e
APPLICATION FORM FOR ASSISTANCE (Healthcare) d ¢
e (e e KoShika
APPLICATION DATE : Og 0 g - ’7_ Building block of life.

APPLICATION No.: K/O@{ '7—/07—0 & A faedt

A m;r

n.“ E cfAr PLIGANT ¢ AGE-YEAR'S 311‘.1-3‘5 sex fan
wcammons QHASHTI MANDA L \ -
_F—/*:HER'SISPC'.'SE'S NAME : QH_RBDA Mﬁ’N DH L_

frra g &1 T
PRESENT RESIDENCE ADDRESS FaA g gqdl

H
ZZB A Fadq92S F(T CEN OGP L.

PERMANENT RESIDENCE ADDRESS : Lt HEEE Tl

ey S _ADOVE ——
t-:": “P,\T'
E UN EMPLOYEFE
| AL AT NCOME (Attach Proof of Income)
|7 _uT':. o= (3 1 FEd Te)
[-".f o. TR @l q&A
ARE YOU AN [HCOME TAX ASSESSEE (Tick whichever is applicable): Yes /|
i Y T AW ¢ (S A B I W 1 frae @l %/
[ B FA DETAILS W@ faam
Sr. No Name of Family Member (Years) Gender Relation with Applicant

e fER & &=l @ T () fen PO e i o s
. reHT L M ANDPLgE L I — T P L o

b PR M4 = WIEE

o HA K 20 M S %I\ﬁ
. 4 RADI i A - M Q

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) >
s T @ fad fodid SR
yPL Card EWS Certificat Ration Card
(Mh 1 Card Copy) (Attach Cerfm'cacxg Copy) (A(atz:gt': Cg;y) é‘a"s‘l’s%'r‘:;,
+ 9 ™ Seq & @y T IR FE 5 T T
mﬁ:1wuﬁmﬁ| (mﬁaﬂmvﬁmaﬁl (mtﬁaﬁmma‘mﬁl
“PURPOSE" for REQUESTING ASSISTANCE:
mewa g o @ e & IR@:
Sr hr Medical ReponslPrescrlptions Attached
sreraEv/etaR & I F g Her
DfﬁCnNOSIS" CATHRB CI- Lt

-
E T QORGERY= LE (STCXET0L)

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

mmﬁﬁﬁimmﬁr@hm ferm T R2

ik Sr. N NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
- e e =1 [ F o T werEdl




DECLARATION by APPLICANT: ®Mivw D0 wiwey 9w:

mnuzmuuduhhuﬁamnrmuumdmmmumuwmwmam-m

liable for reectionicancellation
mmu:mmmlmmmwauumuuwﬁ.-mmMMhmm-—u
was requesiad by me

3) | heraby confirm that | have not & will not in future, avall of reimbursement. in part or in full, from any other source/empioyer/insurance company. of the amo.
for which this assistance is requested

1) Vv v { e w0 e @ Rl v ol e 5w ¥ s we oo Wl oo e o s see e o § @ 9 seee foe & W el
2) ¥ pu ¥ swws U “wifow st @ o w o §, e v T st ot g € It e wie, @ W o F s o h

!)l*-(kh“uwﬂddtwtﬁu*wﬂhﬂwm-liwihgtwdﬁih

AGREEMENT by APPLICANT (spiew o wu1)

1) By affoang my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trustees to
usa/publistput-upireproduce my name, address, photo & details of the “purpose”. for which such assistance is requested/granted. through any
medium, including but not limited to verbal, print, electronic, for soliciing donations '« Koshika Foundation and/or disseminating information about t's
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabie to me.
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By affixing hereunder, signature of cur Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholcs of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume soie & compiete responsibility of the treatment & IU's outcome & safely of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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