QRe- (= 95-1p-02FY

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika

wEEE ¥ AR W (e ) foundation

APPLICATION No. : APPLICATION DATE : - i of lifa,
e Q10250550 [mepe 06 To-28)  S==g

AGE-YEARS -3 SEX fEin

S g, M 5 | P
) : ; )
pmasam' SIDENCE ADD " PASTE PHOTO HERE
= Iz — Puu ap | Po&t

PERMANENT RESIDENCE ADDRESS : o =9rag W) M“HI |
S OX apoUur [55591

e Heme Makes, s M

TOTAL ANNUAL INCOME : _ Attach Proof of Income
% wfts o b 000/ L 3 W‘[immmw}] MH
PAN No. i He o
ARE YOU AN INCOME TAX ASSESSEE |Tick whichaver is applicable): Yes | Na
¥ N A T ¢ (A W W I W HE W A0 e %/
FAMILY DETAILS wft=m faam
§r. No. Hame of Family Member Age (Years) Gender Relation with Applicant
E{ujm % woe w1 N W (7) Gl HETH ® WM g

ﬁ' EEEE a2 - i
L& n e 1laily i
(3] s Vo'W al if / r;lﬂ_fi_.gﬂ g .gm-.

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e % o faefa s

BPL Card rificate Ration
{Attach Card Copy) thE:um cgﬂm Copy) {Attach Eumf:*} at"ﬁm:f
i T % A =P am W yam T YW e = w1 w
P SR NN G — (w9 v F e W we Wi (v 93 1 8 ¥ w w0
“PURPOSE" for REQUESTING ASSISTANCE:
werm ¥ fed m fe@ W agve:
Sr. No. Madical ReportsiPrescriptions Attached
N W srEEEtR Bl Wt m i e s
[ e i = ~
— = —
v T = A W, § 1/ 5.%7/ % 5 = —
() . e o A
S = =
Vv

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
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DECLARATION by APPLICANT: %= B/ W wa:

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

2] | sclemnly confirm that assistance, if received from Koshika Foundation, will be used anly for the “purpose”, as stated in this Form, far which such assistance
was requesied by me

3} | heraby confirm that | have not & will not in future, avall of reimbursemant, in part or in full, from any other sourcelemployerinsurance company, of the amount
far which this assistance Is requestad.
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AGREEMENT by APPLICANT (smiws ga war)

1) By affixing my signaiure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publishiput-upreproduce my name, address, pholo & details of the *purpose”, for which such assistance is requesled/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/for disseminating information about it's

sctivitlzsiachievements. Such use of my photo & detalls can be made by Koshika Foundalion before or after my treatment or fulfiment of the “purpase”
for which assistance is baing requested.

2} | {Applicant) further agres that any such use of my name, address, pholo & detsfis of (he "purposa”, for which such assistance is requested/granted,
will not automatically entitie me for recelving or continuing Ihe sald assistance. The decision for granting andior conlinuing the assistance will rest solaly
with the Truslees of Kashika Foundation, and their decislon ie this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wrms 31 %T0)
By affixing hameunder, signature of our Authorised Signatory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1) that we neither are presanily nor will in future avall of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to ge! from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requested assistance |s nol grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's right Lo make Up the shortfall from another NGO or any other sourca. This
confirmation essantially states thal the Hospital will not avall any duplicate assistance for the same patisnbicase from any olher NGO or any olthar source.
2) The asslistance from Koshika Foundation ks only financial in nature, The cholce of the reatment/procedure advised/conducted by the Hospital on the
patignt, s based on the arrangement betwesn the patient & the Hospital, and is In no way Influenced by Koshika Foundation. Hance, the Hosplial will

assume sole & complete responslbility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have na role of responsibility
in the mattar,
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