>= [
APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S h ika
h ( ) foundation
mavwm:  K/OMF/OF96  |merannor: 080 IF My,
: GE-YEAR! Y fitn
e RAMANT SARDPR 2 "‘g{‘ =
F
kit MBHADPL 2ARDAR
PRESENT RESIDENCE TR FAEY
F N S
CHNNI s 7 & "33
Mmumm-wﬁmﬁmw
————F#% _BOOVE
T HOUSE Cul FF
TOTAL ANNUAL INCOME : Attach Proof of Incom
A wits #m . (- ((mwmm).'
PAN No. R 51 Sam
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
mmmwui(iuﬂnwﬁwﬁmmﬁu’ Yt'i'/'
FAMILY DETAILS it fams:
St No. Name of Family Member Gender Relation with Applicant
R WoW nﬁ.:t%muw g filn :m way
ITAN 5 :
ﬁ&. M E1D Q H
2. 1ln N & F
1K 14 ? [ =i SO
Jo I | S & | = LRV HIEKK
BASIS for REQUESTING ASSISTANCE (Tick whichever is apphicabie)
wewa ® fo fird s e
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) (Attach Certificate Copy) {Attach Copy) Basis/Proof
Wil T % AN s w7 = v gom IS R i
(M ¥ W ww ¥ e w (qEm W mR v o w (v T3 %) o w0 e w 5N W e
“PURPOSE" for REQUESTING ASSISTANCE-
won ¥ el wh e W g
8¢ No. Medical Roports/Prescriptions Attached
W Hom FETVIRT R Wi W wf Wi g e
= DIBGNOIIS - TATBREOCT- RE
| SURGERY - RE [ X7CN 7787 )
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W I # iy e = wew fed s w R f o
¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 W = =i W IW =t nf W ot




DECLARATION by APPLICANT: #We% ) WIwey Wi:
\)m“u-unmsmnrmmnuamm.wuwummwnmm
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use/publishiput-upireproduce my name, address, photo & details of the “purpose”. for which such assistance is requested/granted, through any
medium, including but not limitad to verbal, pnnt, electronic, for soliciting donalion® ' Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika roundation before or afler my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | (Appiicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted,
will not automatically entitie me for receiving or continuing the sald assistance, The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (w=u® §U %)

By affxing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affem & accept following: ,

1) that we neither are presently not will in future avail of financial assistance from another NGO or any ofher source, for the same patient/case, as we are
requesting 10 get from Koshika Foundation, 1o 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 to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any dupiicate assistance for the same patient/case from any other NGO or any ofher source.
2) 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 arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation Hence. the Hospital will
assume sole & complete responsibllity of the trestment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsidiliity

n the matter.
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