AWR-C -3 -01-00I4

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{?Shlka

m“mm (vameg dsre) foundation

mnmu: e Iﬂgﬂf,,ﬁﬁ.ﬂq mmmm [?’GE—?L el brack of bl
NAME of APPLICANT : SQJ'UL AGE-YEARS ST5-7% | sEX fein

PERMANENT RESIDENCE ADDRESS - T Suarera

Sl gi mf‘

OCCUPATION - F1sTp N () MARRIED (T} | UNMARRIED (sf¥afie)
TOTAL ANNUAL INCOME - OTD [Attach Proof of Incame)
W wieE 5 B [mnmmmM
PAN No. T} & #&@ IR
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever Is applicable): Yea | No
wmmawi{iﬂimwﬁwﬁ;ﬂwm ML 1'1"':
FAMILY DETAILS wfap fasm
S No. Hame of Family Member Age (Years) Gender
BN e i % W W T 0 () fan
4P, SN A T
- , 5’ @) ATl
[€9) 15 257w 1.
& Zemb 5 Z3@ail
&) LRI Ta I
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wEmn & fe fmfe amm
8PL Card S Certificate Rstion Gard Any Other
{Atisch Card Copy) mm Copy) {Attach Copy) Basis/Proof
i S A v T ey s wh N TS wE - 9 W
(3 v w wnn ufy wE W (Ve T W) e W wE e (v T W w wih wE
“PURPOSE" for REQUESTING ASSISTANCE:
s iy fed vl fiel o g
8¢, Mo, Medical Reports/Prascriptions Aftached
w5 5 sFepvET @ Wi w1 o v g v
L= - Cmonedl Sins
CUAPI LE -7PL
7] i
Amrmmnnmu.!nhmw mﬁm
W TEW % v = 3= weww e = wn R e oo
Sr. Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
W HE = W W =t o
] | AL I




=E)

DECLARATION by APPLICANT: ¥/ T W w1:

1)1 heveby confirm that ail detadls in this Form are True 10 the best of my knovledge Any faise statemant will render vy Application & ongoing assistance, if any,
liable for rejection/cancellaon.

2) | solemnly confirm thet assistance. if recaived from Koshika Foundation, will be used only for the “purposa”, as slsted in this Form. for which such assistance

was requesied by me

3) 1 heraby confirm that | have not & will not in future, svail of resmbursement, in par of in full, from any other sowcafemployeriinsurance company, of the amount
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AGREEMENT by APPLICANT (smiew gm wm)

1) By affixing my signature o thumb improssion on this Form, | (Applicant) hereby agree & suthorise Koshikas Foundation and 's Trustess to
vsaipublish/pul-up/repreduce my name, 8ddress, photo & detalls of the "purpose”, lor which such assistance & requesied/granied, through any
medium, including bul not limited 1o verbal, print, electronic, for soliciting donsBiors for Koshika Foundation and/or disseminating information sbout it's
sciivilles/achievements. Such use of my pholo 4 detalls can be made by Koshiks Foundation befors or after my trestment ar fulfiiment of the “purposs”
for which assistance it being requestod.

2) | (Applicant) further agree thal any such use of my nams, address, photo & detsils of the “purpose®, for which such assistance is requested/granted,
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wilh the Trusiees of Korhika Foundation, and their decision is this /egesd will be final and acceptable to ma.
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By affixing hereunder, signature of our Authorised Signatory for recommending ihis casa/patiant for financial assistance from Kosheka Foundation, we
(Haspital) hereby affirm & accept following:

1} that we neither are presently not will in future avall of financial assistance from another NGO or any other source, for the same patientcase, as we B
requesting 1o gel fram Koshika Foundation, to the extent that such assistance is granted by Koshika Foundaton. If the requested assistance is not granted
by Koshika Foundation, in part of in full, then the Hospial reserves (s right to make up the shortfall from another NGO or any other source. This
confirration essentially states that the Hospital will not avall any duplicate assistance for the same palient/cess from any other NGO or any other source
2} The assistance from Koshika Foundation ks only financial in nature, The cholos of the treatment/procedure advisediconducted by the Hospital on the
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