% Movr- C—2%- ) — 602
APPLICATION FORM FOR ASSISTANCE (Healthcare) K[%hi_ka
TqETgal B9 wrEy (= TEE) o oy
oundation
s P’”” 2 4/0 890 |watd o /i
M Shabbon ”"Tf "

FATHER‘HEWHE'E MAME : ﬂq{ ru‘@

[
o o ‘L&.’Tmm ! UNMARSIED (i)
TOTAL ANNUAL INCOME : ) v Proof of
= w0 HDLU_G"D/ . mmmm

PAN No, ™17 =W W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicatiie): Yes | No
w3 S ow g (W oW W oIn o W Fee e LR

FAMILY DETAILS witan fagm

5 No Narme of Family Member Age (Tears) Geonder Rulation with Applicant
W W mﬁwwim'ﬂ 79 (i) fedn FATE W W N
BASIS for REQUESTING ASSISTANCE [Tick whichewer ks apphcabie)
o W o fefh o
8P Card EWS Cortificate Ration Card Any Other
[Atach Card Copy) (Atnch Centificate Copy) (Anach Copy) Basis/Prool
wie o ® A g T wr W | g T Freiwn W sy vk
(WEM W W UER Wi W W (v T W P e (vam T3 W wm uh e sh
“PURPOSE" for REQUESTING ASSISTANCE:
wr iy fied mt el W agte
S No. Medical Reporta/Prescriptions Attached
w0 T serwvETRT B Wi w1 vy e S
1 1 a
140 1) R TS UL 1 S—
M
-3
™ 5 = o
Suges ey (Y . e O TS TV
BEING AVAILED for SAME “PURPOSE" from OTHER SOURL
A Tetre & 11 W 57 ey Fash 57 7 3 forw W
5, No hdmw AMOUNT of ASSISTANCE BEING AVAILED
w9 T S T W A !l'rimwl;i
h"’lf—‘: '_l_d'.":r?']}!




DECLARATION by APPLICANT. MrTE T W T
1) | haroty confirm et all details in this Form are True o the best of my knowieage. Any falss stalernant will rendes my Applicalion & ongoing assistance. if ary,
limbsla for redectionicancadation

2} | salemnty confirm Mal sssistence, # recaived fromm Koshika Foundasion, will be used only for the “purpose”, as stated in this Form, lor which such asssinnce
was requesied by me.

3} | herebry confirm that | havve ot & will not in future, avall of reimbursement. in pan of in full, from any other source/employerfinsurance company, of the amount
for which this gssisiance s requestied.
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AGREEMENT by APPLICANT ( s gim wait)

1) By atfizing my signature of thumb impression on this Form, | (Applicant) hereby agras & authorise Koshika Foundation and iUs Trusiees 10
use/publishiput-upireproduce my name. sddress, pholo & details of the “purpose”, for which such assistance is requesied/granied, Through any
miedum, nclusing bt not limited {0 verbal, print, slectronie, for soliciting donations for Koshiks Foundallon andior disseminating information aboul if's
aclivities schisvaments. Such use of my phola & datalls can be made by Koshika Foundation belore or afer my Ifostmant of fulfliment of the “purposs’
for which assisiance s being requesied

Z) | (Appisant) furiher agn o that any such use of my name, sddress, photo & detalis of the “purpose”, for which such sssisiancs is requesindigranied,
will nol swiomatically antitie me for receiving o continuing the said assistance. The decision for granting and/or continuing the assisiance will rest soiely
with e Trusises of Koahia Foundation, and their decision is this regard will ba final and accoplabie to me

1) e e e w aind ) gre eemer, 4 (s sl weft o e e o i C wifee et obt e il ¢ W) ey e o iR T o
W, WA W T e A e #, o et we s, e, e gt et @ @ it s e w e fasl o v ares

W v S = fe e S v R ot v 8 e moam v W fe St wien v s s b

2) & (swiew) yo we A owem f e dn o, wn ol st fewe o e ween ¥ Tetvd @ wfiés § g0 e e W v T e Ee

*wfren woy qu clied w Pedy i oy e ot

oieailuiemesr vt i S, T’T

]_/\

AGREEMENT by HOSPITAL (wmmm DU %)

By affiung hareunder. signatunt of our Authonssd Signatory for recommending this case’palient for Bnancial sssistance from Koshike Foundabion, we
(Hospitad ) hereby afirm & accepl following:

1] thial we neifhed e presently nod will in fulune avall of financial avsistance from another NGO or any ofhar source, for the same pallent/case. s we are
faguesting o gel from Koshika Foundalion, 1o the extent thal such assistance is granted by Koshikes Foundation. If the requestad assistance s nol grantad
by Koshika Foundation, m part o in full, than the Hospital reserves ity right to make up the shortfall from another NGO or any olher source. This
confrmation essentially stales thal the Hospital will not svall any dupilcate assstance for the same patienticase from any olher NGO of any othes source.
2) The assstance om Koshika Foundation is only Snancial in nature. Tha choice of the trealmeniiprocedurs sdvised/conduciad by the Hospidal an the
patont, = based on the amangement between the patient & the Hospstal, and s in no way influenced by Koshika Foundation. Hence, ihe Hospdal will
assume sole A complete responsibiity of the treatment & If's cutcoma & safety of the patierl, snd Koshika Foundation will have ne role of responadilily
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