APPLICATION FORM FOR ASSISTANCE {Healthcare)
wETIAl Wy SEEA WIEY (T ST )
APPLICATION No. - APPLICATION DATE : | - Lf"—:lﬂ il
s o Slo4xrs] 0033 e 5
MAME of APPLICANT J AGE-YEARS 39w | sEx fifn | ©
ETE W W 6 0

e Sukhpad M

FATHER'SIEPOUSE'S NAME

bhasynpal

Uttt iz d E X fmlfﬁl".l'l

T =1 TH .
g mma-wirnnmrmu;mmum rechml
ML ¥ 21717/ RS, 1, ). 513 3 97 L P Y% 3 4% Psu op FO8

Sukﬂwmﬂ (0033)

& .
Koshika
foundation
g

PERMANENT R ADDRESS - e ]
OCEURATION : 1Ly  MARRIED (R | UNMARRIED (sfe)
TOTAL ANNUAL INCOME : {Attach Proct of Incoma)
w7 s = 531000 (s W W HE) NH
PAN No. surd mm smm \ ) 1
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicablo): Yeu [ Mo
T S HT A £ (O e A a3 w5 e e L
FAMILY DETAILS wftan fagmm
Sr. No Name of Family Maember Age (Years) Gander
FH HE T weE WA (=) Pa il
: &Lk
I\ W - Bl Ly
. i LA L
Ll - <
B %R !
S [ =]
= oid NES

BASIS for REQUESTING ASSISTANGE (Tick whichever is applicabla)
wEran % o feef smw

BPL Card
[Attach Card Copy}

T tE W A T T
WS Y W W W HERE W

EWS Certificats Ration Card

{Attach Certificate Copy) [Attach Copy)

w9 A W oM . U WE
(w5 %Y wim il wEv W (wumn T3 w1 w Ul ge

Any Other
Basis/Proof

5= W

“PURPOSE" for REQUESTING ASSISTANCE:
g ] B T R W TR

Sr. No.
TH HE

Medical Reports/Prescriptions Attached
aerrER A Wl W T Wi N e

ASSISTANGE BEING AVAILED for SAME "PURPOSE" from OTHER SDURCES
76 FTa ¥ ¥ S0 3= meew e s wm @ oo 02

5S¢ No
T qem

MNAME of OTHER SOURCE
3= =W W A

AMOUNT of ASSISTANCE BEING AVAILED
o FaTE T




DECLARATION by APPLICANT: TS T7a Wi 7a:

1 | hereby confirm that sl details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
labila for regecton/canceliation.

2} | sobgmrdy confirm that assistonce, if received from Koshika Foundation, will be ysad only for the “purpose”, as stated in this Form, for which such assstance
WS regiiested by me

) 1 hereby confirm that | have not & will nol in future, avail of reimbursement, in part or in full, from any other sourcelemployarinsurance company, of the amount
far which this assisiance = reguestad.
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11 By aftmng my signature or thurmb impression on this Form, | (Applicant) heraby agreo & authorse Koshika Foundation and if's Trustees to
usalpublishipul-upreproduce my name, sddress, photo & details of the "purpese”, for which such assistance is requestedigranted, through any
madium, ineluding bul nat fimited 1o varbal, print, electoniz, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's
aclivities/achievemants. Such use of my phiolo & details can be mada by Koshika Foundation before or afier my treatment or lulfilmant of the “purposs”
for which assistance |s baing requested

211 {Applicant) further agree that any such uss of my name, address, photo & detalls of the “purpose”. for which such assistance s requested/granted,
will hol aulomatically entitie me for recelving o confinuing the said assistance. Tha decision for granting and/or conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and accaplable to me.
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AGREEMENT by HOSPITAL |reqims g0 %)

By aflining hereunder, signature of our Authonsed Signatory for recommending this case/patient for inancial assistance from Koshika Foundation, we
{Haospital) hareby aMfiim & accept inllowing:
1) thot wa naither are presently nor will in future avail of fmancial assistance from another NGO or any other source, for the same palient/case, 95 we are
reguisting 1o gel Mom Koshika Foundation, 1o the axtent thal such assistance is granted by Koshika Foundation, If the requesied assislance is nol granied
by Keshika Foundation, In part of in full, then the Hospital reserves it's right io make up the shortfall from another NGO or any other source. This
confirmition essantinly states that the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any othar source
2) Tha assistance from Koahika Faundation is only financial in nalure. The cheice af ihe reatment/procedure advised/condutted by the Hospital on the
patient, ls kased on the arrangement betwesn the patient & the Hospital, and Is In no way Influenced by Koshika Foundation, Hence, tha Hospital will
assume sole & complole responsibility of the treatment & s oulcome A safety of the patient, srd Koshika Foundation will have no role or responsibility
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