APPLICATION FORM FOR ASSISTANCE

HETHAl & S99 WEd

{Healthcare)

(Er=g TEv)

1 ®hika

foundation
—
I]uild'n-qhbd:nrllln.

APPLICATION Ne. : i APPLICATION DATE :
NAME nl' AF‘FLICA.HT ‘L AGE-YEARS 3j-w% | sEX fem
R Al L‘1 K oy Go M
FAfH‘E’n'srsmusE's NAME :
s Cukhcloy Kumet
PRESENT RESIDENCE ADDRESS =iuH #9Gd Wl
C U732, Navieevan {Eﬂ’n‘\f_’? oy inad Plon, -
PERMANENT RESIDENCE ADDRESS : T EEE T

IFre  Blysye

OCCUPATION :
La bauvey

m'ﬁfén (FmniE®) ¢ UNMARRIED (i)

T s A1

TOTAL ANNUAL INCOME :

Rs-

SOy D [~

{Attach Proof of Income)
(1Y F1 A He)

PAM No, BT & e —

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable):
T AN AW TN 8 (W T W IT N /G F AR T

Yes o )
./

FAMILY DETAILS SiEm T

Sr, Na, Name of Family Member Apge (Yeers) Gender Relatlan with Applicant
N HE fEn % w5 A 2y (=) fiim FETE F HY Ty
[T Minivea Thevi o = LA\ Ce
i Lot
(22 N.ﬂ:ﬁu}j‘ IS wa 8l 1o Vi <B4
HE)) Auip  Reumah ¢ AN AN
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
Hora = e oA s
BPL Card EWS Cerlificate Ration Card
[A.ttuh Card Capy) [Attach Cnrﬁﬂ cate Capy) qA:ta:hﬂ E:w} ETJS?FH’:;f
il e o = e B AT I Vi e e
(5 vE W wT W HeEw w1 (¥ v= =t o v we # (T W3 W] BR WE WA W bl

"PURPOSE" for REQUESTING ASSISTANCE:

werg i e ™ A = e

Sr. No. Medical ReperisiPrescriptions Attached
wH e FEEEE | W W] T W 9e1 §ed
Bi.f_"uﬁfn EE Codemvyaot
S = Flaaco HaL
ASSISTANCE BEING AVAILED for SAME “PURPOSE” frem OTHER SOURCES
W IR % i 5 o v T a9 we § T o E
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w0 T R T i W T T
_.--"""'H’
-f..’-._
T L-"
SN

.-’:/




DECLARATION by APPLICANT: SETS &0 e T9:

1) | hereby confirm thal all detalls in this Form are True o the best of my knowfedge. Any false statement will render my Application & ongolng assislanca, If any,
liatia for rejection/eancallation.

2} | salamnly canfirm that assistance, If received from Koshika Foundation, will be used only for the "purposa”, as stated in this Form, for which such assistance
was requested by me.

3} | hereby confirm that | have not & will not in future, avall of reimbursement, in part or In full. from any other sourcefemployarinsurance company, of the amount
for which this assistance s requested.
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1) Ly affining my signature or thumb impression on this Form, | (Applicant) hereby agree & autherise Koshika Foundation and il's Trustees to

use/publishiput-uplreproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted, through any

medium, including bul not limited to verbal, print, electronic, for soliciting donations for Keshika Foundation andlor disseminating informahion abaut It's

activities/achievements. Such usa of my photo & details can be made by Keshlka Foundation bafore or after my treatment or fulfiiment of the “purpose”
for which assistance is being requested.

2} | {Applicant) further agres that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,
will mot automatically entitle me for receiving or conlinuing the said assistance. The decision for granting andfer continuing the assistance will rest salely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and accepiable lo me
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AGREEMENT by HOSPITAL (¥&ma Tl S0t}
By affixing hersunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance fram Koshika Foundatian, we
{Hospital) hereby affimm & accept following:
1) that we neither are presently nar will in fufure avail of financial assistance from another NGO or any other seurce, for the same patient/case, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. IF the requested assistance Is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shortfall from ancther NGO or any other source. This
confirmation essentially states thatl the Hospital will not avell any duplicale assistance for the same patient'case from any other NGO ar any other source.
2) The aszistance from Keshika Foundation is only financial in natura. The choice of the treatment/procedure advised/conducled by the Hospital on the
patient, is based on the arangement betwean tha patiant & the Hospltal, and 15 in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sale & completa responsibility of the treatment & it's oulcome & safety of the patient, and Koshika Foundation will have no rale or responsibility
In the mattar.
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