QRE-C— 95 p3— 1514

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kg hlk&
all ""t‘laua:' qT&Y N ) foundation

APPLICATION Ne. : APPLICATION DATE . - - Busldirg biock of |.I‘.|I'
2 MS!OS?E swiva fre Lo 35‘ <

NAME of APPLICANT : AGE-YEARS SF-¥4 | sex fan 1‘ |

e Mg Sornrd” Begaml 68 F
mammmmms

FATHER'S/SPOUSE'S NAME - U

oz W ™ Late Moy, Mahan,
. PRESENT RESIDENCE ADDRESS 7

ILAA L K :

¢ A K L Kt By af
2 PERMANENT RESIDENCE ADDRESS : w1 sy wal SQJ'lUﬁU—LL Eﬂ
I— | ) @iV V V) (05%3)

OCCUPATION :
il

A 12804
1-'

14 W} | UNMARRIED (i)

TOTAL ANNUAL INCOME : [Attach Proaf of Income)
5 wfls s ‘50:000( {mmm#;:? NH
PAN No. vt = wem ) 1) I :
ARE YOU AN INCOME TAX ASSESSEE {Tick whichever Is applicable): Y/ Yes | No
T A S WA ¢ (W 5 W FE W W W A e LE
FAMILY DETAILS wffam faerom
Sr. No, Hm ul' Fa.ﬂ'lil.",nI Member Age (Years) Gender Relatlon with Applicant
ﬁﬂl#ﬂ LS p w1 3w (=) e O e
o E Sther—t
= = DT N
k\;..l m ﬁ_"’?_!‘p___l"'l 'I'J ._(‘ﬂ |8

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicabls)
wem & ford fiein amm

8P Card EWS Cortificate Ration Card Any Other

(Attach Card Copy) {Artach Certificate Copy) {Attach Copy) BasiaiProof

wirdl % dH yum O3 = s =t gam T T wiE S g
(o ww F v W e W (WA w9 W W W e s (YR T W W i e w0

“PURPOSE" for REQUESTING ASSISTANCE:
wem ¥ & m e W oI

Sr, No. Medical Reports/Prescriptions Attached
W semmevEiRr 8 il w1 iyl B we

I/ v

ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
T T ¥ v F wpw e s we | o 6

Sr. No. MAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
N HE 9 WM W AN # wd merwE T
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1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
hiatie for rejection/cancellation.

2} | solamnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, e stated in this Form. for which such assistance
was requasied by me,

3} | hereby confirm that | have not & will not in future, avail of reimbursement, in part o in full, from any other sourcelemployeriinsurance company, of the amaount
for which this assistance is requested

1) A vt wom f fe w9 Rl ol e S wr @ s we w o §) oft S e o wen s e w8 A S8 e fre W W weh b

2) Ht gm W wew e Csifow wERIET, /6w ot ¥, Tee Tvdn i st o off Bl e o, S wmowm F s &

3) 4 gfie wam f i Fam mer oy o wdn o vk 8, w9 i w sl @ e fre Rt s dm e s @ 1 e € b s @ s dm
AGREEMENT by APPLICANT (mmbaw g a0

1) By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishipul-upireproduce my name; address, photo & details of the “purpose”, for which such assistance is requested/granted, through any

medium, including but not limited o verbal, print, electronic, for soliciting donations for Koshika Foundation andior dissaminating information sboul I1's

activitiestachievemants, Such use of my pholo & detalls can be made by Koshika Foundation belore or after my treatment or fulfilment of the *purpose”
for which assistance is being requeslad.

2) | (Applicant) furlher agree that any such use of my name, address, photo & detalls of the “purposa”, for which such assistance s requestedigranted,
will not aulomatically entitle me for recelving or continuing the sald assistance. The decision for granting and/or contin wing the assistance will rest solely
with the Trustees of Koshlka Foundation, and their decision (s this regard will be final and acceplable to me
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AGREEMENT by HOSPITAL (wemm® gm0 wat)
By affixing hereunder, signature of our Authorised Signalory for recommending this case/patlent for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we nelther are presantly nor will in future avail of financlal assistance from another NGO or any other sourca, for the same patient/case, 85 we ars
requesting to gel from Koshika Foundation. to the extent thal such assistance is granted by Koshika Foundation. If the requested assistance s nol 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 scurce, This
confirmation essentially states that the Hespital will not avail any duplicate assistance for the same patlent/case from any other NGO or any other source.
2] The assistance from Keoshika Foundation is only financial in nature. The choice of the treatmentprocedure sdvisediconducted 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 Hospltal will

assumsa sola & complets responsibility of the treatment & i's outcoma & safety of the patient, and Koshika Foundation will have no role or responsibliity
In the matter.
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