APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%hlka
HWETTAT W] 3TE=E WIEY (TEmm FEE) Y F 1)
o Kfogr#{otTy  |mawe OF.08.1F L
AGE-YEARS -7 fan
e KALIMATI MUNDA _4;" ’F‘f‘
i it MONGLA MUNDA |
PRESENT RESIDENCE ADORESS W% suats il
LK PH TFS AR
%’B FREGOBN S 0!
PERMANENT RESIDENCE ADDRESS - w1 Smwaid Wil
,lm‘l - 'E —
OECUPRTION: HO USE ¢JIFF
o i NTE o

PAN No. =u1f wm s

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable):
%0 509 % % oW £ (W w9 I W W S a

Yes !
o

FAMILY DETALS wftam fiyart

Sz No. Name of Family Member Age (Years) Gender Relation with
¥R 59 wiar ® weEl W 35 (mi) hi _STTE m
i WALIMATT UNDH i = F
'&. TINK ND <1
8. [ SANK UNDEP ‘t{; i
= KA M MUONDE e AL N
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
werom % fird i sam
BPL Card EWS Certificate Ratlon Card Othae
{Astach Card Copy) (Attach Certificate Copy) {Attach Copy) mmd
nid) T ¥ N owEm o s sy wi gum g wE v S
(vem o3 o) wrn o e W (v wx Wt wwm v W wh (v T W) o Wi W wh

“PURPOSE" for REQUESTING ASSISTANCE:
werm § et w el W et

Se. Attached

5

o
W
1

Medical Reports/Prescriptions
mawa;m«m
L DIAEGIN . = 4

yJ

I SURGFRY- RFE [ JICS

FIT ] ,‘1

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T IR ® 4 % S wem e 5w @ fem v W2

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

St No.
= W W TN # =f s ot




DECLARATION by APPLICANT: 30Ts T WIwey T

nmmmnunnl‘mnTmbmusldmwmh.-nﬂmm'mwlmm;
rajection/canceliation.

2) | sclemniy confirm that assistance. i recaived irom Koshilks Foundation. will be used only for the ‘purpose”, as stated in this Form, for which such sasistanc,

was requested by me.

3) | hereby confirm that | have not & will not in future, avall of reimbursement, in part or in full, from any other source/ernployer/insurance companty, of the
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with ihe Trustees of Koshika Foundation, and their decision is this regard will be final and accoptable to me.
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By affoung hereunder, of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept foliowing:

1) that we neither are presantly nor will in future avall of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting 10 gel from Koshika Foundation, 10 the extent that such assistance is granied by Koshika If the requested assistance is nol granted
by Koshika Foundation, In part or in full, then the Mospital reserves I's right to make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital witl not avall any duplicate assistance for the same petient/case from any olher NGO or any other source.
7) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangament between the patient & the Hospltal, and is in no way influenced by Koshika Foundation. Hence, the Hospltal will
assume soio & complele responsidility of the treatment & i's cutcome & safely of the patient, and Koshika Foundation will have no role or responsidiiity
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