SRE~

C-25- 11— 1154

{Healthcare)
(vaTemy e )

APPLICATION FORM FOR ASSISTANCE
TETEAl &9 SEET WiEy

APPLICATION No. :

& .
Koshika
foundation
Suilding block ol ffe._

A T =y foedt

(1425 [0F00

AGE-YEARS 5-71 | sEx fem

. Komlish | 85 P

PRESENT RESIDENCE MJI:IHESS u#m"}_
ar ml-lFJ-.I*
ﬂ (/) At m T ll!l'l.'z ﬂ'lm l"f'l'...

/THA m.nmr ’II"IC [ /
g5 : T m oM

APPLICATION DATE L{_{._H PJ,?

P 9? Easfﬂf

(O?DO

S MAma  1Ma ki o | MR IR | (ne ()
TOTAL ANNUAL INCOME : ach Proof of Income)
7 s w9 7?—}-—; ,}0’0 fpgmp 0 Fﬂﬁwmﬁaﬁ} Mﬁ‘
PAN No, T ETH HET |
ARE YOU AN INCOME TAX EE (TIEK ver Is applicable): 7 Yes /NG
T WY A W UA R (WA W I W ww e ) T PP
FAMILY DETAILS wial Femmm
57, No. Name of Family Member Age [Years) Gender Relation with Applicant
ama';n ﬁ%"ﬁimmm a’w{ﬂ?} Tﬂ:l: 5 HEATE ® W W
by WLalau W, 143 &
1<} SGQF\I?— - [N | A
14} Hioalinsh a4 = 1 7/
{‘&} Bohit 16 CasA S A Lok
BASIS for REQUESTING ASSISTANCE [Tick whichaver is applicable)
mere % fod fmi s
BPL Card
{Attach Card Copy) Mliﬁlmum”] mcﬂ1 ;""rwm
i % N o S0 S W YW T 9N HE 2 B T
(e T s wen wh wE W (YW 99 % o v s W) (o % v Wi wEEE w0

“PURPOSE" for REQUESTING ASSISTANCE:

w4 et M fawlt W e
Sr. No. Madical Reports/Prescriptions Attached
Y HeA seqaeEe & i 8w wfe g dee
AN ; 7
=1 =
: Y S = =1 B 27 W i
Irr Falll S . e . A
SO = RE= SICS CONMh PHEH
/r'
|
ASSISTANCE BEING AVMLED for SAME “PURPOSE" from OTHER SOURCES
¥ IV W B W 3 wewm el s w8 o one
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w0 HE A VR W A ot e wEEm i




DECLARATION by APPLICANT: SR B0 W a:

1:|IhamhymnﬂnnMﬂquthmenTmmmmdmyummdgeMymmmlrﬂ-ﬂmwﬁwﬁmmn&m;mmm if any,
limbie for rejaction/cancedlation.
2} | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the *purpose”. 25 stated in this Form, for which such assistance
?ffh”“b Em"; | have not & will i I af
areby oon al | have not in futurs, avail of reimb L in full, from other source I

Lok i i ursament, in parl or in any S0 employesiinsurance company, of the amaount
1) ¥ shwor w7 f e wew A o m@ wd faen 0 aew € s v v w0 b ot w e o W smm T w4 # 48 T Bow W o wE
2) g A e vfn “sifee s, @ = o T T Tl Tl S i o o fen e, W oW oo F wom b

3) A yie wen § s fom wevm ¥y o wedw #) o 4, 9w o W sfes w o feen Rl s s frtesan sk o @ B § st @ s F g
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1) By affixing my signsture or thumb impression on this Form, | {Applicant) hersby agree & authorise Koshika Foundation and It's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
madium, including but nat imited to verbal, print, electronie, for solicsting donations for Koshika Foundation and/or disseminating information abaul it's
aclivities/achisvements. Such use of my phoio & detalls can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assistance is being requestad.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accep! following:

1) that we nelther are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same palient/case, a5 we ars
requesling to get from Koshika Foundation, to the exient that such assistance is granied by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, In par ar In full, then the Hospltal reserves IU's right to make up the shortfall from another NGO or any other source, This
confirmation essantially states that the Hospital will not avall any duplicats assistance for the same patient/case from any other NGO or any other source,
2] The assistance from Kashika Foundation is only financial In nature. The cholce of the treatment/procedure advised/conducted by Ite Hospital on the
patient, Is based on the armangemant betwesn the patient & the Hospital, and s in no way Influsnced by Koshika Foundation, Hence, the Hospital will
assume sola & complate responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundetion will have no rmle or responsibility

in the matter,
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