c'\qhm plil49

I

,// APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S hlka
bl i‘ iR ( - ) foundation
APPLICATION No. | APPLICATION DATE :
same T V\03|9 1314 srires find 7/»’&))9 ——
NAME of APPLICANT : AGE-YEARS S13-w¥ | sex fitn
wres
LY %}MQM Lo B
:&an Bt 0 = (JW f@
PRESENT RESIDENCE woasts AT ST W
DXH Tl 0P _JQII] | Freop  Peatop
PERMANENT RESIDENCE ADORESS - wm
TR 1) Y7 —0214) fanved Luake
OCCUPATION - 7 MM:W(M
TOTAL ANNUAL INCOME - {Aftach Proof of lncome|
T wits =3 NA (30 B T ) NA
PAN No. 558 Wit Ho
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appicable) Yeos I No
¥ AN AW St ow € (N U B Iw W w W fem ¥/
FAMILY DETAILS <frart frrm
Name of Family Member Gender Relation with Applicant
. oo & et = o fitn weive ¢ we sare
18 {4 M glaiborel
e IF E /L7 —
- Renpa 30 77T ol
9 Ngu 249 m 204~
T sk, 2z E AZTV Y —
BASES for REQUESTING ASSISTANCE (Tick whichever s appiicable)
wprem % ford fify sem
BPL Card Certificate
(Attach Card Copy) <Anx!:nmum m%, m
76@ tn % A5 e v wee 5% W g Toien wrd o we
(g v W v o wem wh (Wi 51 &) v W werr w6 (e ur WY ure il wEm Wt
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y fet ot Pt W ot
Sr. No. Maedical Reports/Prescriptions Attached
¥u Hem semegien 8wl ot of wiinkey ot e
NE- - | i
e S INSC
L= \ < ‘
T@‘?J}cvy ot Fo2r 2R 10N =1L,
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W IR W 6 WY = ween fed o v @ few o W2
5 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE DEING AVAILED
Y T ¥ W W AN w0 f v o




DECLARATION by APPUICANT, smite g wmy wi: N
1) | horeby confirm that all dotals in this Form aro True 1o the best of my knowledge. mfdamlwmmmwsmml.
lable for rejection/cancelaton.

2) 1 sclerrnly confem that assistance, If recelved from Koshics Foundation, will be used only for Ihe "purpose”, a8 stated in this Form, for which such sssistance
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AGREEMENT by APPLICANT (smies o0 %70

1) Uy affving my Sgnatire or umd impeession on this Form, | (Applicant) heredy agroe & authorise Koshika Foundation and X's Trustees o

i pubishput-upireproduce my name, adoress, photo & detalls of the “purpese”, for which such assistance is requested/granted, through any
modurm, incfoding bat not Bmited 15 vardal, print, electronic, for soficiting donations for Koshika Foundation andior disseminating information about i©'s
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2) | (Applcant) further agree that any such use of my name, address, photo & details of the “purpese”, for which Such assistance is requestedigranted,
will not auvtomatically entile me for receiving Or contnuing the saic assistance. The decsion for granting andor continuing the assistance wil rast solely
with the Trusteos of Koshike Foundasion, and thoir decigion is this regard will be final and acceptable 1o me,
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AGREEMENT by HOSPITAL (v o0 wT1)

By affixing hersunder, signature of our Authonsed Signatory for recommanding this case'patient for financial assistance from Koshiks Foundation, we
{Hospitel) hereby affirm & sccept

1) hat we nesther are prasantly nor will In fulurs avall of fnancial assistance from ancthor NGO or any other source, for the same patienticase, as we are
roquasing 1o get from Koshika Foundation, to the extent inat such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshics Foundation, in part or in full, then the Hoapal reserves it's right 1o make up the shonfall from another NGO or any other source, This
confrmation essantially states that the Hospeal will not avall any cuplicate assistance for the same patienticase from any other NGO or any othor source
2) The assistance froen Koshika Foundation is ondy financial in nature. The choice of the treatment/procedure advised/conducied by the Hosplial on the
patient, is based on the arangement betwoen the patient & the Mospital, and s in no way Influenced by Koshika Foundation. Hence, the Hospital wil
233ume scio & complote responsbiity of the troatmont & it's outcome & safety of the pationt, and Koshika Foundafion will have no role or responsibility
in the rmatter.
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