C19)efog2s—

//'
" APPLICATION FORM FOR ASSISTANCE (Healthcare) Kg tha
TETHAT o STEEH WiET (| @) At
APPLICATION No. : _ APPLICATION DATE : Building block of life.
/60719 0385 e /9/@7//9 et
NAME of APPLICANT : l AGE-YEARS 13-4 | SEX fein - '

wwsm Maha 78 F

FATHER'S/SPOUSE'S NAME : 0
R Lahab &inah

PRESENT RESIDENGE ADDRESS UM &IH Tl

ZXI=Ho — Bal
Dt - Fladhusd, 0P, 78009

PERMANENT RESIDENCE ADDRESS : T[T 37Eg Wl

SOaOME QL Qbie

OCCUPATION : , =
A H OLReAn) | ?@ WARRIED (PIRT) / UNMARRIED (sRri)
TOTAL AFNNUAL INCOME : (Attach Proof of Income)
el AfiF N B (3 1 Wed Her) N A
PAN No. ¥ @RI 6@
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is apphcable) Yes / No
T AT A F G S (S A B T R T H PR WA
FAMILY DETAILS gfiEr foaewor
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
FH e TRER % Wl &AM 34 () fem & 9 Y
;i Yek i (o< I Hinbéurd
9 Mo fa K Siiah =3 M Son
% Chandin a3 8| 0%
I L@ﬁw,«-i A-D M SON
5 Indoo 24 P T grien
z Roora 20 E IEITaa

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabie)
e % Tow faafy amn

BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Basis/Proof
e @ & T w9 9 G Y o
(9 ) e I g s (I 93 Ht B W e F:1 (T v 5} g Wi wae wt
“PURPOSE" for REQUESTING ASSISTANCE:
e 3 R T o = s
5r. No. Medical Reports/Prescriptions Attached
wH el FEARVRHRR § IR H W W g9 go
BE £ ¥
L = NS L
, £) o : _—
Swepy = (F FICTTIOT,
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W IEW F T FE 9 Torq e o W ® o @ we?
sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F HEA I o o T W Wi

1. SCEH




DECLARATION by APPLICANT: 3T&%% BRI LR EH

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistanceN
liable for rejection/cancellation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistan

was requested by me,

3) I nereby confirm that | have not & will notin future, avail of reimbursement, in part or in full, from any other source/employerfinsurance company, of the amoun

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
acfivities/achievements. Such use of my photo & details can be made by Koshika Foundation vefore or after my treatment or fulfilment 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/granted,
will not automatically entitle 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 Feundation, and their decision is this regard will be final and acceptable to me.

1) @ T W AT TR W S o e, ¥ (ordew) ol wewt 7 g am { w i wed ol v ") afieE v {5 0w,
w, e 3k 5 o T8 v i 3, w9 i T e, O, A R SR § e e it swafarl & R el i e s

Lt m%fmﬁuﬁélﬁtmmﬁamﬁimﬁﬁﬁmmﬁm%’r‘aq"ﬁﬁmmﬁm"aw@afmél

2y % () T8 A E 9O £ fR O W, T, T AR faww e v @ vl ¥ Wi @ 53 R Wer 1 eaer W @ gy f

“ifa" e TER el w1 fivi o @R el e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
HATE P R A S W R

AGREEMENT by HOSPITAL (& 5 &)

By affixing hereunder, signature of our Authorised 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 avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested 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 duplicate assistance for the same patient/case from any other NGO or any other 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 arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the palient, and Koshika Foundation will have no role or responsibility
in the matter.
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