¥

SRe-(—=D48= 11"

[1SY

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUShlka
: i-li SR ( ) foundation
APPummuﬂ No.: ApPLICATION DATE : [ L{~] [ = Buisiing blach of ify.
S1112S]063% o L]
NAME of APPLICANT - AGE-YEARS ST mM | Sex 1_‘1*'“ .-
ST = -
s Muk.  Nagapats® 65 £l
FATHER'S/ISPOUSE'S NAME : o
RS 51 W L—ﬁi‘LJ Mg, € a,m SLn %
. PRESENT RESIDENCE ADDRESS STETT 3
FLUAC (L -
" ' puct op @dmf
CEADDRESS | ™) siapiy g
; ; a vate
St A% akoUc (069H
QoSBT I S MARSIEC TRIT) | UNMARRIED (sfie)
TOTAL ANNUAL INCOME : Proof of Income)
T s s SD; 003{ anﬂ (= = T T MNMA
PAN No. Tl mTal el N A -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): You ! Hn
T S A (S W W AW 9w G A Wi
FAMILY DETAILS i faam
&1, No, Hame of Family Member Age [Yoars) Gandar Retathon with Applicant
w1 gEm ?Kfi & TW (4d) _fiin s ¥ W Ay
M i3 LMan s AW ™ Z 0
¢l ) Sk 1V 2 nin i
] Ve 30 72 e
At TR AYATEY: I | il 9100 i1
BASIS for REQUESTING ABSISTANCE (Tick whichever fs opplicable)
0 e
BPL Gard Cortific
{Attach Card Copy) :MmEhmcmmnEupﬂ [m g:;?a} Eﬂm,
el T & AW oy = &e sl wm T I R ] PR (it
e O o o B s LE L e {MWﬂWIﬁWF}I meaﬁmwﬂrmwn
“PURPOSE" for REQUESTING ASSISTANGE:
mumd‘gﬁsﬁnﬁmaﬁz{m:
Sr. Ne. Medical Reports/Prescriptions Attached
WY W FEAEESsT | W Sy T ge
i .. 0 B
- = = : TF
i o Fah| M I
[ [ = U 4 T s VB2 s
] = . " ; . A
a0 A2 595 I S 5 N O = T 6
/]
L
ASSISTANCE aeum MrA!.Ewa SAME “PURPOSE" from OTHER SOURGES
| W I B ¥ w a3 Tewm e e | e T e
Sr, No, NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
W HE 5= Y W W i qETE TVl




GECLARATION by APPLICANT:  SIHT% B Won

1) I'hereby confirm that all details | this Form are True o the best of my knowledge. Any tatse staterment will render my Application & ongaing assistance; if any,
fiatle for rejachion/canceiation,

2} | solaminly confirm that assistance, if received from Keshika Foundation, will be used anly for the *purpose”, as slated in this Form, for which such assistance
was requesiod by ma,

3 hma_bg,}- confirm that | heve not & wil not m fgture; avail of remburssment, in part o in ful, from any ofher sourca/employedinsurancs company, of the amount
for which this assistance is requested

1) ¥ ion s % 5w ww A 5 v as e i wren ® s wovd w6 b ok wi e o s swomn W § @ 40w B W w e b

23 W pm W v s wEeE T, ® oA, T T awahem wgE W fe B s, W es e F s o &

1) ¥ yfee wen § s Fot e £ o e w) nf #, am o ow sfew oo s frew Bl s i worl ® oo e # st 3 o wfm F
AGREEMENT by APPLIGANT [ smies 1 %71)

1) By affizing my sigratire or thumb impression on this Farm, | [Applicant) hersby agree & authorise Koshika Foundation and s Trustees 1o

usefpublishiput-upireproduce my name, address, photo & details of the *purpose”; Tor which such assistance is requested/granted, through-any

madium, Including bt not limited to verbal, print, electronic, Tor sollciting donations for Koshika Foundation andfor dissemingting information about it's

aclivities/achisvemanis. Such use of my pholo & detalis can be made by Koshika Foundation befors or after my reatment or Tuifiment of the “purpose’
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AGREEMENT by HOSPITAL (weme 5@ W)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financlal assistance from Koshika Foundation, we
[Hespital) heraby affirm & aocept following:
1) that we neither are prasenily nor will In future avall of financial assistance from another NGO or any other source, for the same paienl/case, B8 wWe arg
requesting to get frem Koshika Foundation, to the extani that such assistance |s granted by Koshika Foundation, If tha requestad assistanca is not granied
by Koshika Foundation, fn par or In full, then the Hospltal reserves IUs right to make up the shartfall from anothar NGO or any other suurce, This
confirmation essentially states thal the Hospital will nol avall any duplicate sesistance for the same patientcase from any other NGO or any other sourca,
2) The assistance from Koshika Foundation is only financial In nature. The choice of the reatment/procedure advised/conducted by the Hospital on Ihe
patient, |s based on thé arrangement batween the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibitity of the treatment & it's outcoma & safety of the patient, and Koshika Foundation will heve no role or responsibility
in the matier.
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