O 2Y-02-0CA2¢6

APPLICATION FORM FOR ASSISTANCE {Healthcare) .sfhtka
wEEA ¥ AT W9 (e ) KTEWETF
APPLICATION Mo, : APPLICA :fé-— (1 gy m
v f) /dl‘}.g Z 190 S '
MHAME of APPLICANT | o
SN (hi ol Yol
HTHE!WSH.IIE

i.“"‘“_?f*‘“" AW MARRIED (PEITHT) / UNMARRIED (sfPvfta)
TOTAL AMNUAL INCOME - {Attach Prood of Income)
¥ wfw = =lhogl (W 0l
PAN Mo. T Wi WE
NCOME whichever is appiicable Yea | No
#ﬁmmmidﬂﬁmﬂmﬁmmli lif(':&,]
FAMILY DETAILS el T
Ne, Mamter Gandar Relation with Applicant
r:r#":m "'«;’?"’" F T ?IT:].I fm RS % o0 Ty
7 Chzoll deul & F e
F Ui Kerag-m 15 I 2

ey 2l! %) = Dacgaloe e

BABIS for REQUESTING ASSISTANGE (Tiok whichevar is appilcabls)
v % frd fafa s
8PL Cord EWS Certificate Ration Card Any Other
{Attach Card Copy) [Attach Certificate Copy) (Attach Copy) SaxisProol
it e % i v o = 3 v T Tedw w0 p——e
{ v wn wd wem wiE s wh (w1 W e EE s (v T W wa wfh we w

“PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT: sndws pm e Tw:
t} | heraby confiem thal all detads in this Farm are Tiue 1o the best of my knewledge. Any fulso statorment will render my Application & ongiolng assistance, If any,
lizbia for rejectionfcanceliation

2} | nolomnly confirm thatl sssistance. I received from Koshiks Founidation, will be used only for the “parpose”, as siated in this Fosm, lor which such assistance
was requesiad by me,

3) | hovaby confiim Wl | have nol & will not in future, avall of relmbursemant. in par of in full, from ary other sourcalemployer/insurancs company, of the amount
for which thig assistancy & reguested
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AGREEMENT by APPLICANT ( smiew g 1)

1) By affixing my wignature or thumb impreasion on this Form, | (Applicant) herety agres & authorise Koshiks Foundalion and If's Trusloes io
uss/publishiput-upireprosuce my nama, address, pholo & details of the “purpose”, for which such assistance is requesiedigrentad, through any
medium, including but nol limited 1o verbal, prink. slectionic, hmmmmﬂmmmmmn

activitips/achievornents. Such use of my photo & detaily can bo made by Koshike Foundation before or aftor my trestmernt o¢ fulfiment of the “purpose”
for which assistance is being requested,

2} | (Applicant) further agres thal ary such use of my name, address, photo & detalls of the “purpose”, for which auch assistance b requestodigraning,
will nol automstically enlitie me for receiving or conlinuing the said assistance. The decision for granting andlor confinuing the essistance will rest solaly
with the Trusiees of Koshika Foundation, and thalr decision is this regard witl be final and acceplatle 1o me.
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By affixing horounder, signature of our Authorised Signatory for recommaniding this cosa/patient for financial sssistence from Koshika Foundalion, we
{Hospital) hereby affirm & accepl following:

1) that we neither are prasanty nor will in future sl of financial asskitancs from another NGO or any other source, for the samae pallent/case, o8 wo &
requasling to gel from Koshika Foundaton, to the sdent thel such sssistance ks granted by Koshiks Foundation, If tho requesied assistance is not grantad
by Koshika Foundation, in part or in full, then the Hosplial reserves iU's righl o make up the shorfall from ancther NGO or any other source, This
confirmation sssentially stajes that the Hospital wil not wvall any duplicae sssistance for the seme patient/cass from any other NGO or any other source.
) Tho assistance from Koshiks Foundation is only financial in neture, The choice of the imetmeniiprocsdure advised/conducted by the Hospital on the
patient, ks based on the arrangement betwosn the patient & the Hosplial, and is In no way influenced by Koshiks Foundation. Honcs, the Hospital will
agyume solo & complets maponsibiity of the treatmant & s outcome & safety of the patient, and Koshike Foundation will have no role or respomsibility
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