ET urey { =T TENA) e
LTLIE3IS)
munmun.. 'L,r/a:; ?Uﬁ?‘&i} nnp%mﬂrzﬂmm;eﬁ:}.!ﬂ{alf I Buseling bock of liky
mﬂ“mcm &‘ AGE-YEARS #19-1 | SEX famn >
ety Y8 F
FATHER' smmwe's NAME
- | PRESENT RESIDENCE ADDRESS a3 i — /S '
jo3ec] t feh F’
SIDENCE ADDRESS : =75 SPeiy S
RATIT AT Gt AT
OGOUPATION -
: H W € aq Clk e Al M) | UNMARRIED | ST
TOTAL ANNUAL INCOME ) |Attazh Proat of Innm'l.
%9 s 0 SUoO— (Fapmdltd  twmwmmw A A
PAN No. =M} = ww) )
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is appliceble]; Yow i N =
W AN AW % (W W0 IR W o 5 e e o ¢ 1//;
FAMILY DETAILS sftear fasgrm
8r. No, Illmn ol Family Mamba Age [Yiars) Gentdar Relation with Applican
T 1| R oW (i) il - R
L Mn;_&mﬂh Rl ia Hulbawid
{ Sahied RS A - 4N
I K 7 a7 R A = 1D d-M.EM'
BASIS lor REQUESTING ASSISTANCE {Tick whichavar Is applicabis)
A, 0 e 7 B
BPL Card
|.l._uuhlcnd Copy) mﬁéﬂiﬁﬂw&pﬂ I':;LE:E:;:‘! ﬂm
i W A oy g Ea o SR TUHE EE i
LTET T W) epm v e { WaTTT WO Wi W W) {wm T3 W B w6 it e
*PURPDSE" for RECUESTING ASSISTANCE:
am £ ey o e m ade:
Sr. No. Mudical Repons!Prescriptions Attached
Y HE yepEEsT A W ik T ¥
mE — Catamld
LE ~ CatanacF
Sung ent/— 7 XE) — 3Ty =P MM I
Vi = o
v L
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
@ TR F &1 Fif H= wwww e == o o T o w
Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il - 7 T W i il e i
L« WETS do00] —




DECLARATION by APPLICANT, sFw ZT Srown 4;

1} | harstsy confirm that sl detads In this Form ate True 1o the best of my knowledga. Any false statement will render my Application & angoing assisiance. if any.
limbsle: for rejectioncancallation, _ _

2) | sailamnly corfirm that assistance, if received fram Keshika Foundation, Wil be used only for th "purpose’, as gtated In this Form, for which such assistance

was requasted by me

3) | hereby confirm that | have not & will not in lutire. aval of rermburssment. in part os i full, from any nther source/amployarinsurance company, of the amourt

for which this assisiznes & mequestad
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AGREEMENT by AFPLICANT | smimw g =)

1) By affixing my sigrature or thumb impression on thig Form, | (Applicant) karaby sgies & suthorsa Koshike Foundaton and il's Trustees o
usainublishipub-upireproduce my nama, address, photo & detalls of tha “purpose”, for which such assistence |s requestedigranted, threugh any
medium, lncluding bul nat limitad jo varbal, print, electronts, for soliciting donations for Keshika Foundation andior disseminating information about it's
petivitieslarhisements. Such uge of my photo & detaily can be made by Koshika Foundation before or after my ireatment or fuliiment of the “purpose”
for which assisionce 1s baing requestag

21 (Applicant) furthar agese it any sueh use of my name, addmess, photo & detalls of the *purpose”, for which such assistance is requestedigranted,
will pot Eutcmatcaly antithe me for receiving or contimulng the sald assktance. The dacision for granting andfor continuing the asststance will rest solely
with the Trusises of Koshika Foundation, ard thinr declgion i this regard will be final and acceplabls 1o me
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AGREEMENT by HOSPITAL (Fwmme g wa1)

By affaing hamunder, signatirs of pur Autharlsed Signatory for recommending tnis case/patisnt for hirancial assiciancs from Koshica Foundation, we
(Hospitai) hereaby affrm & socept folliwing:

1) that we neliher are presantly nor will In future avall of financial assistance horm another NGO or any other sourcs, for the same patient/casa, as we are
requesting 1o get frm Koshiks Foundation, 1o the extent thal such axsisiance is granted by Koshika Fouyndation. If the requestad asslstanca |s nol granted
by Koshika Foundation, in part or in full, then the Hospltal reserves it's right to make up the shortfall from anather NGO or any atler spurce. This
confirmation essentially states that the Hespital will not avail any duplicate assistance for the ssme patlent/case from any ather NGO o any other source.
2} Tha asslstance from Koshiks Faundation (s only linancial in nature. The choice of Ihe tregtment/procadure advissdieonducted by he Hospital on the
patiant, is based on the arangement betwesn the pationt & the Hospital, and Is in no way Infhienced by Koshike Foundation. Hance, the Hospital will
aasume sole & complete responsiblity of the treatment & i oulcoms & safety of the patient. and Koshika Foundation will hove no roée or responsibility
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