AJR V- e- 28-0S~ 3o

APPLICATION FORM FOR ASSISTANCE
eIl B8 AEEAT 9IET

(Healthcare)
(Tameug @)

KSZhika

foundation

T A9 A T ¢ (S ¥ I R G & e e

APPLlC;;Tc:N: No.: N\/ / 09 D\ & / oYoq Appuc%ori DATE : @3{ 9 [ b2} i Building block o fe.
NAME of APPLICANT : AGE-YEARS 3T3-T% | SEX faim
FATHER'S/SPOUSE'S NAME :
U w1 T 50‘"’ U M’}V]

: : . PRESENT RESIDENCE ADDRESS &oHM Sardid Tl

.p.:_lua DTQIJL{C\;F‘JG}\‘?
st  FEfah, D P Rcil Jo
PERMANENT RESIDENCE ADDRESS : TR 3TaT6Id Tal
Same <)) YOVAR

RN L abpLts W{(ﬁmﬁa} | UNMARRIED (sifarfee)
TOTAL ANNUAL INCOME : (Attach Proof of Income)
e At 1w '-15249!901/"— Grm@maE s AJA
PAN No. T @l T&d1
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes / No

w—

®/

FAMILY DETAILS 9f@r faexw

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
Enkie &R % 95 1AM I (T¥) F s i o
[ - A Oy £ = Uir
- FAYZ2TI 30 Ji% o
T DA% I El: = AT AFZT 170 2201
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e & fad ol amr
BPL Card EWS Certificat Ration Card
(Attach Card Copy) (Attach Certificate Gopy) {At?tggg Copy) I;r;}'s?;:’:;f
T W@ ey I o T v v EES e
(ST TR 3% o W we R (wamr 93wt o wfa gEW w1 (TH 93 HT O WA we Wi e e

“PURPOSE" for REQUESTING ASSISTANCE:

e B R ™ fadt & I_va:
Sr. No. Medical Reports/Prescriptions Attached
W HE ST/ ¥ WK %1 T uRed g e
RE - CoFamacrt
L~ Coataract
5 i, 3l
S Wng €Y — (L =N TERS 4= . F M. A -
p7) l ~— L
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
™ T FRE I FewEa R o= e ® fen e
sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Edaisic:ll T TR F AW T T TR
P JHCCS 2000/ ——




DECLARATION by APPLICANT: 3TE& BRI S50 T5:

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any faise statement will render my Application & ongoing assistance, if any,
liable for rejection/cancellation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requested by me.

3) I hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employerfinsurance company, of the amount

for which this assistance is requested.
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AGREEMENT by APPLICANT (smas® g #10)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

1) 36 WO W 3 EEEC A T3 T o TR, # (reE) e wenf # yfe W ¥ U Him wesv o 3w Al " i sfiE w@ € W oAm,
um,wﬁeﬁaha#ﬁmmmﬁa\ﬁa%,aﬁ“m}ﬁm"ww@.m.mmwimﬂqﬁnﬁrﬁwmw&mmsﬂmw
ﬁwﬁam‘—‘t%ﬁmaﬁﬁilﬂmwﬁmﬁm%mmmﬂmﬁﬁm"mm”awuﬁzirﬁ%|
2)ﬁ(aﬁm}sﬂmﬁw{ﬁﬂnm,m,mﬁaﬁﬁmﬁaﬁﬁ«m%@ﬁﬁmﬁh%gﬁm:mmm?ﬁmlmmﬁ

" T IEE =g = fiofa s st A

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
HETE & wEER 7 R W e

g Moo\

AGREEMENT by HOSPITAL (&¥dme g0 FI)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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