VRA -~ c-a5 1~ (2218
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc%hika
Tl ¥ e 9rEy (T SEeE) St

foundation
A —
Biitiding biock of life

ol ol 'L’/HQS/‘ o SEE APPLICATION GAE X/ 1 as
HAME of APPLICANT 3 "L_‘r' AGE-YEARS Hﬂ-ﬁﬂf SEX T
=1 Ranmy o X7 =

FATHER'S/SPOUSE'S NAME :

fire e W =

Tad ha

PRESENT RESIDENCE ADDRESS IHW rErfy | w

_”[n.im%g_ala.u_fh_, AN ANAAE g Chhod@® o

Tt Dathunan,

U.F. a5 fUe |

FPERMANENT RESIDENCE ADDRESS : T MY T

I?_ne@k

fexiel

b

EEIL

6o

( FomuAd"

Same Al glove
QCEUPATION : Mome akes [| MARRIED () | UNMARRIED (safie)
TOTAL ANNUAL INGOME : {Attach Proof of Income)

{379 & =W HEE)

AA.

PAN Mo, 2T T HEN

Bl

Y AT F R

ARE YOU AN INCOME TaX ASSESSEE (Tick whichever is applicabial:
{9 =1 ¥ 38 T Tl I

1 fAem |

You | Mo

e il

FAMILY DETAILS witent Faemm

Sr. No. Nama of Family Membear BAge (Years) Gufdar Relation with Applicant
WA W o e & s @ A =% (g fifn > W HEN
[ N (AT e e o Pl Hiphomd |
> I L A 4 24 A L824
BASIS for REQUESTING ASSISTANCE (Tick whichever is appilcabie]
e T M L B
BPFL Card EWS Certificate Fation Card
(Attach Card Copy) (Attach Certificate Gopy) (Atach Copy) Cokt - ne
nidt e % 4 o T =59 5 T T EL LI SN v
E]

(W™ 0w R e W

(WM W W W W (¥9F 73 1 W W
“PURPOSE" for REQUESTING ABSISTANCE:
wETm g B T Tt W e
&r. No. Medical Reports/Prescriptions Attached
w =Y spE T | W Wt M Wi qE ae
BE=— Cafarady
[®
LE = Cadana (59—
- ‘..._\a‘- ' §
L LL—WﬁGﬁU — E) - FICT + P mfA
Yk —
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T TR0 § o v A geww e == wn g iEm e a7
5r. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
HH HE = T Y g e i

ARCC

P _f.._._
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1) | hereby confinm that all defails in this Form are Trueto the best of my knowledgs, Ary falss statement Wil rendermy Application & ongalng assistance, If any,
lizble for rejacton/cancellaton.

211 sotemnly confirm that assistance, I received fom Keoshika Falndation, will bo usad anly far the *purposa”, a& statad in this Fomn, for which such assistanta
was raquested by me.

3) | hareby confirm that | have nat & will nel in fulure, avail of reimbursement, in part o in full, from any other sowce/employerfinsurance company, of the amaunt
for which this assistance is reguestad,

13 & v = T T oen § e S e % S v v we b o e T o e s T o F 0 e Free o wl

2) W = weEE T s wEseet, & ot w oot 8, vee awlm w6 w1 5 & R e wEm, @ owmowen § oo

3) & e wom € & fire werem W o W W 06 &, 2@ v | wivE W e e T o wneemn seen 0w fw § oo sfes F dm
AGREEMENT by APPLICANT { ses @ 1)

1) By affixing my signaturs or thumb impressien on this Form, | (Applicant) hereby agree & suthorise Keshika Foundation and Il's Trustees to
uselpublishipul-uplreproduce my name, adidress, phole & detalls of the *purpess”, far which such assisiance |s requesiadigranted, through any
miedium, including but not limited 1o vesbal, print, electronie, for soliciting donations for Koshike Foundation andlor disseminating infarmation ataul it's

aclivitesfachievements. Such use of my phale & details can bo made by Keshika Foundation bafore or after my treatment or fulfilment of the “purpose”
for which assistance |s being requestad

2] | (Appicant) lurher agres that any duch use of my name, address, photo & detalls of the “purpose’, for which such assistance is requestedigraniod,
will not automatically entitie me for receiving or conlinuing he said assistance. The declslon for granting endlor continulng the ssslkstance will rest solely
with the Trustess of Koshlka Foundatlon, and their decision Is this ragard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (¥ommE g wim)
By affixing hereundar, signature of our Autharised Signatary for recommending this casafpatient for inanclal assistance from Koshika Foundalion, we
{Hospital] haraby affirm & accepl followlng:
1} 1hit we neithsr sre presently nor will In future avail of finencisl assistance from another NGO or any ether source, for the same patienticase, as we Bro
requesting to gat from Koshika Foundafion, to the extent that such assistance is granied by Koshiks Foundation. If the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospltal resarves it's right 1o make up the shonfall from 2nother NGO or any other source, This
confirmition essenifally states that the Hospltal will not avail any tuplicate assistance for the sama palienticass fram any olker NGO or any other source.
2} The assistanca fram Koshika Foundation is only financial in nature. The cholce of the treatmentiprocedurs edvised/conducted by the Hospital on the
patient, is based on the arrangemant batwean ihe patient & the Hosepital, and I3 In no way influenced by Koehlka Foundntion. Hence, the Hospilal will

sstume sola & complete rasponsibility of the treatment & it's sutcome & sefety of the patient, and Koshika Faundation will have no mle or responsibiilty
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