SKE -(C-9S5-08-099Y

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko"'shtka

HETgA BY, ITHEA WIEY (T TENe) PP P T

o, o TION lika.
e /0995/0337 IRORET 0p 9.0 e

NAME of APPLICANT : AGE-YEARS 3-mi | sex fin

wewm Mos. %nmal £3 =
B .
£OnOuN | 2R3l Rsre #:;':’m;’ﬂﬁﬁﬂp
PERMANENT RESIDENCE ADDRESS - %l STam vl {v\ﬂﬁ; . Sa¥o Jﬂ
Sami 0% nf_@_fm [51333

geomnn: Hame Mafmn QAR PETH) | UNMARRIED (o)

TOTAL ANNUAL INCOME : (Attach Proof of Inl:nml]-
o afts o [f Tocomp ] s a4
PAN No. TIf W W o =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever in applicable): Yes / No
W AN A W gW § (H wE § I W W W e s Ifgﬁ/
FAMILY DETAILS wfrant fagmm
S, No. Name of Family Member Age (Years) Gender Relation with Applicant
; W W] W A 7w (=) feim Hes % WY Ty
t.J)J 1‘?_5- Sar)
{ i 5 [v .'ét"lh
3 ViYY/VaR N7 i)
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
s W ford fafn sman
BPL Card EWS Certific Ratlon Card
{Attach Card Copy) (Attach Covtficate Copy) (Attach Copy) K i
i T W 9N T P W W e W s T T
(v T ¥ w W W W (v ws = wm ufE HeE wh (wmm w3 w1 v o e w5 '
“PURPOSE" for REQUESTING ASSISTANCE:
wemm ¥y e e e e
Sr. No. Medical Reports/Prescriptions Attached
W sEmEvETR 8 Wil w5 o wiehe g gee
rd AT T - /A = | ]
N/i8Ps FALATAN — HE -  Senlir  Cala%a Jj
[E — 5 0 Caladiccl
ol -
) Uﬂfg ; = [E——  STUE Ldigh PIVime

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ IR #® ¥y S o weren fEE s v A fe o w2

S, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HE 3= T W AW =i mf wwmm




DECLARATION by APPLICANT, STHT% &0 Swen wa:

1) | hereby confirm that all defails in this Form are True fo the besl of my knowledge. Any false statemant will render my Application & ongoing assistance, i any
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2) | solemnly confirm that assistance, if eeeived from Koshika Foundation, will be uged only for the "purpose”, as stated in this Form, for which such assistance
was requested by ma

31 | hereby confirm that | have not & will not in future, avall of reimbursemant, in part or in full, from any other sourcelamployer/insurance company. of the amount
for which (his ossistance is reguested.
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AGREEMENT by APPLICANT ( sts g #7)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trustees to

use/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranied, through any

medium, including but nat limited 1o verbal, print. slectronic, for soliciting donations for Koshika Foundation andior disseminating information about it's

activilesfachievemants. Such use of my pholo & detalls can be made by Koshika Foundation belore or after my treatment or fulfiiment of the “purposa”
for which assistance s being requested.
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will not automatically antitle me for recaiving or continuing the sald assistance. The decision for granting and/or confinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable o me.,
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AGREEMENT by HOSPITAL (¥w@m 30 ®ai)
By affining hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accep! following:
1) that we neither are prasently por will in future avell of financial assistance from another NGO or any other sourca, for the same patient/case, as we are
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Keshika Foundation, If the requesiad assistance is not granted
by Koshika Foundation, in part of In full, then the Hespital reserves i's right o make up the shodfall from anather NGO or any other source. This
canfirmation essentlally states thal the Hospital will not avall any duplicate assistance for the same patiant/case fram any other NGO or any ofher sourca
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospifal on the
patient, is based on the arrangement between the patisnt & the Hospital, and is In na way Influenced by Knoshika Foundation. Hanca, tha Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no roke or responsibility
in the matiar.
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