o|fo75’€

\ cl9
. %
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshtka
wETam ¥y AT WrEy (P TN ) T TTIETS
e ploais[oacs A A oA T
NAME of APPLICANT AGE-YEARS 37g-wd | sEx fin
oo el et deaﬁ
rms:o:uu-» SH"(L(
PRESENT RESIDENCE ADORESS WA Spapnn W
VAL —adadbura 1CW. -
. i LAY CA [N MP
PERMANENT ADORESS - ) C
Xl 0366 Pexhon
- HO%LLU e ! UNMARSIED (sdfrnfen)
TOTAL ANNUAL INCOME - {Azach Proof of Incame :
5N wfts = LESeove (mwwm)' V-6
PAN No. 7ol W8 W% R
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is appiicable). 7
¥ 2Y W% w0 on t (0 9= 0 I W e w e e ;@
FAMILY DETAILS ufimm fye™
£z No. Name of F Member Age (Years) Gender Redation with Applicant
TN WO an * ™ W (w) fiin STE W WN T
~
8! it o ™ SoR
1 o
7 — L ) = oty
a 4 o N 20
) VIVNARS =< LM FES
v — + ;U'”
BASIS for REQUESTING ASSISTANCE (Tick whichevar is applicable)
ugam % ford fedf sam
BPL Card Cortificate Raton
(Miach Card Capy) (Atisch Cartiicass Capy] (Attach Copy) o Al
wie T @ 9 osum Ty e W vy Fesem i o W
(ysm T W W e (v 9y %) wa o e Wl (v wx o wn v W St
“PURPOSE" for REQUESTING ASSISTANCE:
wen 7 fed m fes W TR
St No. Mocical Attached
¥ W semrvaie ¥ ol @ nf s gl §e
1. N u{c}mn,'.} Iy Ky — PV
[ - _TMSC
a2 $u:uguyu; - LE= LGN I Lol
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
v It % ¥y W = s fed aem w W e v w2
S No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARLED
¥ W I TR W AW it of woow o
T 1XCZR




DECLARATION by APPLICANT. sotts o0 wiwwy wn;

1) | Pereby confirm Sat afl Setalis in this Form are True 1 the best of my knowledge Any faiso staloment will render my Application & ongoing assistance, llh
kable for repection/cancetabon.

2) | sclamnly confiem that sssistance., ¥ received from Koshika Foundaton. wil be used only for the “purpose”, as statod in ths Form, for which such asssgonce
was requesiod by me

3} heveby confirm that | have not & wil not in future, avail of rembursement, in pant or in Al from any other sourcelemployerinsurance compary, of the
for which this sssistance is requestod
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AGREEMENT by APPLICANT (seies oo wa1)

1) By affuong my signature or thumb impression on this Foem, | (Applicant) hereby agree & authonse Koshika Foundation and &'s Truslees 10
use/publishiput-upireproduce my name, address, pholo & detalls of the ‘purpose”, for which such assistance is requested/granted, through any
medium, including but not limited 10 verbal, print, electronic, for soliating donations for Koshika Foundation and/or disseminating information about It's
activibes/achievements. Such use of my photo & detalis can be made by Koshika Foundation beforo or aflor my troatment or fuliiment of the “purpose”
for which assistance is being requesied.

2) | (Apphicant) further agroe that any such use of my name, address, photo & details of the “purpose”, for which such assistance & requosted/granted,
will not automaticaly entitie me for receiving of continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
wilh the Trustees of Koshica Foundation, and their decision is this regard will be final and accoptabie to me.
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AGREEMENT by HOSPITAL (wmmw o1 %)

By afleng heceunder, signature of our Authorised Signatory for recommaonding this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) horoby affirm & accept following:

1) Miat we noither aro presently nor will in fulure avall of financial assistance from another NGO or any other sourco, for Ihe same pationt/case, 35 we &
fequasting ta get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the roquesiod assistance is not grasses
by Xoshika Foundation, in part or in fll, then the Hospital reserves s right to make up the shortfall from ancother NGO of any other source. This
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) The assistance from Koshika Foundation is ondy Snancial in nature. The cholce of the reatmentiprocedure advisediconducted by the Hosoial on e
pationt, is based on the arangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hosptal wil
assume solo & complete responsidiity of the troatment & it's outcomo & safoty of the patient, and Koshika Foundasion will have no role or responsiiing
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