K¥hika

foundation
TR T —— ——

Bukiing block of e

APPLICATION FORM FOR ASSISTANCE (Healthcare)
gergw By A WY (Freen Taee)
e Kl0619 0486 o b 6llg
[ AcE-years swg-w¥ | sex fein
e OHANTIROM Monnat [ KR | M
. & PAPCCH AR Mon DAL

‘ Zn(t" rg(—. ci Eﬁ

e

OCCUPATION :

E CONTRACT LABCVRER. MASFED (Ref2) | UNMARRIED (sttai)
TOTAL ANNUAL WNCOME -
g it . |1ga@ X12= D)t f (o e

PAN No. T woE WG

"“Wﬁ” AN whichever 18 pplicatier
navnwmuw (iwdnvdwﬂ;nwn

Yes 1 Ne
VR )

FAMILY DETARS vt fimrw

Se. No. Name of Family Membe: Age (Years) Gender Ralation with Applicant
*% Wou oftan & SRl w1 WS W (wl) % »
N leB AL B DAL _ g By #EL'!!! e
= 3 Z L z T T
o] Tl vl % 1= o1
i vl SEHEKER = \ ot
O S A 2.7 ST 5Y 2 — 2% 7 ViTL
for eer 16 Sppiic 35a)
e % frd el s
BPL Card EWS Cartficate Ration Card Any Other
(Adtach Card Copy) (Attach Certificals Copy| (Attach Cogy) BasisProof
il b ¥ 9 m v e e vl am ey vl i
(ve= v ¥ we 3 v s (sum Ty &) v 9 W Wt (v v o wen W W W . W
“PURPOSE” for REQUESTING ASSISTANCE:
mhﬁﬂﬂum
™ Attached
Lakiad ma w wf wfivker gt vy
T DT Senpsis ~CATRERCT - LE,
T SURGEEY LT 1/’Lt.:;': 44&/‘1
BEING AVALED for SAME “PURPOSE" from OTHER SOURCES
™ IS ® f e N e e w wm W e o W7
S¢. No, NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
¥§ W 3 VR W W o = weea uh




DECLARATION by APPLICANT. slee o0 sivs o
l)Mqﬁnmd“hman True 15 the best of my knowledge. Any lalse staterment will randier vy Application & ongang assistance, If any,

2) | sclemnly confiern that assistance, ¥ received from Koshika Foundation, will be used ondy for the “purpose”, a3 stated In ihs Form, for wivch such assstance

wa3 requosied by me,
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1) By sffing my sgrature o thumd impeeasion on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and it's Truslees to
use/publiatiput-upireproduce my namo, sddress, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any
madium, including but not lmelod 10 verbal, print, slectronic, for soliciling donations for Koshika Foundation andior disseminating information about it's
acthvites/achveverments. Such use of my photo & detalls can be made by Koshika Foundalion before or afler my treaiment oc fulfiiment of the “purpose”

for which assistance is being requested.

2) | (Apgiicant) Surther sgree Mal any such Use of my name, address, pholo & detads of the “purpose”, for which such sssistance s requestedigranted,
will nol sutomatically endilie me for recaiving or contimuing the said assistanca. The decision for granting andior continuing the assistance will rest solely
with the Trusiees of Kosivka Foundation, and thair decision is Bs regard will be final and acceptable to me.
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By affixing hereunder. signature of cur Authorised Signatory for recammending this case/pationt for Snanclal assistance from Koshia Foundation, wo

(Hospital) hereby affinm A accept lofiowing:
1) 1h:at we neither are prosantly hoe will in future avinil of financial assistance from ancéher NGO or any other source, for the same patient/case, as wa are

roquesting 1o get from Koshika Foundation. 10 the extent that such assistance is granted by Koahika It the requestod assistance is Aot praniad
by Koshika Faundation, in part o in full, then the Hospits) reserves It's right 10 make up the shortfall from ancther NGO or any other source. This
conlimnation essentialy siates that the Hospital will not avall sny duplicate assistance for the same pationticase from snry olher NGO o any other source.
2) The asalstance from Koshiks Foundation is oody Snancial in nature. The choice of the treatmentprocadune advisediconducted by the Hozpital on the
patient, is based on the arangement botween the patiant & the Hospital, and s In no wary iInfluenced by Koshiks Foundation, Hence, the Hospital will
assume sole & complele responsibilty of e Ureatment A If's cutcoma & salety of the patient, and Koshika Foundation will have no role or responsibility
in the mattor
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