APPLICATION FORM FOR ASSISTANCE
HETaAl ¥ STEET WY

oattcar K hika

{ ey )

foundation
f " S

e 0 log@y [ (aan

APPLICATION DATE : 2
andn find)

-0 1pd M Buiste Bitee of

AGE-YEARS S15-%4 | sex fim

Dey) S

Fa 195 b, - o luls

PERMAMENT RESIDENCE ADDRESS - wan{ smrdiin 9

e obeve
GCCUPATION =
."“'_.ngf:lﬁ ke MARRIED (Frfitn) | UNMARRIED (wfuiia)
TOTAL ANNUAL E: {Attach Proaf of income)
w2 wits um conoo!” ((fami ] (s W W T gfl
PAN No. 7Wf W0® Wel S, =
ARE YOU AN MCOME TAX ASSESSEE (Tick whichever Is applicable): Ne ™
W W w o § (o W oam Wl W R ‘Ilﬂ\'l'l?,
FAMILY DETAILS wiram e i
B¢, No. Mome of Family Mermter hge (Tears) Cender Fetation with Appiicant
9 W wftam & woew W W I (W) fom IHTE % =Y W
¥B) Shohan Ja? =0 7 Dikbcing =
| T |
il
e Wn b & SO
7 7 i — 110 7 AT 724
= 4
) P:mﬁj 14- F. %) ?aﬁﬂf_fgl SOL7
V/ . T
BASIS for REQUES TING ASSIS TANCE (Tich whichever 1s applicable)
wrem % ferdt fif smam
BFL Card EWS Certificate Ration Card
(Attach Card Copy) (Attsch Certficate Gopy) (Attach Capy) Ko e
wivdl T & G v W e o vl T . T W v i W
(e o7 w wem ul werE wh (wmm on W wem il W wh (v v o e ufy W wh

“PURPOSE™ for REQUESTING ASSISTANCE:

e ) fed o el W e
8. No. Medical Reparta/Preecriplions Altsched
0 W FeEREe @ Wi W e T e
I DITJR0ss —RE = PUIn]
[E — CENITE  (HAIRRRC
- Siviery = TE— PR @O TH — PimA .
g ——
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
@ T R T = weww e s v W e v w2

St Mo, MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥4 w0 el R ol i g i

1 Rl




DECLARATION by APPLICANT: siriws g winee v,

1} | hereby confirm that sl dotis In this Form ame True 1o ihe best of my knowledge. Any false statement will fender my Application & ongoing assistance, If any,
lisbie for rejectionfcancedalion

2) | solemnly conflrm that ssaistance, i received from Koshia Foundation, will be used only for the "purpose”, ummmm for whilch such ssistance
With

requesied by ms
3) | heveby confiem tat | have nol & will nol in febure, avall ol relminirsamant, in part of in lull from any other sourcalemployerfinsurance company, of the amount
for which this assistance = reguestpd
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AGREEMENT by APPLICANT (s gn w01

1] By nffiing my signalure of thumb impression on Mis Form, | (Applicant) hereby agraa & authorise Koshika Foundstion and i1's Trusless o
usa/pubishipul-up/regroduce my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted, through any
madium, including but not imited 1o verbal, print, electronic, for soliciting donations for Koshiks Foundation andiol disseminating informalion about it's
achvitiow/aehievernents, Such use of my pholo & details can be made by Koshika Foundafion before or afler my restmant or fuiliiment of the “purpose”
for which assistance is balng requested,

2) 1 {Applicant) hirthar sgroa that any such Use of my name, sddioss. photo & detalls of the "purpose”, for which such assisiance s requesindigranied,
will nol sutomatically eniitie me for receiing of continuing the sald assistance. The dacision for granting and/or confinuing the sesistance will rest solaly
with the Trusises of Koshika Foundation, and thelr decision in this regard will be final and scceptable 1o me.
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AGREEMENT by HOSPITAL (v @0 w01)

By sffixing hareunder, sgnature of our Authorised Signalory for recommanding this casa/palient for financial assistance from Koahika Foundation, we
(Hosplial) hersby affirm & sccept following:

1] that we neither are presantly not will in fulure svail of financial essistance from another NGO or sny other source, fof the same pafient/case, as we an
reguesling 1o gel from Koshika Foundabion, 1o the extent thel such assistance is granted by Keshika if the requested assistance is not granied
by Koshika Foundation, in part or in full, than the Hospital reserves iU's right 1o make up ihe shortfall irom anathar NGO or any olhar sourcs. This
confirmation essentially stules thal the Hospital will nol svall sny duplicats asststance for the sama patient/case from any other NGO or any other source
2) Tha assistance from Koshika Foundation s only financial in nalure. The choice of the treatmenliprocedurs advised/conductsd by tha Hospital on tha
patient, i based on the arangement between the patlent & the Hospital, and s In no way iInflusnced by Koshika Foundation, Hence, the Hospital wil
awsums sole B complets msponsibillty of the treatmaent & s oulcoms & safely of the patienl. snd Koshika Foundation will have no rols of responsibaity
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