SRE =~ ~95 - 12 - aY4&0

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovshlka
HETI B SATAST WIS (Fareea vae) foundation
o, DATE ¢ Building block of life
wever: $/1908 /0798  |Seeaar 1995 =

NAME of APPLICANT : Ade- "'E"'*ﬁa 3"5"“

mf“ ﬂii.fa Jdaseeind
FﬂmﬂﬂimE'ﬁ MAME : p‘l h ry-“ ] ] ﬂ D b

. EAODR p FA.ETEIPH'HTDHERE-’[
ey ndh.ﬂLﬁﬂ I VES S5, SN desh ; OU% e S{Jfﬂd or
PERMANENT RESIDENGE ADDRESS . =8 577l 7 Mots . Ja1eéng

I
Sanal Cid Aahoue ( 5233
uccurnmu Lg: EE mn @mﬁm:umm{m
WT!.LIHHUALI!G g [? L %

{Attach Proof of Income)
Caml J (s =1 wew) f)/4)
PAHHu o
ARE YOU AN IHD{JHE{ AX ASSESSEE (Tich whichever Is applicabiz): Yas | No
A R IR R HE R Bl o Sy  /,
FAMILY DETAILS witan faamm
81, No. Name of Family Membar Age (Years) Gender Relation with Applicant
LR  fi 35 (&) fiin mﬂhmm
4 4 Fil
LA —— .
3) 35 = 1 rJﬂLLlﬁﬁ ;J‘PH £l s fb} 7
ty] 3 ) Lasadlon o] S0
BASIE for REQUESTING ASSISTANCE (Tick whichever Is applicable)
e 5 fril Al smm
BPL Card EWS Certificate Ration Card Any Other
(Attneh Card Copy) {Attach Canificate Copy) {Attach Copy) BnL*anl‘
el e & A4 gy 4y s wm o  ay Vit e 1 o
(s ww wt v Wi S s (wam o ¥ wew i we W (w3 %1 v Wi wam W
"PURPOSE" for REQUESTING ASEISTANCE:
W B e e W g,
Br. Mo, Medical RoportsiPreseriptions Attached
Fu Ham PR W ww W v i g v |
= |
4 .
.__g#r_n_wi_rrr — VA= —
al “H._ [ Il..-: Fe
]

4 Y, A . il 7]
3 J-Lﬁ;ﬁ’ﬂc = ¥V = SIt2 Orh PrhiPR
oy — 1

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T o500 % ¥y W o wem fedlt s wim @ fovn T w7

5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y HE = T W A et T wwE i




DECLARATION by APPLICANT: Sa%% BRI W 9%:

1) | hereby confirm that all details In this Form are True o the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejechon/sanceliation.

Z) | solemnly eonfirm that assistonce, If received from Koshika Foundation, will be used only for the “purpose”, as statad In this Form, for which such aselstance

was requosied by ma.

3) | hieraby confirm that | have not & will not in future, avall of reimbursemant, in part of in full, from any other source/employeriinsurance company, of the amount
for which this assistance is requested.
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AGREEMENT by APPLICANT (i gm s77)

1) By afflxing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees to
use/publishiput-up/reproduce my name, address, pholo & detalls of the “purpose”, for which such assistance |s requestedigranted, through any
medium, including but not limited to verbal, print, elecironle, for soliciting donations for Koshika Foundation andlor disseminating Information sbout Its

aclivities!/achievements. Such use of my photo & detalis can be made by Koshika Foundation before or after my treatment of fullliment of the "purposa”
for which assistance |s being requested.

2) | (Applicant) furthar agree (hat any such use of my name, address, photo & details of the *purposa”, for which such assistance |s rguestedigranted,
will not eutomatically entitie me for receiving or continuing the sakd assistanve. The decision for granting andfor continuing the assistance will sl solaly
with the Truslees of Koshika Foundation, and their declsion is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (e gm i)

By affixing hareunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hareby affirm & accepl following:

1) that we neitherare prasently nor will in future svail of finencial assistance from another NGO or any other source, for the same patisnticase, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance |s granted by Koshika Foundation. |f the requested assistance |s not granted
by Koshika Foundation, in part or in full, then the Hosplial reserves It's right to maka up the shortfall from another NGO or any olher source. This
canfirmation essantially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any ofher source,
2) The assisiance from Koshika Foundation is only financial in nature. The choice of the reatment/procedure advised/conductad by the Hospital on the
patient, is based on the arrangement between the palient & the Hospital, and |s In no way influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responslbility of the treatmant & I's outcome & safaty of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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