Cad-ll-0925

APPLICATION FORM FOR ASSISTANCE (Healthcare) U !
wETHal B4 yrEY ( TV T ) {EO_S_hl;kﬂ
pundation
APPLICATION Mo, APPLICATION DATE : Bustifng ook ol life
S WA NI\QQ—MQM— e [1-11-2.¢- o
NAME of APPLICANT ; f AGE-YEARS - | sEX T
HATE W T g l 3 | —1C E
FATHER S/SPOUSE'S NAME A
fomaz™ w1 (IJATE - K
- PASTE PHOTO HERE
Y14
B i _ Pee Pp.S7
S %%ﬁ
PERMANENT REMBENCE ADD | T o
e ek mnﬂaﬂ MARRIED (Ff¥mj—+ UNMARRIED (atfeaiea)
TOTAL ANNUAL INCOME : {Attach Prool of Income}
A s s — Bbeceoe [~ (I W )
PAN No, T8 I HEA
ARE YOU AN INCOME TAX ABSESSEE (Tick whichever is applicable): Yes | No
1 A s & T & (A W w3 v W fre e W
FAMILY DETAILS wfiap Tasm
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
wH e yitaw % weE W 3g () fem e e e e M
(i F?E i y A BA F
AL by o I | <2 49
[=0N | A M st
SrMuioh o 4 Sar
BASIS for REQUESTING ASSISTANCE {Tick whichuver ic applicabla]
e % e el smm
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) {Attach Certificate Copy) {Attach Copy) Basis/Proof
et T # A T = il wEm T YT WE st .
(e 3 Y i S W (e o} W o weE (e T R W A W :
“PURPOSE" for REQUESTING ASSISTANCE:
wE R Ted T W
Sr. No. Madical Reports/Prescriptions Attached
wy HE sorretee A A W sl T He
Y \ \ a T 8 iR
o E’-E.- L,;Hbﬂ CC "L.ALAUHL‘-Hj
- ~E LTI s r!f?‘:
2 — oL IV L1 .
AT LS oo P oCE?
AN 1074 7 ER . S 7
L \
ASSISTANCE BEING AVAILED for BAME "PURPOSE" from OTHER SOURCES
mz@ﬂﬁﬁmmfﬁﬂfwwﬂuﬂﬁwwm
&t No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
] HEA a7 TR A = A i
5 Nhr o CJ [
@ {J#EL_ GO 6 1{




DECLARATION by APPLICANT: ST o0 sivm 9%:

1) | hareby confit that all details n ihis Form are True 16 the best of my knowledge. Any taise statement wil render my Application & ongaing assistance, i any,
Fisbla for rej fimtion.

31 | solemnly confirm thit assistance, i recelved from Koshike Foundation, will be used only for the “purpose’, as stated in thig Form, for which such assistance

was requesied by me.

311 herety confitm thal | Have not & will not in future, avall of reimbursamant, in part of in ful, fram any other source/amployerinsurance company, of the amount

Tar which this nssisiance is reguastied.
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11 By affiking my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Faundation and I's Trustees to
useipUblishput-upireproduce my name, address, pholo & detalls of the “purpose”, for which such assistance s requesiedigranted, through any
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for whileh mestmtince is belng requested.
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will hol autcmatically entitie mo for rocsiving or continuing the said assistance. The dechslon for granting andor cantinuing the assistance will rest eoleky
with ihe Trustaes of Koshika Foundaton, and their decitlon (s this regard will be final and acceptable fo me.
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AGREEMENT by HOSPITAL (F¥9a B0 &1)

By affiung hereunder, signature of our Authorisad Signatery far recommanding (hik case/patient for financial assistance liom Koshika Faundation, we
{Haepital) hessty afficm & acoept lolowing. '

1} that we neither are presently nor will In feiture availl of inancks! assistance from anothar ME0 o any oiber source, for the samo palientinase, @8 wo ane
requesting o get fram Koshika Foundation, to the extent that such assistance ts granted by Koshiks Foundation, If the requeated astistance is nol granied
by Koshika Foundation, in gart or In full, then the Hospltel reserves it's nght 1o make up the shartfall from analher NG ar any ather source. This
canfirmation essentially states that the Hospdtal will not avall any duplicate assistance for the same palienl/cass from any other NGO or any ather source
2) Tho assistance from Koshika Fouridation is only financial in nature. The choice of the ireatment/procedure atvisediconducted by the Hospital on (he
patient, is basud on thi Brangement betwiten the pallen & the Hospital, and Is In np way Influanced by Koshika Faundation. Hence. the Hospital will
assume sole & complate responsibility of the treatmaent & it's outcoms & safety of the patient, and Koshike Foundation will have no role or responsibility
in the matier.
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