/02 /0 19)

/
¢ APPLICATION FORM FOR ASSISTANCE (Healthcare)
wETaw By SETA WES (woran TR)
ot g splot viezig| n 2y e 14/02/1S
unlovmucuﬂ.[ AGE-YEARS 0%-w4 | sex fun
amiTs e
ol Bhwin 6! v
FATHER S/SPOUSE S NAME -
foege v = Kiing
: PRESENT RESOENCE ADORESS WAod Sway W '
Preqp  Postof
1373 fbhim gain
e s t-:ah{' MM | UNMARSUED (i)
TOTAL ANNUAL IWCOME (Attach Proef of Income)
5 wie =% NA (s1e w T dem) VA
PAN No. T WOm ¥R
ARE YOU AN MCOME TAX ASSESSEE (Tick whichaver is appiicable) Yes I No
wmmumt(iﬂﬁmwQMMn CTE e
FAMILY DETAILS tftam freem
S N Name of Family Member Age (Years) Gender Reistion with Appiicant
N W @ w W A 75 (wl) fodn apiTE ¥ wWw Sy
. Aol E L‘H‘;{{
e TRan Tryokoal S0 £ S0h
Z | mealClond e 1 Ton
mnmmL'm"'au" whichever 1s applicabla)
woam & ford foefn SR
8PL Card Cortificate
witdl T ¥ 9 wm e W% Wi T T Toven il o= o wQ
(pam o 8w W W Wt (vam vt & wa ofy W e (e vy W vy e W
“PURPOSE" for REQUESTING ASSISTANCE:
wevam ¥y fed i el w g
t, No. Medical Attached
w3 W —— R E Rk
KE s Wil \') B o
A7 — =0 = C
P . ¥
A&ma.g{u — (TE _SacatTal
/;r o
mmmmuwwm-mommms
wm*nﬂnmm:am*hwm
¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALLED
¥ = T W WE & nf weron vl
L S BH




DECLARATION by APPLICANT. sfits DU Www 5%,

1} | heroby confiem that all detads in this Form are True 1o the best of my knowledge. Any false stalement will render my Application & ongoing assstance, &
Kable for '

reyoction/cancedaton,
2) | solemnly confiern that assistance. ¥ received from Koshiks Foundation, will be used only for the “purpose’, 2s stated in B Form, for which such assistance
was reQuesied by meo

3) | heraby confierm hat | have not & wilt not i future, avall of reimbursement, in part or in i, from any cther sourcalemployerfinturance company, of the amount
for which thg ssamtance s roquested
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1) By affing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustess %o

use/publshiput-upirepeoduce my name, address. photo & details of the “purpose”, for which such sssistance & requestedigranted, though any

medum, Including but not limilod 10 verbal, print, electronic, for soliciting donations for Koshika Foundstion andlor disseminating informaton about it's

activiles/achiovemonts. Such use of my photo & detalls can be made by Koshika Foundation baforo or after my treatment or fulliment of the “purpose”

for which assistance is being requested,

2) | (Applicant) further agroe that any such wse of my name, address, pholo & details of the “purpose”, for which such assistance Is requesiadigranted,

will not automatically entitie me for roceiving or conltinuing the said assistance. Tho decision for granting and/or continuing (he assistance will rest sololy

with the Trustoes of Koshika Foundation, and their docision is this regacd will be final and acceptable o me.
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(Mospital) hereby affirm & accept following:

1) that we nethor are peesanty nor will in future avall of financial assistance from another NGO o amy other source, for the sama patenticase, as we are
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by Koshika Foundation, in part o in Aull, then the Hospital reserves it's right 1o make up the shortfall from another NGO o any other source. This
confumation essentialy states that the Hospilal will not avad any duglicate assistance for the same patientcase from any other NGO or any olher source
2) The assmtance from Kosivka Foundation is only financial in nature. The choice of the treatmentiprocedure advisediconductad by the Hospital on the
patiert, i3 based on the arrangement between the patient & the Hospital, and i in no way influenced by Koshika Foundation Hence, tho Mospital wil
piseme sole & complete responaibiity of the restment & t's culcome & salety of the patent, and Koshika Foundation will have no role or responsibility
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