 —— e — —

SRE-(11-33 -03~-0)3-M

APPLICATION FORM FOR ASSISTANCE
werga €9 SEET WIE

(Healthcare)

(s e )

o CIORE OIS

;ﬂ:wnm :@-0 | -Q()

i

Busleting brioch of Hie.

NAME of APPLICANT : R(lhﬁ,\ AGE-YEARS ¥1q-ud | sex fim
————— | 6) Hobe
mhmwam.(hw

RPN TP ala Koo, Gy 3
AANNOA pun  Nag PG SARAMImE WA

el

Arm HMAnmooOetn  NAGA ; Fse KOIDLS)
Rehal O, Ufdn /aolan

PERMANENT RESIDENCE ADDRESS - Tul sTarArg 7

)74 01V 48

——1

MARRIED (Ff#5) | UNMARRIED (i)

TOTAL ANNUAL INCOME :
WA #e A

QOSUMON: F‘a}imi%
JOT0

|Attach Proaf of Income)
( S =1 T e ) NI

PAN No. =it wm e\

R

| ARE YOU AN INCOME TAX ASSESSEE (Thak whichever is applicable): [
W I 9w gm § (@ v oW W E w e s NA

7

FAMILY DETALS wifam famm

5r. No. Name of Farhity Member Age {Years) Gende Relation with Applicant
1 W ofan § H T W {:ir; ﬁ"lr FETHE ® WY TN
(D [Eamand 5 Fali =on
) | %! .m.l..__u".l. ¢ A |
G - | 33 il LG - A
=
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicable)
e % fid fisfh sinm
BFL Card EWS Cartificate Ration Card Any Other
{Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Basis/Proof
et ® A e T = S W Y WS TR W wa o U
(e v wt g o ge st (T W e v e (WA 9% %! W W FEE S -
“PURPOSE" for REQUESTING ASSISTANCE:
wer ¥y R m e W T
St. No. Medical Reporta/Prescriptions Attached
0 W srequEyEie ® WA W el qe we
RE WL
[ & - (oneal UICE
= SuprgTE=Tpx
- -
ASSIETANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ I ¥ R WY o wyvm fed s wm @ e oo
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
A e S v W T =t v swrgE o9

NI




DECLARATION by APRLICANT: STF% B WIwey T0:

1}!WmﬂmﬂlmthmnTmmMMdmyhnum.!nyrﬂummummnpgﬂmumEmim.#mn
lable for rejectonicancaliation.

2) | solemnly confiem that assistance, If recaived from Koshika Foundation, will be used only for the “purnose”, as siatad in this Farm, for which such aswistance

was requosted by me.

3) | heveby confirm that | have not & will not in future, avail of reimbursemeant, m part of in full, from any other source’employerinsurance company, of the amount

for which this assisiance 15 requested.
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1) By affixing fry signature or thumb impeession on this Form, | [Applicant) hereby agrée & suthoriee Koshika Foundation and it's Trustees 1o
usefpublish/put-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance s requested/granted, throligh any
medium, including but not fimitad to verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating information about it's
achivitieslachiovements. Such use of my photo & detalis can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assislance Is baing requesitod.

2} | (Applicant) further agree that any such use of my name, address, phato & detalls of the “purpose’, for which such assistance is requestadigranted,
will not aulomatically entitle me for recelving o continuing the said ossistanco. The decision for granting andlor continuing the assistance will rest sololy
with the Trustees of Koghiika Foundation, and their decision is this regard will be final and acceplable o me
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By affixing hereunder, signature of our Authorisad Signatory for recommanding this casefpatient for financial assistance from Koshika Foundation, we
(Hospitaf) heraby affirm & accejd Tollowing:

1) that we nelffier ara presantly nor will in future avall of financial assistance from ancther NGO or any other source. for the same patienticase, a4 we are
requesting 1o get from Koshika Foundation, to the extent that such assistance Is granted by Koshiks Foundation If the requested assistance is riot granted
by Koshika Foundation, In part oc in 1l then the Hospital reserves it's right to make up the shortfail from another NGO of any othet source, This
canfirmation essantially states that the Hosplial will not avall any duplicate assistance for the same patisni/case from any othar NGO or any ather source
2) The pssistance from Koshika Foundation Is only inancial in nature. The choice of the treatmentiprocedure advised/conductad by the Hospital on the
patient. is based oo the armngement between tha petient & tha Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
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