C 2.450]!“8

K&¥hika
foundation
Buding been of Wy

APPLICATION FORM FOR ASSISTANCE (Healthcare)
eI Y STEE WEY (v )
APPUCATION No. : APPLICATION DATE :
ety E\VQLLS 119 e 3)]1\1&
NAME of APPLICANT : ! AGE.YEARS S05-W | Sex fim
S Sy L’ AN 6 y o M
FATHER'S/SPOUSE'S NAME
fmwps W Aam I Z

mmm

AT T Oy Dadeol
RESIDENCE ADDRESS : T ST w1 Preop Postop
— LR BhEL&L—- 319 Shiv Kumar
wmu: ! 5 hi&v‘/ MARRIED (FHufEn) | UNMARRIED (Stftvaiin)
TOTAL ANNUAL INCOME : (AtEach Proof of Income)
w2 wffts w1 o000l (S WP EEE) NG
PAN No. T &0 o . =
ARE YOU AN INCOME TAX (Tick whichever is appiicable): INo |
w0 A s om € (R T W 70 W w0 W e e wym
FAMLY DETAILS sfar T
5. No. Name of Family Member Age (Yoars) Gender Relation with Applicant
we e ot % % T ngw) fon srics ¥ e Ty
i A'Liircg,- 15 K K SON
T IA] 3 e I 2
| (VU1 X [V A AL
£
|4
BASTS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
wngn & ford fmfa sr
BPL Card EWS Cerficate Ration Card Any Other
(Attach Card Copy) (Aftach Certificate Copy) {Astach Copy) BasisProol
il T ® AN o wrq o Wl g ey W _ poagrs fintnd
(wm v o) e v W W (v Ty W) o o wees Wl (yam W ww W wer Wl
“PURPOSE" for REQUESTING ASSISTANCE:
wan ¥y fed v fel W agdee:
S¢. No. Medical Reports/Prescriptions Attached
w1 Hwm swepevsten ¥ wit ¥ nf sivdey g Sem
M N "
} I}Aﬂ)ﬂ.ﬁ\‘" QF— TS C
: = TUIXC
7 = L
AT N ,Nll-t%-gu - F— Qo 70 ([
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ T ¥ Ty e s were e S e @ R o e
St. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARLED
w5 He N TE W W = =f wemm uik
1 2 o
b | \VETATH




DECLARATION by APPLICANT, ey oy e wu:
1)mmmuunmmermbnmdwm.mmmﬂmmwtamm,hny.
z)lmwmm.lmmxuuhfmm.uummuuwﬂumnﬁmummm
was requesied by me,

31 1 horobry confims that | have not & wil not in future, avall of rembursement, in part or in ful, from any other sourceiemployarfinsurance company, of the
for which this assistance s requesiad

1) & v wom ot omen i K 0t fiern 30 wved € spet v o B §ooit W Pt o W s v w €0 06 woen fe Wt w e §
2) it pu % wes ofn “sifre wrtet”, € o m ot £ vow Toen T vt o M @ et fem wim R W e o b
3) ¥ o wom { f fas moen dy sr wde @ of §, wm ofn W afew @ v T el s St e & 3 R b ol s @ o F o

AGREEMENT by APPLICANT (saice ga wut)

1) By affung my signature or thumb impression on this Form, | (Apphicant) herety agres & suthorise Koshika Foundation and It's Trustoes 1o
use/pudishvput-upiroproduce my name, address, photo & cetails of the “purpose”, for which such assistance is requesiedigraniad, through any
medium, inchuding but not limited to verbal, print, electronic, for soicifing donations for Koshika Foundation and/or dissominating information about it's
sctiviles/achigvements. Such use of my photo & dotals can be made by Koshika Foundation before or aftar my treatmont or fulfiment of the “purpose”
for which assistance i boing roquested.

2) | (Apphicant) further Bgres that any such uso of my name, address, pholo & details of the “purpose’, for which such assstance is requestedigranied,
will not autcenatically eniitie me for receiving of contiruing the said assistance, The decision for gransing andior continuang the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is thia regasd will be final and acoeptable 1o me,
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AGREEMENT by HOSPITAL (veys® g0 wUT)

By aMiwung hereunder, signature of our Aulharised Signatory for recomenanding this case/patent for finsncial assistance from Koshita Foundation, we
{Hospitsl) hereby affirm & accopt following:

1) that we nether are presently nor wil in future avall of financial assistance rom another NGO or any other source, for the same patient'case, as we are
requesting 1o get from Koshika Foundation, to the extent that such assisiance 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 10 make up the shortfall from ancther NGO or arnry other source. This
confirmation essentiaty states that the Hospital will not avall any dupicate assstance for the same patienticase from any cther NGO or any ciher source.
2) The assistance from Koshka Foundation is only financial = nature. The choice of the freatment/procedure advisad/conducied by the Hospaal on the
patient, is based on the amangement between the patiant & the Hosptal, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wil
assumo sole & complele responsidiity of the treatment 8 If's oulcome & safety of the patient, and Koshika Foundation will have no rose or responsiidity
in the matter,
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