SKE - C-95 -0~ 0913

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
— ‘_E" bl 3”5"“ s LRV ) foundation
APPLICATION No. ! APPLICATION DATE : Building biock of Fe,
e o %‘/0,?9 s/ 0339 |mawe 0h-08l0s0¢
MAME of APPLICANT AGE-YEARS 3- | sEX fem
HETH
£ Nn. @mm( Singh 67 M\
FATHER'S/SPOUSE’ 5 NAME
fmsg™ = M Lmtﬂ Mﬁ‘r \./i‘.)’lﬂﬂ?})ﬂﬂ
PRESENT RESIDENGE ADDRESS _adur e muruwjn
¢ HANpuH 2 o 7 3 fere op pestop
= - — 91y l.-"'}
PERMANENT RESIDENCE ADDRESS : =18 sarard o pl‘}'[ ; Op‘rp{{_é ‘anﬂr‘
J
APk bt [ 03.35J
QCCUPATION :
wmm /ﬁl‘)ﬂ“” MARRIED | UNMARRIED (i)
TOTAL ANN INC ] (Attach Proof of | 1]
oo At 5 | 000 (51 1 T T NA
PAN No. TTé Tl W -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever i applicable): Yos I N
wmmmmi(ﬁmﬂwmaﬁm‘;;m?ms E?rgrzl//
FAMILY DETAILS witsm faamm
Sr. No. Mame of Family Membor Age (Years) Gender Rulation with Applicant
w4 HEA wﬁmﬁﬁmﬁmm W (ml) HETE T RN W
EJ B LY A - K| R‘E\ ‘5;”
] Fg ! 1 1
L3) f‘”‘kﬁ‘ q 1 on
AU ) ReYaCi7a] 28 = 'Hmriﬂrﬁ 03 1h Jand
BABIS for REQUESTING ASSISTANCE (Tick whichaver is spplicabls)
wrm % ferd fimfn s
BPL Card EWS Cartificate Ration Card Any Other
[Aitach Card Copy) (Attach Certificate Copy) {Attach Copy) BasiaiProol
witdt tan % N T v = S Wy v I s
(5o UF % e W EeE Wl (e T3 W W g EE W (v g 1 v i wE EN
“PURPOSE" for REQUESTING ASSISTANCE:
wem ¥ R m W e
&r, No. Medical Reports/Prescriptions Attached
WY W semeyETe @ Wil @) il gl g
_‘F) e 7
/ o BaTanN {_ fommm . ,ﬁf-‘h 4
L= - ’E’F‘h.l' oo fd_ﬂhnr‘?
4% = P A
A e R rE = SJI3 wr.’ng
g J i
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W Ttve % ¥ W s e e s mm A fem oW
8r, No, HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AYAILED
wH Hw =) T W AW ft mf werm




DECLARATION by APPLICANT: STies I Wiwm 93:
1) | hersby confirm that all detalls in this Form are True io the best of my knowledge. Any false statemant will render my Application & ongoing assistanca, if any
liable for rejection/cancallabion.

2} | salemnly confirm that assistance, If received from Koshiks Foundation, will be usad only for the "purpose”. as stated in this Form, for which such assistance
was requested by me.

33 | hereby confirm that | have nat & will not in future, avall of reimbursement, in part or in full, from any other sourca/employerfinsurance company, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT | wes & =1)

11 By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and IU's Trustees lo
use/publishiput-upireproduce my name, address, photo & detalls of the "purpose’, for which such assislance is requestadigranted. through any
medium, Inciuding but nat limited to verbal, print, electronic, for soliciting donations for Keshika Foundation and/or disseminaling information about it's
activitieslachisyaments, Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assistance l= being requested.

2) | (Applicant) further agree that any such use of my nama, address, pholo & details of the *purpose”, for which such assistance is requested/granted,
will not automatically entitie me for receiving or continuing the said assistanca. The decision for granting and/or confinuing the sssistance will rest solaly
wilh the Trustees of Koshika Foundation, and thait dacision Is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (e & WAl )

By affining hereunter, signature of our Authorised Signalory for recommending thie case/patient for financial assistance from Koshika Foundation, we
(Hospital) hareby affirm & sccepl following:

1) that we nelther are presently nor will in future avall of finantial asslstance from ancther NGO or any other source, Tor the same patlent/case, as we are
requesting to get fram Koshika Foundation, to the exient that such sssistance is granted by Koshika Foundation. Il the requested assistance is nol granted
by Koshika Foundation. in part or in full, then the Hospital reserves if's right to make up the shortfall from anather NGO or any olher source. This
confirmation essentially states thal the Hospital will nol avail any duplicale asststance for the same patienl/casa from any other NGO or any other source
2) The assistance from Koshika Foundation (s only financial in nature. The choice of the treaiment/procedure advised/conducted by the Hospital on the
patient, Is based on the arrangement between the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hance, the Hospltal will
sssume sole & complets responsibillty of the treatment & it's outcoma & safety of the patient, and Keshiks Foundation will have no role or responsibility
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