M?Cn -]9-0S- /104 Y

APPLICATION FORM FOR ASSISTANCE
HETHW ¥ SEEA WrEy

(Healthcare)
(e TEwe)

APPLICATION No. : C/D?QSJGOHS

Ammmum'rﬁ::zo--'} ,E
wrrge ot _

KBk

m
Building blodk of Iie

AT WA
name of apeuicant : Mlunn Jdal AGE-YEARS W-#1 | sEX fifn
B S 0 Fall
Famtﬁ'wm: Dinanaih Pscnad

PRESENT RESIDENCE ADDRESS #34[ 14/
Vil Ty ihay-%5C 37

PERMANENT RESIDENCE ADDRESS - =1t aamra 7

¥

=T

OCCUPATION: 0o ( FaINen )

MARRIED (FFfFa) | UNMARRIED (ifaits)

L EL]

TOT E; 00 |
AL AWRIAL WCOR 320 DtFurrmia )

(Attach Proof of Income) qu
(5T % W e )

mma’/

PAN No. =7t &I W& EE
ARE YOU AN INCOME TAX (Tick whichever is applicable);

T AN AW W R (R T 0w w wE W e s o/
FAMILY DETAILS ufram famrm
5r. No. Name of Family Member Age (Years) Gender Relation with Applicant
A W ik Kok 70 () fom R
] Dinandhh | 5% _aly QHun
BASIS for REQUESTING ASSISTANCE [Tick whichever Is applicable)
ayaa % ford feafa s
BPL Card EWS Certif
(Attach Card Copy) mn:hr:-.-unuﬁ-“ Copy) mm; Eﬂiﬂm
i T # o AP o IV TR e
(WA T ¥ v o g wh (99T 9N W R s W (7% % e o wee .
"PURPOSE" for REQUESTING ASSISTANCE:
mmﬂqﬁ&ﬂﬂhﬂmzﬁnz
Sr. No, Madical Reports/Prescriptions Attached
9 g FrmEEie 7 Wl ¥ v ofee o e
E E - - Efl'
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W T % 6 N #= wewa fed s il | fromm wt
t. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N HeA W T WA i o wEram ol

s




DECLARATION by APPLICANT: Sries g shom w3:

1] | harsby confirm that all detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing ass:stance, if any,
lable for rejection/cancefiauon.

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

was requesied by me.

3} | hersby confirm that | have not & will notin future, avall of reimbursamant, in par or in full, from any other sourcelemployer/ingurance company, of the amount

for which this assistance |s requested,
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AGREEMENT by APPLICANT (ss mm ¥710)

1) By aMfixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and il's Trusless 1o
usefpublishipul-up/reproduce my nama, addrass, pholo & detalls of the “purpose”, for which such assistance is requasled/grantad, through any .
medium, including but not limited Lo verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activities/achievements, Such use of my photo & detalls can be made by Koshika Foundation before or after my treatmont or fulfiiment of the “purpose”
for which assistance s Deing requested,

21 | [Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requestadigranted, |
will not autamatically entile me lor receiving or continuing the sald assistance. The dacision for granting and/or continuing the assistance will res! solely
with the Trustees of Kashika Foundation, snd their decision is this regard will be fimal and acceptable o me.
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AGREEMENT by HOSPITAL (Fewel g0 %01

By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept lallowing:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patientcase, 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 nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2] The assistance from Koshika Foundation is only financial in nature, The choice of the reatment/procedure advised/conducted by the Hospilal on the
patient, is based on the armangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil!
assuma sole & complete responsibility of the treatment & it's outcome & saloty of the patient, and Koshiks Foundation will have no role or responsibility
if Ihe matier
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