—

|
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosluka
*1 ( ) foundation
mm: S EE ]r\ RG2 mm;“]o;]—;c,g Sy Lk of e
: — AGE-YEARS S1-w¥ | sex fin
e AR DEVE = It
| [EEEEET™ MULCHAND
| Po LT o8’
1 CAXM)
CTREV]
occumnon: | RRROU RER
TOTAL ANNUAL INCOME : [ [ (Attach Prool of incomse)
b b Cg,OOO (ll!vu:*m N“
PAN No. 7 wnm wom N A\ o
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): You
uuwuw;(iwdw'«wmmwu dl@
FAMILY DETAILS et frm
&, No. Name of Wember (Yoars) Gender Relstion with Applicant
B o @ w1 ?l(l‘) fam TR % W AN
. - — N4, L™
I Nosash Ay X 8KV - 2%
- —
|
BPL Card
(Attach Gard Copy) (Attach Covilicats Copy) (Atiach Copy) P &oeurl
»0d tan @ G4 yam ™ oeq 5wl yum vy Iyvien sl v o o
(wuw v ¥} ww o wee Wl (v oy &t ww wfh dee wh (v v W v v wE Wt
"PURPOSE" for REQUESTING ASSISTANCE:
woen 1y fed w fel W axte:
Se. Ko Meodical Reports/Prescriptions Attached
0w weypEiet ¥ ol € of sfete @@ Wl
1 DIAGNOS ISR 1 MEC
LE =1 MS(C
< LR GERY | T AN i Q)
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
wIEnTnsi s st s R W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
wS Hum S v W AR ol wf werew 0w
1 SCHH




DECLARATION by APPLICANT: S3iSs 50 siver Wx:

)lmmmum‘hnmrmn1m»mmawm mmmnmmwlmnmrq
z;lwmmthmMWnumnunw 85 stated In this Form, for which such assistance
Was roquesied by me

3) 1 horeby confiem ihat | have not & will not in fullre, avad of reimbursemaent. in part o in AUl fom any other source/amployedfinsurance company, of the amount
for which this assistance is requested

1) ¥ wivw s € o owen 3 R ot wd Poeen 29wl @ g we w0 el b ook 9 fevm of W e we e | @ 48 e fioe W @ el b
2) # gu o yeen oy “slfow R iR e i W et R e P S R e wn, A  w b
3) ¥ e wan € fi fau wosn ¢ u sobe 0 of 3, o o w sfos @ e e el e v freienls el 8 1 o e € a3 @ e d

AGREEMENT by APPLICANT (3% B WOU)

1) By afuang my signature of thumb imgression on this Form, | (Applicant) heceby agree & authonse Koshika Foundation and I's Trusiees lo
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By affoang herounder, signature of our Authonsed Signatory for recommending this case/patient for financiel assistance from Koshia Foundation, we
(Hospital) hereby affirm & accept following:
1) thal we neither are presantly nor will in future avall of financial assistance frorn another NGO or any other source, for the same patienticase, as we ano
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2) The assistance from Koshika Foundation is only financial in nature. The choice of the trestment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hosptal, and is i no waly infiugnced by Koshika Foundation, Hence, the Hospital will
assume sole & completn responsibiity of the treatment & it's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity
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