(!‘]IoC,‘”?

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshtka
Horgal 8y AT WEY (e twwe) PP i T
Srucanone: N|0619 |0166 st ovd- o (119 R
NAME of APELICANT ; AGE-YEARS ¥1g-u¥ | sEX fin
- fLots ODeis 5¢ =
MWE‘SWE[‘)
g W P M
o PRESENT ADORESS WiuH Ny 91 x
.y.'lw_'___hﬂh__cb*g‘d 2 ek — Ra }f}(\ﬁ y ravey - V(’M
LSW&- = e ayarthay "Qoy'
| PERMANENT RESIDENCE ADDRESS : ¥ rwrwe v HIG6 amfs B
(2 Ulhoyo
-SHE-
CECUPRTON: 110008 ooy Lt MARRIED (f¥) / UNMARRIED (sfrefin)
ari o e Proot of
g‘:ﬁgﬁm o om0 ‘?:mwm./
PAN No, TaT% W5 W A

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
s St s om (3 A IR RS % Anm el

70,

FAMILY DETALS gftan feam

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicamt
TR W oftam ® ™ 75 (m) fin sioe ¥ T ERy
(@)} % Z el A
) w— 1] ——_ T
Ff\ L - ¥ @
) Palai=il, IS o S0
BASS for REQUESTING ASSISTANCE (Tick whichever s spplicabie)
wpres % R el san
SPL Card Cortificats Ration Card Any Othar
{Attach Card Copy) {Azach Cortificate Copy) {Attach Copy)
w04 tan € 99 Wm W 7= 3w mmn TR W il
(W oy o av ofy dee wh (v w1 @ o ofit des (= vy o) w5 S S

“PURPOSE" for REQUESTING ASSISTANCE:

wren B R el W T
8¢ No. Nedical Reponts/Prescriptions Attached
w5 o semma R ¥ Wi W ni whicy ol Hem
(@A) Gﬁi(grmim - BE - Fp
y T TS
;
P2 fmggu{: = | I S NSS4 101
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T T W ¥ 9w wvem e g e § e v W
5% No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH T 3w W R w =f wewn ot

R SC TR




.

DECLARATION by APPLICANT: WAT §/0 Wt 5¥;

1) 1 noteby confern $at all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
Labig for mjection/canceliation.

2) 1 solemnly confem that assistance, if roeceived from Keshika Foundation. wil bo used only for the "purpose”, as stated in this Form, for which such sssistance

Wi reguosied by me.

3) 1 heenby confirm that | have not & wil not in future, avad of reimbursament, in part o in full, from any other source/employerinsurance company, of the amount |
for which Ths RISSIANCe |s requested
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1) Ly alficng my signature of thumd Impression on this Form, 1 (Appicant) hareby agree & authorise Koshika Foundasion and It's Trusteos to

o/ publsivput-upireproduce my name, address, photo & detals of the “purpose”, for which such assistance is roquesiod/granted, though any

medwm, incluging but not Smited 1o verbal, prinl, electronic, for soliciing donations for Koshika Foundation andior Sisseminating miormation sbout it's

activibos/achiovements. Such use of my photo & details can ba made by Koshika Foundation before or afier my treatment or fulfiiment of the “purpose”
for wiuch gssistance is beoing requested

2) | [Appiicant) further agree that any such use of my namo, address, pholo & dotals of the “porpose”, for wivich such assistance s requested/granted,
will rot sutomaticaly ertitie me for receiving or continuing the said assistance. The decision for granting andior continuing the assistance wil rest solely
with (he Trustoes of Koshika Founcation, and 1hewr decision is this regard wii be final and acceptadle 1o me.

1) ¥ W X pEw © i W ure e, @ (ke W el ¥ TR s { o eifre et o R i W s e o fe S0 am,
T, 92 3 @ ferm v A e §, 3 Cwifve” ues s o, T et actie @ g wididied by Toefeed @ fied Sl o e e
# pufts ok ¥ Sy afony £ St g W e S e ¥ e W e € e R S twife sdet v ol e
2) & (aniew) W W ® wemE { I do w9 aie fleem @ B wrem @ aghed @ ofile § g v e W vwor o wom g e d
“sifm " Tod fie W finfe 5P b wvend o
oy - L e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
=ik ¥ pow w93 W SR

AGREEMENT by HOSPITAL (y==m DT W)

By affiong horeunder, sgnature of cur Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hecoty affrm & accopt following:
1) that we neither are presently noe will in future avail of financial assistance trom anather NGO or any other sgurce, for the same patienticase, as we are
1o get from Koshika Foundation, 10 the extent (hat such assistance is granted by Kosnika Foundation. If the requesied assistance is not granted
by Koshika Foundation, In part of i full, then the Hospital resorves 1S Fight 10 make up the shontfall from another NGO o any other source. This
confirmation essentially states that the Hospial will not avall any dughcate assistance for the same patenticase from asy othet NGO or any ciher source.
2) The assistance from Koshika Foundation |s only financial in nature. The choice of the troatment/procedure advisediconducted by the Hospital on the
patent, s based on the arangement batween the patent & the Hoapital, and s in no way Influenced by Koshika Foundation. Hence, the Hospital will

assume solo & comploto respansibiity of the reatment & it's cutcoms & salety of the patient, and Koshia Foundation wil have no role or responsibidy
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