~

< "
\ Ciarlo™ | oM oD

o~
>
' APPUICATION FORM FOR ASSISTANCE (Heaithcare) K(%h[ka
e W ETE WS (Vs Tuw) foundation
—e- . ylozia/143% oo L9l —r—
= AGE-YEARS ﬁ—'{ SEX fim
- Badrndavon 29 1M
FATWER LSSOUSES WANE
e = <o~ {(riznay

PRESENT RESIOENCE ADDRESS Wiy Jaerere o

 Breop Tostof
ges — ﬂ% . 19 190l
looaess miuirﬁuw
T WS N P ‘4’3})87”‘&9“"””
— UMMJ | Masmieo %) ) unmaRRiED (stvefes)
TOTAL ANNUAL INCOME : ' (Attach Proot of Income}
= viE = NB (3w =R e AJA
PAN No. 708 W% WOR
ARE YOU AN INCOME TAX ASSESSEE (Tick wivichever s applicabile): Yes I No
w E sk e om f (% 0w wow W A e ld;p/
FAMILY DETAILS wfiam fowrm
5. Ne, Nama of Femily Merser Age (Yoars) Gender Relation with Applicant
¥ W mt::!vva (t“i'; ftn FTE ¥ WG TR
».
1+ __oson U = il INEF ¥
1. neo i 44 n SO
2 SalSi (4T T S~
N KRS S A A
3 R&]mlm a0 ™ S
£ Ay = =
BASIS for REQUESTING ASSISTANGE (Tick whichever is applicable)
wmoum % fod fef sn
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) (Attach Certifizate Copy) (Attach Copy) BasisProof
i tar % N s vt yE Ny Ioaen wf v o e
(7= w1 W) OO 32 v Wl (¥am o1 & wa N e wh (e o1 ¥ W ¥ e wdy

“PURPOSE" for REQUESTING ASSISTANCE:
wpes ¥ e et W et

Medical Reperts/Prescriptions Attached
TR ¥ Wi Wt uf wfeee e W

04 T ZC

LE IS

R T LV

iu]gmg-—- 0E

8 e ¥ 1 W e vy fed o mm R fe e W2

ASSISTANCE BEING AVAXLED for SAME “PURPOSE” from OTHER SOURCES

NAME of OTHER SOURCE
=N T W N

AMOUNT of ASSISTANCE BEING AVARLED

wt nf weren o

SCEH
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1) | heseby confirm Tat al detals in this Form s True 10 the best of my knowledge. Any false stalement will render my Application & ongoing asssta.
habie for regection/cancoliation

2) 1 soiempdy confirm that assistance, If received from Koghia Foundation, will bo used only for the “purpose’, as stated i this Form, for which such assh,

Wil roquestoc by me

3) 1 nerety confrm that | have not & will not in future, aval o reimbursement, in part o in ful, from any ofher source/empioye/insurance company, of e ‘

for which this 253i53anCe |8 requestod
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1) Ly affhong my signature o thumb impression on this Form, | (Appicant) hareby agree & authorise Koshika Foundation and If's Trustees 1o

use publishput-upireprodice my Rame, address, photo & detads of the “purposa”, for which such assistance is requestec/granted, theough any

meaum, Including but ot kmited 10 verbal, print, electronic, Tor soliciting dorations for Koshika Foundation andior disseminating information about It's

actvies/achicvements, Such use of my pholo & details can be made by Keahika Foundation before o after my reatment or fulfliment of the “purpose”
for which assistance is being requested

211 (Apghicant) further agree that any such use of my name, address, pholo & detalis of the “purpose”, for which such assistance is requested/granied.
will nat autamatically entitie me foe roceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
wih the Trusioes of Koshika Foundation, and thewr docision is this regars will e final and acceptadle to me
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AGREEMENT by HOSPITAL (Wt DU %31

By afixing M%ov signature of cur Autherised Signatory for recommanding this case'patient for financial assistance from Koshika Foundaton. we
(Hospital) hereby affirm & accept following

1) Ihat we neither are presently nor will in future avall of fnancial sssistance fom another NGO or any other source, for the same patienlicase. 38 we e
roquostng 1o ot from Koshika Foundation, 1o the extent INSt such Sssistance is granied by Koshika Foundation. ¥ the requested assistance is not Graies
by Koshika Foundation, in part or in fidl, than the Hospital reserves iU's right 1o make up the shortfall from ancther NGO or any other source. This
sonfemation essentally states thal the Hososal will not gvall any Guphcate assistance for the same pationticase from any othee NGO or any other soumse
2} The assistance from Koshika Foundation |a only fmancis! in nature. The choice of the trostmentiprocadure advisediconductad by the Hosplal on e
pationt, i based on the arrangement between the patient & the Hospltal, 3nd Is in no way infiuenced by Keshika Foundation. Hence, the Hosplta wil

23sume sole & compiets responsbiity of the ireatment & it's outcome & safaty of Ihe patient, and Koshika Foundation will have no roie of responstity
In $he matter.
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