~
APPLICATION FORM FOR ASSISTANCE (Healthcare) K(g hlka
TETAW ¥y AT WIEA (T TAe) foandating
oo K[ oertfoery  [aner 0908 (¥ S
: AGE-YEARS Wig-w | sex Bin
— TUKN! DAS o 7
HER S/SPOUSE :
e s (ULLI DP3
: PRESENT RESIDENCE ADDRESS 77 ﬂm
U A
B0 SR BURSRINDG SRRPHT A
PERMANENT RESIOENCE ADDRESS - T9If 3Waim %1 L
) BlOvVE ——
GCCuPATIoN HOUSE (CJIFE
TOTAL ANNUAL INCOME : 1o
w0 wits =m NI ((A:::ﬁ:l xmﬂ
PAN No. T W WoR
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Y
w0 S W s gm ¢ (A w R oW R a0 W e e ;f'fg'ﬂ,
FAMILY DETAILS witan Fomm
St No Name of Family Memner - (vmg Gender Relation with Appiicant
FW IET S % ¥ N ' fan TS W TN Y
. T TURKNT 1) = Htﬁf
] « M NGO
s _ | PAH L3S b ] = DU HTQE‘
BASIS for REQUES TING ASSISTANGE (Tick whichsver is applicable)
e » fud fefa sem
BPL Card EWS Cartificate Ration Card Any Other
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) BasisiProofl
wil T % AN wm o »= s i g T IR W 5= i we
(v TR e 5w W (5™ w3 W) wa ui s W (ram vy ¥ o uf WA S
“PURPOSE" for REQUESTING ASSISTANCE:
wv ¥ fed mt famdt W agde:
Se. No. Medical Roports/Prescriptions Attached
¥R oW st 2wl %) wi sine @ Hee

¥ ST BO NI - COATBRIBTT -LE

== W ad 4
& gUKCDER'Y.- B (NICS + ]C’L,]

ASSISTANCE BEING AVAILED for SAME "PURPOSE” rom OTHER SOURCES
¥a 355 % 0 W w= wewa Tenl a0 v @ ferm vm W2

No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w0 HE == Wi W Im &t nf wermn v




DECLARATION by APPLICANT: SFiTs D0 wiwey w:
ummuuuhmmnrmunwdmwmmmnwmwamm

rejection/cancaliation
mma;mmmlmmmwuuwwunmﬂ-wnumbmmm
was requesind by me
3) | heraby confirm that | have not & will not in future, svad of reimbursement, in part or in full, from any other source/employerfinsurance company. of the amoun
for which this assistance is requested

1) ¥ dww v % W e d Rl v w5 el ¥ s e o W o sl feen o e s o e @ 40 sees e o w ol
2) ¥ pu ¥ s o Cwifvw Rt i g Wit mm s sl R e Mt Sawin dwmem T b
1) A e v { s fon womm by o wde ¥ of £, 0 o W afes @ o e el o dafeieeda et @ T8 few € ol i F o

AGREEMENT by APPLICANT (ssies 50 wu0)

1) By afftong my signature of thumb Impression on this Form, | (Apolicant) hereby agree & authorise Koshika Foundation and It's Trustees 1o
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will not auteenatically entitie me for recelving or continuing the said 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 to me.
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1) that we neither are presently nor will In future availl of financial assistance from another NGO or any other source, for the same patient/case, as wo are
requesting ' get from Koshika Foundation, 1o the extent that such assistance Is grantad by Koshika Foundation. If the requesiad 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 duplicale assistance for the same pationt/case from any other NGO or any other source.
2) The assistance from Koshika Foundation Is only financial in nature. The choice of the trestment/procedure advised/conducied 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 & compiete responsibility of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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