_ﬂ——

Tel P-4 -02 - NN

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kf%h.lkﬂ
m“m bk { ; ) foundation
m{m:cia-}h]o‘-}q MME“E’SI’DI’QE - Biletieg biocs of b
NAME of APPLICANT - AGE-YEARS STT-T1 | sEX fifn
o srrocwr- Do L ShonMA T et
OUSE -
ramerssrouses e : RASNIVAzGL Dayod Shasmo |
mm&mmsiﬂ: il
7 .
R TFARCC S ThadBhL kel A AR i
SERMANENT RESIDENGE ADDRESS - #uri SI=ary o | (i}{c;f Pc.&"r
OCCUPATION : |_ (11 (AUM | (Feair) 1 UNMARRIED (P
AM INCOME : . Proof
o 1,044,680 (Famity neormt ) o roc ofcome) ) L
PAN No. vt wm e R\
RE YOU AN INCOME TAX ASSESSEE (Tick whichaver is applicabic). \ Yos |
;mmmmmimﬂﬂzﬂmm::ﬁmmﬂn&m sfr:%/
- EAMILY DETAILS wfar famm
St, of Famify Member Age ) Gende Relntion with Applicant
ﬁ:?;: gg{% W nm fe!ﬂr T F A e
Niw G OTTTG I 0 e 1A as —Fema I
Qi AV (VYN I3 Tl =5
- f—* -
e ———— -
HASIS Tor REQGUESTING ASSISTANCE (Tick whichever Is spplicable)
oo % fem fiefa s
(Atach Card Copy) (Attoch Cariicate Copy) m Cony) e i
witdt T % 4w v WET S T T T Epiialon s W
(wm o3 W) W T e W (WEI T2 W] W A S . (e 74 W B W WA W
“PURPOSE" for REQUESTING ASSISTANCE:
mﬂ'tﬂﬂﬁﬁﬂﬁﬁﬂﬂm
sr. No Medical Reporta/Prescriptions Attached
W W somE e # Wi o e 19 /e
RE = (L%
E ( ( =
e

AESISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
ﬁ@ﬂ#hﬁmmﬂ:ﬁmnﬁﬂhﬂm

Sr. No. MAME of OTHER SOURCE ANMOUNT of ASSISTANCE BEING AVAILED
Y T Srn T W IW i 1t wErEn W




I —— R —— R —_——|
—— E

-M,

DECLARATION by APPLICANT: 5SW0% 0 wumy uy,

1) | heroby confiom that sl detads in this Form are True to the best of my knowledge. Any false statement will render my Application & ongaing assistanoe, if any,
liabte for repRction/cancadiation.

2) | solemnly confirm that sssistance. If reoeived from Moshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance
was mauesiad by me.

3} | herstyy confirm that | have nol & will hol in Tuturs, avail of eimbursement, in part o in lull, from any other spurcefemployedinsurance company, of the amount
Far which this pasisiance is requestad
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AGREEMENT by APPLICANT (suivs g wit)

11 By affixing my signature or thumb impeession on this Foem, | (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to
use/publishiput-upireproduce my name, sderess, pholo & details of the “purpose”, for which such assistance is requestedigranted, through any
miEdium, inchuding but not limited to verbal, pint, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
acivities/achiovemants. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
fat which assistance is biing néquested.

2) | (Applicant) further agree that any such use of my name, address, pholo & details of the “purpose”, for which such assistance s requestedigranied,
will nol automatically enlitle me for receiving ce continuing the sald assistance. The decision for granting and/or continuing the assistance will res! solely
with the Trustees ol Koshikas Foundation, and thelr decision b= this regard will be tinal and acceptable o me.
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* AGREEMENT by HOSPITAL (wemm pm %)
By alfixing hareunder, signaluitest our Authorised Signalory for recommending this caza/patient for financial assisinnce from Koshika Foundation, we
(Hospital) hereby alfirm & accepl following.
1) that we reither are presently noe will in future aved of ingncial sssistance from another NGO or any other soutce, for the samio patienVcase, os we are
requesting to gel from Koshika Foundation, to the exten! that such assistance is granled by Koshika Foundation. If the requasted assistance i not granted
by Koshika Foundation, in part orin full, then the Hospital resarves it's right fo 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 patient/case from any other NGO or any other source
) The assistance from Koshika Foundation is only financtal in nature. The choice of the treatment/procedure advisediconducied by e Hospital on ihe
patient, s based on the armangement betweer) the patien! & the Hospital, and Is in no way influenced by Koshika Foundation, Hence, the Hospital will
pssume sols & complete responsibiiity of the troatment & IU's outcome & salety of the petient, and Koshika Foundation will have no role of responsitillity
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