Gao o Jol3t

K¥hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
wETHAT B, ST Wiey (P ) foundation
e AlolzofodFo i (] o) e
PLICANT : AGE-YEARS W-T4 | sex fen
e Babu 5o T M
umzkw-s NAME : R A 6'\ Lib(
PRESENT RESIDENCE ADDRESS ﬂmﬂnw
U — pawda, — on. — RAthgwoag
M- ches Preaf fostop
[o Y et o qub\

S L

qmm ! UNMARRIED (st}

YOTAL ANNUAL INCOME - — JAttach Procd of Income
o oS o =S ‘70’1*'9.]"- (mmm&m)'
PAN No. T8 H/ Han
ARE YOU AN INCOME TAX ASSESSEE [Tick whichwrer Is spplicabie): Yos | Mo
3 AT WA § (AR 6 T wt w e e g
FAMILY DETAILS wftan famm
S1. No. Nams of Family Member Age (Years) Gender Relation with Appiicart
=Y. He 2 ¥} T 33 ("4) fin ® A T
;
(7 flaohdahn 7 Ta LS
") .
ey, 4 2
CZ! (= VA& a) Z %\ L
BASIS for REQUESTING ASSISTANCE (Tiok whichaver 13 nppicatis)
e % T faafy s
8PL Card Certificsts Ration
{Attach Card Copy} (Attach Corihcate Copy) (Attach Copy) s fnsn
e tm % A e i I W W T w ToiE F = W W
(T T = WA W Uer (e w1 ww o v (59% 57 8 O Win W w1
*PURPOSE" for REQUESTING ASSISTANCE:
weE vy Rl o Al = e
§r. No. Medical Reporta/Prescriptions Attached
¥ HA ; e ¥ Wi %1 v wfe i wos
:Ogct;qf_npjzf HE -
dofo — e
SUTIErY. RE = RI0SF 157
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
W R ¥ iy =% 3w W fed a wn A fen T w2
§e. Wo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F qEn I WE | Y w f werer v
SOl M




DECLARATION by APPLICANT, Tive n shaoy u%:

1) | heredy confitm $hat al cetals b this Foem ara True (o the bast of my knowledge. Any false ststament wil render my Appicalian & ongaing assslarce, ¥ any,
lisbie for rejection‘cancalation,

2)¢wouéﬁmmausm.!whwmKMMFMM.WNMWMM'NW.QMhmem.hm’mmhnsum

was requested by mo

3} 4 hereby confirm et | have not & wil net in fusure. aval of relmbursement, in part or In full. from any other sourcelemoioyeninsuranos company, of the arourl

far which this assistanco 5 requesisd.

1) 4 shwr wam § o ow wrew # fot =2 e Feren 2wl % SR wow W b TR s Sy v e A w o § A i v for St wea b
2) 4t gu 9 weer Ul SRR s, 4 E W ol 8, vew wodn a wtve o) o 2 fed fem i, e o w a #
3) A yie wm { 15 S weme ¥ A W W S 4, 9 ufn W afor © wem fron fed s sinfedawaltm wed 2 0 form # ol 1 @ ofem S o

AGREEMENT by APPLICANT (wries gra i)

1} By atining my sgnalurs or thumb impression on this Form, | (Applicant) heveby agree & sutherise Keshike Foundation and it's Trustess lo
usa/pubishipui-upireproduce my nams, addrsss, pholo & datslls of tha “purpose”, foe which such assistance is requestedigranted, through ary
madivm, hehudig bus notlimited 1o vertial, print, electronic, for soliciing doastions for Koshiks Foundation andior dssomnating infarmalion aboul it's
actniliesiachievemanty. Such uss of my phole & detsls can be made by Kozhikae Foundation before or afsar my treatrmant or futfilman: af the “purpose”
far which assistance is bring requasied.

2) 1 |Applican) furthor agreo that any such use of my name. adersss, phote & datsils of e "purpese”, far which sUCh BSBIANCS I8 requesiedigreniss
wil not awsomatically entitio me for recaiing o caniinuing the sald assistance. The dacison for gransng andlor contmuing e sssistancs wil rest solkaly
with tha Trustess of Koshka Foundation, and thalr daclsion fs this regard will be firal anc acceplabie 1o ma

1) W VW A ye g W we e, (awieE) Al el ) e wom o e sder ait e Wit w) sfegn e f e g
o, W s S S 7w T i e T A, T, S T TR O gl R s soeed % fiok fol ) et s

3 T W R S sfie &R w2 e R T T AR 4 R R e e v e sfige §

1) R (sTRE) W WA W wgeR f 1E 0 A, T, i e o) T seen @ agtedd 3 aifede # 59 e s w v v e sy

“Ff T W 2hd Wil W Pl STay sl aoreed st

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION :
s ¥ werE W SR o e 2 e

AGREEMENT by HOSPITAL (%99 0 &)

By affMixing haceunder, sigralure of sur Aulhoreed Signatory for recommanding this casalpabent for fnancial sssistance from Koshiks Foundaton, we

(Hospital) heraby aflirm & sotept fallowing:

1) that we neither are prasenty ror wil in future avail of firancial sssslancs lrom anathes NGO or any ofher source, for the same patienticass, a8 wa are

requesting 1o get Trom Keehika Feundation, to the exlent [hat such assistance is granted by Koshika Foundation. i the requestad assistance is not gramed

by Keshikg Foundation, in part of in ful, then the Hespilss rederves it's right %0 make up the shortfal from arother NGO of any other sourss. This

confirmstion sssertaly slstes that the Hoapiai will het avalk any dupicats assislancs for the same patienticase from any other NGO of any other sourcs,

2) Tha psestance from Koahlks Foundation s only inancial in natre. The cholce of 118 reatment/procedune advisediconductsd by tha Hospial on tha

patient, is based on the amangement between ths patlant & the Hospilal, and I8 In no way infisanced dy Keahiks Foundstion, Hence, the Hospital wil

:‘;:am soie & complats responsdiity of the treatment & #'s cutcome & safety of the patient, and Kcsmka Foundsbion will have ag role or rasponsiblity
@ malier

vt fogn, weawd w3 s 9 sl o eerti” o e oo By Teerite o wet & P e (reoem) Bt wer ¥ e w witen we B

1) 9 fi6 2 3w sh ot ey F SdEy wpen B i wond den @ el s vl 4 o ddord F 8w A W 8 82 M g it R

¥ fowftnfefh 39 & g F “withen wedve” po e by e B ol Ywifive st pe woen Pt afieeees B o fea o €A e

e o & e W @ fel e e @ e 3w s i vem b e @ e we o § e s e e e i iy fe

. wowd Hew w 54 w1 3o E 96 vt

2, o Fadan” 4 W) o ween s fefre gl o 99 wonend g0 O o v @ fed il IwniEe W e h o weeR

% R ® fiwg § ol “wifi wEve o e wmow e b Wit wem A w wm e doae st e e

= wrft sl Cwtn W W gitne o faeed w2 0
]

ﬂ/ RECOMMENDED FOR ACCEPTENCE \W

ol ¥ e AT
: 8 r] ."'_';7'- LD LA “_EI] FN

OmoGSm\gery \rA . admlwtatialns
"} ].uu NSl [Name, Bisighaiibh & Stamp of Authorised Signatory

WN&M&M wtthmnp) on behaf of Hospltal)

TRR W TR R PR R TR 1 T § W TR A S
FOR INTERNAL USE of KOSHIKA FOUNDATION  sxfis 3% £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
33l ¥R | W T 2

7 FAE

/4

L

30.05.2019




