Cze-020lys

APPLICATION FORM FPR ASSISTANCE (Healthcare) K%hlkﬂ
|eEdl Y ATH WA (T 3EW) Too Eoyrrs
;r;t.qac;gn:m,: P},OZEO/OP;LF ;P;;cf;goumre:g/z/% Duiling bine s of e
NAME of APPLICANT: , , ) - AGE-YEARS 313-T¥ | sex fein
EF H AW Crigdhagy Lef Saru cz n
FATHER‘SJ;:Q’;JI::E‘S NAME : P a,@]f\\l R avv]
Q PRESENT RESIDENCEADDRESS SHA JgEmE 99
Vill. — odhaDuT, Ich. Rq.}?cx?’ '
ek — Alwo7, Ry B 7 han = 3omm freo)? ostep
PERMANENT RESIDENCE ADDRESS : &1 SIAIEH ber » q/ ﬁ &
/ ari
A Above 0538 Lal sainj
OCCUPATION : Forme gt (R} / UNMARRIED (i)
TOTAL ANNUAL INCOME : (Attach Proof of income)
F afts s 10,000 (e = e ). 11
PAN No. TF &Ml T84 -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes f V
W am e T € (R T @ 3w @ fam e ¥/
FAMILY DETAILS gfiam fagmm
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
FH GE nﬁma‘:wmﬁmm W (ad) fem FATH % WM G
D Sch\}l Deuk ~=F g - oife
PN '__ _4 -
(2 Fose [AT Salml [ " A =n
& Borer 12Skova R 3 Sen.
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e & fad farfa smur
BPL Card : ,
(Attach Card Copy) (Ammow) (m %I Bﬁghr:;f
W& # A o T Feq Fm o Iuni F18 = o W
(W va ¥t 9T WP we WY (9 V3 %) B Wi W s (W T3 W e i de :

“PURPOSE" for REQUESTING ASSISTANCE:

werm i el W e = It
Sr. No. Medical Reports/Prescriptions Attached
Lakil . x Frerevset 4 Il B W gE de
(H :qu”fl}’)ﬂf/f -— HKE~— TM>C
T — WM
(2) ?u’?(‘y@o’?*f/ — RE — J7¢7 Flo
t
¢
ASSISTANCE BEING AVAILED for SANE “PURPOSE" from OTHER SOURCES
¥ IR & 3 & = werm feet o w6 femn w2
sr. No. NAME of OTHER SOURCE ~ AMOUNT of ASSISTANCE BEING AVAILED
W GE ¥4 @A w1 TR 7§ WerEmW et
1\ r) o -

e



[ DCCLARATION by APFLICANT: Wil BT IVl TA:
"1} 1 hereby confirm that ali details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if BNy,
hiatle for rejection/cancellation. <

2} | solemnly confirm that assistance, if received from Koshika Foundation, will be used anly for the “purpose”, as stated in this Form, for which such assistance
was requested by me.

3) | hereby confirm that | have not & will not in future. avail of reimbursement, in part or in full, from any other source/employerfinsurance company. of the amount
for which this assistance is requested.
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AGREEMENT by APPLICANT (ande#® 10 )

1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trusiees lo
use/publish/put-upireproduce my name, address, photo & delails of the “purpose”, for which such assistance is requesled/granted, through any
medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my phote & details can be made by Koshika Foundation befare 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, phole & details of the “purpase”, 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 Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (TFe® &0 *W)
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) thal we neither are presently nor will in fulure avail of financial assistance from another NGO or any other source, for the same patienl/case, as we are
requesting to get from Kashika 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 Hospilal reserves it's right to make up the shortfall frem another NGQ or any other source. This
confirmation essentially states that the Hospital will not avail any duplicale assislance 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 Hospita! will

b assume sole & complete responsibility of the treaiment & it's outcome & safety of the patient, and Koshika Foundation will have na role or responsibility
in the matter.
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