C-95 -66 =5312

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOSh[ka
HETHA B STHEE WiEY (TR e ) foundation

o |)[462.5[60F i 0625

AGE-YEARS Sq-md

HMEUI‘APPLICAN.'T
[3laman bo F

FATHER'S@/SPOUSE'S
Y ) Sanuuﬂf)l

mﬁ— . ADDRERS WAWR s W
tffo=——23% fant; Lhiz; 7115 R ALE

- 1 -
— I T R PTa A S O Bl
G A s

|/ PERMANENT RESIDENCE ADORESS :

S o pue MALER sl ik
ch Ih“m}

e T /Fam Mmf’emdmwm

PAN No. ¥IIf T WAl

ARE YOU AN INCOME TAX AGSESSEE [Tick whichay hlnﬂlnﬁ:l Yeu | Mo
wmmmmifﬂmﬂmﬂmm"ﬁmwl. ;t';-m’/
EAMILY DETAILS wftam Taam
3. No. Mame of Family Member Agn (Ywars) Bimitr Ralation with Applicant
ﬂﬂ?ﬂ : ﬂﬁﬂﬂﬁ}wﬂﬂm W () ! siTE § WY Oy
P o Il
Wi, Sommetohn 75 }‘“L HIT? :
NI @EA 7
—— (7 Hsmlm TS
_ﬂlaﬁ _f Tn O\ " —
I‘glf ; INASL = ) ﬁ-—{ u“-_:g.'rum

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabin)
ware % it famfa s

BPL Card Ratlon Card
{Attach Card Copy) mm-cmw (Attch Copy) ;:.m
i % A T S S FUqrEn wTE s
(5 T = v WA wE W (g o %) W v Fe W C el % W e i He
"PURPOSE" for REQUESTING ASSISTANCE:
wwrrm ¥y fFY i w o
Sr. No. Mudical Reports/Prescriplions Attached
W H sEEetRT § Wi W T e g e

1] Qi 7 ‘ft il
Py o T A ({7

e
L —] !

.r'ﬂ P / P | i
=77 rﬁﬂ}ﬁl%uaﬂ s Col 277
ASSISTANCE BEING lMl}LEﬂ for SAME "PURPOSE" lm_ﬂTHEH SOURCES
TH STEES ¥ B ¥ 5% wwww fEet 5 e 8 o mm owe

Sr, No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
WY e = T W AW w1 W e i

7 T
2 MLHI[J&}FH&%

P —

4 ANEAYSINE == 4
.‘Jf.‘/ /1 =) f‘ﬁ«’gﬂ@ (__ 1P




DECLARATION by APPLICANT: Srew 1T o W

1) I heraby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Appiicalion & ongaing assestanca, If any,
fiabie for rejection/cancellation

2 | solemnly confirm that assistance, if recslvad from Koshika Foundatian, will b wsad only for Ina “purpose”, as siated Iry this Farm, for which such assisionce

wal raguested by ma.

94 | hereby corfirm that | have not & will ot in future, vl of reimbursamant ir part or in full, trom any thes sourcalamployerinsurance comgany, of fhie amout

for which this assistence is requested
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AGREEMENT by APPLICANT | sTHs® gl =111)

1) By affixing my signature of thumb imprassian on this Form, | (Applicant) heraty agree & aulhorise Koshikas Foundation and i's Trustees to
usa/publishipul-uplraproduce my name. address, photo & details af the *purpose”, for which such assistance is requestedigranted, through any
madium. Including bul not limited to verbal, print, alsctranic, for solicling donations lor Koshika Foundation andior disseminating information about it's
aolivieslachievemants, Suth use of my phole & dotails can be mada by Koshika Foundation palare or afier my treatment or fulfiment of the ‘purpose’
for which assistance |s being requested.

2) 1 (Applicant) further agres thst any such use of my name, address, photo & datails of the “purposs’, for which such assistance I8 requestedigranied,
will not autematically entitle me for recelving of continuing the sald assistance. The decision for aranting and/or continuing the assistance will rest solaly
wilh the Trustees of Koshika Foundation, and thair decision Is this regard will be final and accaptable to me.
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AGREEMENT by HOSPITAL (femm R0 %)

By ammM gignature of our Authorisst Signatory for recommending this caselpatient for financisl assistanca from Koshika Foundation, we
(Hospital) hereby affirm & accapt following:

1) that we pizlther are presently nor will in future avall of financial assistance from another NGO of any other source, for the sama patignticase, Bs wa ore
requasting 1o get from Kashika Foundation, 1o the exiont Ihat such azsistance 18 granted by Koshiks Foundation. If the requasted assistance js nol granted
by Koshika Faundation, in part or in full, then the Hospital raserves iC8 right 1o make up the shortfall from anpther NGO or any olher source, This
confimmation essentially states that (ha Hospital will not avail any dupkicate assistance tor the same patienticase from amy other NGO or any olhar sourca
2) The assistance from Koshika Foundatian is only fingncial in fature. The choice of the treatmeni/procedura advised/conductnd by the Hospital on the
patlent, Is based on the arrangement batwean The patient & the Hospital, and i& in no way Influsnced by Koshika Foundation, Henca, the Hospital will
ausume soin & compiste responsibility of the treatment & I's outcoma & safety of the pationt, and Keoshika Foundation will have no role or respongibliny
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