VR oo ¢ —ab-o -2(38
APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%h[ka
HEEAT &g ATHSA WIEY (T ) LA A
foundation
NPFU'D;.;TDH No. “V!'C' 9 :M!f a8 63 ;::%rc%m DATE : ’?3/"9(4 5 Building Wock of iy
NAME of APPLICANT : EL v - AGE-YEARS Wg-7d | sEx fign
WEEE W 9 a2 'Tﬂ:][}dmb‘ _*'I M
FATHER'S/SPOUSE'S NAME rq
fm/=gea %1 9 k—i_rl‘?ﬂ-]
i PRESENT RESIDENCE ADDRESS Saur] e T
| Khwinadn , Jalana b of
T s, UF affaes fnegy  fexte,
PERMANENT RESIDENGCE ADDRESS : =1 s0TH1a a1
cAme aAb ap ve
OCCUPATION - 1 ab ALl |_ MARRIED (Frifim) | UNMARRIED (wfrarive)
TOTAL ANNUAL INGOME - (Attach Proef of Incoms)
e it w0 38 ﬂ‘i.'?(’f" (3@ www we) Al A
PAN No. 78 W ma
ARE YDU AN INCOME TAX ASSESSEE (Tick whizhever is applicabls): Yes | No =
o Y S SO £ (S A B 56 W 56 W e o) w | =
FAMILY DETAILS witem fagm
Sr. No Hame of Family Member .tge {Yoars) Gender Relation with Applicant
TH A L e R e | (=) f@n Hmew % W HeE
&2 Panantady S F = Ul -~
A VE A 2 f 1 T
i 52 FUED A = %, M4 R SR U e BB 11
[
BASIS for REQUESTING As;mms {Tick whichever is applicable)
e % T fiein amam
BPFL Card E rifi it c
(Attach Gard Gopy) (Attach Cortiicate Copy) (Attach Copy) mm
TS TE S e TEE A g = T FNE HE = 5 e
(YW W3 W oTm WA W W (59T 93 51 9 W w5 N (9 93 = W i A S
“PURPOSE" for REQUESTING ASSISTANCE:
wewm # FEY W fae W e
BN, Medical Reports/Prescriptions Atiached
FU g e e A Al %o wiEee gl e
RE - Cadanart
E S Cohtdnf-f
.-. : - - " Wik - .
; (T ng ey — 7 BIE]T — SJCX  F P A B
- AT 7 R .
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
IR S B T W wea R s e R T ommown?
5r. No, HAME of OTHER SOURGCE AMOUNT of ASSISTANCE BEING AVAILED
W i e B L . =t g s o
[ - HELLE i UL -




DECLARATION by APPLICANT. STHE® R T o:

1) | hizreby confirm frat 2l detalls in this Form dre True 1o thi Best of my knowlzsdge. Ay teise stalement will render my Applicetion & onmoing assistance, i any,
fisbie for rapactiondcancaliation

2} | solemnly confirm that assisionce, i received from Koshika Foundation, will be used only for the “pumpose’, as statid in this Form. for which such asgisianca

was roquasted by me

3} | herety canfirm that | eve not & wil Aol in fulure, avail of reimburseman. in par ot in full. fram shy otfer eourcsismployerinstmnoe company, of the amount

fior which this assstancs is requested,
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17 By affixing my signaturo-or thumb impression an this Ferm, | {Applicant) hereby agree & sulhorisa Koshika Foundation and it's Trusless to
wsa/pubiishipul-upireproduce my name, address, photo & detsils of the *purpose”, for which such sssistznce i requested/gramed, through sny
imadium, ingluding bl not Hmited e varkal, print, slectronic, for seliciting donations for Koshika Foundation and/or disseminating information sooul it 5
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211 [Applicanl) furltvel sgrea thal any such uss of my name, sddress, pholo & details of 1ne purpose”, for which such assslance isfequestedigranted,
will nat automaticaily entilz me for recalving or continwng the sakd sssistance, The decision for granting andior confinuing the ses|stance will resd salaly
Wit the Trustees of Koshika Foundatlon, and their dacision I this regard will be final and scoeplable Lo me.
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AGREEMENT by HOSPITAL (wemm ¥ 1)

By affoing hereander. sgnature of our Authonsed Signatory for recommending this casaipatient for inancial assistance fram Kashika Fountalion, we
{Hospital) heraby affiren & sooept foflowing;

11 that we nelther are praseatly nor will in future avall of financlal assistance from another NGO arany olher source, for the same patientcase, as we are
regliesting to gel frdm Koshika Foundation, (o the exient ihet such essislance is granied by Koshika Fotindafion. If the reqoesled agsislance is not granied
by Koshika Foundation, | part arin full, then the Hospital resarves 1's rlght 1o make up the shorfsl| from enather NGO or any ather source, This
confirmation essantially stales that the Hospits! will not-avail any duplicete assistance for the same patienticass from any other NGO or any othar source,
2} The assistancs (rom Hoshika Foundation bs enly fnancial in natura. Thi choize of Lhe treatment/proceduns advisedicondunied by Ihe Hospital on Ine
patient, is hzeed on the arrangement hetween the patient & the Hospital, and & in ro way inlluenced by Koshiks Foundation. Hence, the Hospital will
assums cole & complets responsibiity of the ireatment & it's outcome & safety of the patient. and Koshiks Foundation will have no rols o7 responsibiiity
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