=
APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S hlka
HETAA ¥9 STATA WEY (TG T ) L
e K[0813/0805  [muRe™ 09 08 [¢ L
] YEAR: - f
NANESAPPUCANT:  BEHUL A SINGH R T+ =
R KUMAHP. SINGH
| PRESENT RESIDENCE ADDRESS ¥if5r sTaid Wl
IZJHIMHQHF ”C! ! 4%
LIRS T Vi
PERMANENT RESIDENCE ADDRESS . #if 5034 Sl —— :
5 e ——
OCCUPATION HOUSE C(UIFE
rgwu‘: INCOME : N " I(A;:h ;rog:mr)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is apphicatie)
T W NS ST On £ (F TN 3N W w5 W A s

(v w1 W W i W oW

(e w W) orm uf wes W

(5w o1 W) U s wes W

5r. No. Gender Relation with Applicant
3T wET i sz ® Ty EEy
T- ‘%’ :
I 14 e D
5 BRI —
7 SINGH - eyl
BASIS for REQUES TING ASSISTANCE (Tick whichaver 15 appiicable] -
wgwm % fd ferfn smm
8Pt Card EWS Cortificate Ration Card
(Attach Card Copy) (Atach Certificate Copy) {Attach Copy) g‘:.m
nird e ¥ F9 vE w I Wi = Wi W

“PURPOSE" for REQUESTING ASSISTANCE:
w9 e m el W et

St No.
% wow

Attached

Medical Roports/Prascriptions
sEmesa =i %) ol wiacs g S

|l [

—

~ KL

— 5 T RURGER Y- KE 1 ¥ TaL )

ASSISTANCE BEING AVAILED for SAME "PURPOSE" lrom OTHER SOURCES

™ IW % £ % 52w fed W= e # e v @

Se. No.
5 T

NAME of OTHER SOURCE
= VN w1 AW

AMOUNT of ASSISTANCE BEING AVAILED

#t wf v it




DECLARATION by APPLICANT: SIT% 50 WINw W¥:
!)lh-u.:u-tntdddﬂnhﬁrmnTMbubwdeMyhmdewlmm;
liable for rejection/cancellation '

z)lu-m,mn.’ that assistance. f receved from Koshika Foundation. will be used ony for the “purpose”, s stated In this Form. for which such assistance
was requested by me.

3) | hereby confirm that | have not & will not in future, avall of reimbursement, in past or in full, from any other source/employerfinsurance comparny, of the amoun
for which this assistance s requested.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundalion and IU's Trustees 1o
usa/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, inciuding but not limited to verbal, print, electronic, for soficiting donation: v Koshika Foundation and/or dissaminating informafion about it's
activites/achievements. Such use of my photo & details can be made by Koshika roundation before or afler my treatmaent or fulliment of the “purpose”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granied,
will not automatically entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (vw 50 %)

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

(Hospital) hereby affirm & accept following: .
1) that we neither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patienticase, as we are
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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 thal the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any other source.
7) The assistance from Koshika Foundaton s only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
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assurme sole & compiete responsibility of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no roke or responsibiiity
in the matier.
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