SPE -C-92S5-09-0232

APPLICATION FORM FOR ASSISTANCE [Healthcare) Koshika
Ak t j foundation
APPLICATION No, ; APPLICATION DATE ; Building block of iif
v S10925/044E) e Y L
NAME of APPLICANT: 1 - AGE-YEARS ST | SEX forn

o= [Myy Ribang 61 |F

L M Gl
PRESE ES : T

Y

l

J{{ m{.;r; FH;T; f:ﬂp
Mss. Rhang

SARIL ik ahduE gqq@
geewmon: 0 ve Ma kg Mﬁm}'w“[m’

anh Proof of Income}

T Uf,000 /%rmdy_lbf_m e

mvwmmrumﬁmmunhwuwml ‘I’nIHu
w0 W aE wogw € (0 T N TR Rl W P e g)/
FAMILY DETAILS uﬁ Tegrrm

5. No, Hnm- of Family Member Age [Years) Gender Relation with Applicant
w9 Hen W (=) i HETE W W EE
ff{ A ;}1 .%ﬂt‘!ﬁ
) N0
\3) %ﬁ San
BASIS for REQUESTING ASSISTANGE (Tick whichevaer is applicabia}
wm % fo fmfn s
BPL Card
(Attach Card Copy) {mﬁ%w: mgﬁ? mmm
i T % = oy T R R R T a1 it W
(yorm % W) W W {7 7% %) o o W w0 (war 93 Wt v v we Wi
“PURPOSE" for REQUESTING ASSISTANCE:
Ter ¥ fF M fed W gt |
51, Mo, Medical ReportsiProscriptions Attached
w4 HEm segmevEre ® Wit wt o ufEes g we
-.‘I. 5 L] I 1'1 I
| : Jdéfﬂnh‘_f S < —1 L L Ede}h{yrf

L= = gl H‘J &= fﬁ?’?nr“?—_

' 3

é?uﬂgmg = = — _ STIC3 m;)frﬁrrrrm?—

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ e ¥ v W w0 werem fel s wm w e oW
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH_H ¥ W W o T s




DECLARATION by APPLICANT: W EF W 3

1) | hereby confirm that &l detalis In this Form are True to Ihe best of my knowledge. Any false statement will render my Application & ongoing assistance, If @y,
liabie for rejection/cancellation.

2) | solemnly confirm that assistance, If recelved from Koshika Foundation, will be used only for the "purpose”, 85 stated in this Form, for which such assistance
was roquested by me

31 | hereby confiem that | have not & will not in future, avail of reimbursamant, in part of in full, from any other sourcalemployerinsurance company, af the amount
for which this assistance is requested
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AGREEMENT by APPLICANT (soaes fl %)

1) By affixing my signature of thumb impression on this Form, | {Applicant) hereby agree & suthorisa Koshika Foundation and iI's Trustees 1o

usa/publishiput-up/reproduce my name, address, photo & details of ine “purpose’, for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, elecironic, for saliciting donations for Koshika Foundation andlor disseminating information about it's

aciiviiestachievements. Such use of my photo & detalls can be made by Koshika Foundation befare or after my treatment of fulfilment of the “purpose’
for which assistance Is being requested.

2) | (Applicant) further agree that any such use of my name, address, pholo & detalls of the “purpase”, kor which such assistance is requestadigranted,
will not automatically entitte me for receiving or continuing the sald assistance. The declsion for granting andior continding the assistance will rest solaly
with tha Trustaes of Koshika Foundation, and thelr decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wisms T %)
By affixing hereunder, signature of our Autharised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heraby affirn & accepl following:
1) that we naither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same palient/case, Bs we are
requesting lo get from Koshika Foundation, fo the exlen! thal such assistance is grantad by Koshika Foundation, If the requesied assistance e not granted
by Koshika Foundation, in part or in full, then this Hospital reserves [t's right to make up the shortfall from another NGO or any ather sourca, This
canfirmation 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 natute. The chaice of the treatment/procedure advised/conduciad by the Hospital on the
patiant, is based on the arrangement betwean the patient & the Hospital, and i in no way influenced by Koshika Foundation. Henca, the Hospital will

assume solo & complete respansibliity of the treatment & it's outcome & safsty of the patient, and Koshika Faundation will have no role or responsibility
in {he matler
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