VRAS-C- A5=/1=— Qo 29

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%h[ka
FETr BT, SEET W el 4 foundation
;ﬁ:;;r«im: V’;”‘lj./‘n.ﬁ'ﬂ% ;ﬂgn%mnnnﬁzﬁl'h:}ﬁg Builing btack of life.

AGE-YEARS 519-91 | sex f&

62 M

e Chn Poneleadh

FATHER‘SFSWPE%FE'S HAME : Rﬂﬂmtid%

_PRESENT RESIDENCE ADDRESS ¥dr 3 il

i’_(_,;j_nrtr’]?'r'\. i W Az Erla/ el

&Lﬂ-&ﬁ PAPE G N O T

PERMANENT RESIDENCE ADDRESS : TH1 erarg Tl

Samnc Xy  akguc

OCCUPATION L abotr (MARRIED (i) 1 UNMARRIED (i)
TOTAL ANNUAL INCOME : {Attach Proof of Income)}
T At AW 2o | — (Fmm I E )
PAN No. T4 &R 98
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes [ No
AT W WA F (A A W SH W HE W P s & /A
FAMILY DETAILS uffsn fagm
Sr, No. MNzme of Family Mambar Age (Years) Gender Relation whh Applicant
0 Ha ITEN & HOE 1 W (=) fial i
7= Sulehdevy = [ [ E
P Sam zay N, i 3 g
= L - o]
i i s ] A F r:UrfLH;’I'J‘J’Eﬁ (" T

BASIE for REQUESTING ABSISTANCE [Tick whichever is zpplicablz)
T w T T s

BPL Card EWS Certificatn Fatlon Card Any Other
[Attsch Card Copy) {Attach Cortificate Copy) (Attsch Copy) Basls/Proof
i T = A W WES Y W W T w0 ) ST
(T WY W W B e W (ST W W W Wi W (o =i ar Wi
*PURPOSE" for REQUESTING ASSBISTANCE:
e & e W e
5. No. Wedical ReportsiPrescriptions Attached
wn wE s S | TW E T uhaT 5= Hen
JaF - C ajanac-
- S W Sk

I ey JLz) = CICC L Pl

- o 7 —

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from DTHER SOURCES
¥ T W OO W0 A wea et o = # e rm W

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y Hem i e ] &t g weran i

= DoCc{ goce) —




DECLARATION by APPLIGANT: =T T@ Thm wi;

1} L hereby confirm that all cetails in this Form are True fo the best of my knowtedge. Any false staternent will render my Application & onging assistance, if any,
liable for rejectionfcancalation.

2) I solemnly confirm thet essistence, i recewved from Koshika Foundation, will ba used only [or the “purpose”, 85 staled in this Farm, for whith such assistance
was requasied by ms.

3) I harsby confirm that | have not & will not in future, avall of reimbursement, in part o in Tull, from any other scurcalemployerinsurance company, of the amount
for which this sssistanos is requestsd,
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AGREEMENT by APPLICANT (amiwm @ )

1) By affiing my signature or thumb impression on this Form, | (Applicent) heraby agres & authorioe Keshika Foundation and iU's Trostess tn

use/publishipul-upfieproduce my name, Rddrass, phila & detalls of the "purpose’, for which such aselstance is requestedigranted, through any

mediem, including bul ot limited Lo verbal, print, electronic, for soliciting donaticns far Koshika Foundation andlor disseminating Information atout [t's

setivitiesfachievemants. Such use of my pholo & details can be made by Koshlka Foundaiion befors o affar my treatmant or fulfilmant of the “purpose”

Tor which asslstanoe is belng requested.

2) | (Applicznt) further agree that any such Usa af my name, sddress, photo & details of the “purpase”, lar which such assistance |s requaetadigrantad,

will not automaticaily entitle me for recelving or continuing The said agsistance. The decision lor granting and/or continuing the assistance will rest whiedy

with the Trustess of Koshika Foundation, and their decision |s this regard will be final and aooeptable 1o me.
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AGREEMENT by HOSPITAL (wiswa 5 w)

By affixing hareundar, signature of our Authorised Signatory for recommanding thie casa/patisnt for financisl assistance from Keshika Foundatien, we
[Haspltal) hereby sffirm & accept Tollawing!

1) that wi nalthar are presently nor will in fulure ovail of financlal sssistance from another NGO or any othar sdurcs, for the same patientcase, &3 wa arm
requesting 1o gal fram Keshika Foundation, fo'the exient that such assistance s granted by Koshika Foundation, If the requested essistance is not granted
by Koshike Foundation, i part or in full, then the Hospitat resenves s right o make up Ihe shorifall from ancthar NGO or any other source, This
eonfirmation essentinlly states thal the Haspllal will nol avail any duplicate assistance lor the same patient/cass from any othar NGO or ary other source,
2) The assistance from Koshika Foundafion js only financizl in nature. The choice of the eetmentprocedurs advised/conducted by the Hospital on the
patienl, Is based on Ine arrmngement batwaan the patlent & the Hospital, and ls in no way Influenced by Koshlks Foundstion. Henca, the Hosgltal wil

astume sale & complsle responsibllity of the treatment & it's oulcoms & satety of the patient, snd Koshika Foundation will have no role or fesponsiblilty
in the matier.
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