Crq fo1 [o113

APPLICATION FORM FOR ASSISTAMCE {Heaithcare} KC?S!’U’.I/\’.E{
HETHAl B TS WIEY (g @) foindetioe
APPLlCATlDN No. : APPLICATION DATE : & : { - _Bui[ding black of life.
L//owq 0533 ST el oﬂcﬂ/{q —
NAME of APPLICANT : AGE-YEARS g4 | sEX fein

LI W] 6yl [ ™

FATHER'S/SPOUSE'S NAME :

e =1 Imam  ALS

PRESENT RESIDENCE ADDRESS TauM GME™ Tl : |

PASIE FRAUIV NnErc

&hmnux fﬁ.uw?.ﬁm; C dad o da FY&&lfJ P%H’

Di<H Math V- pP. 281907
PERMI){NENT RESIDENCE A\rj:ézﬁd;s R EET T @3 33) @q Ol M
Sami- Q2 Qhape

OCCUPATION ;
! RIED
A ( /nem ) 0 g\;w) .\T@EB (Rraf¥) 1 UNMARRIED (atfarfe)
TOTAL ANNUAL INCOME : {Attach Proof of Income) N Q
F A I 0] ﬂ. (319 %1 WeF W)
PAN No. T WAl W&
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes / No
T AN A F I T (S AR W I R ES H P e ¥ / &l
FAMILY DETAILS iR fagmo
8r. No. Name of‘Famiiy Member Age (Years) Gen‘der Relation with Applicant
T GE B 8 0 5 I () fen FEATF F WY F@Y
oz Kgdmagn B¢ i L2 Huo hound
) Koun/ech Bls = Dn-»q‘lrd’f’ﬂ
= thb: suma =% _ ™ DOn
v id V00 940 %40 | “XO
A SOnitny 2N F DEalhen
Vi 4 ;
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
TErm & fod ol amr
BPL Card EWS Certificate Ration Card
{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) Bzr;¥s?F}r§;f
T @ % = v TR T T W YN S _ Sy
(HT9T 99 S T W Wae w1 (a7 93 FT Bl Wi Haw s (7T T Ft 9 Wi e w)
“PURPOSE” for REQUESTING ASSISTANCE:
e oy e fam @ st
Sr. No. Medical Reports/Prescriptions Attached
ERic SEE/SER ¥ W @ R Wids g Hor
RE ~ MAC
LE — TPEHE
E Fat \‘
S OMlY — \Ke) 908 5700
qa (] __/
7
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
™ IOV ® B FRE A weEw TR o wi  fern mn wn
sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W e T & AW o ¢ wewE Wi

= ZCET




DECLARATION by APPLICANT: s BRI WO TA:

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistan
liable for rejectionfcanceliation.

2} | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistz

was requested by me. )

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amo

for which this assistance is requested.
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- AGREEMENT by APPLICANT (s 310 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to |
use:publish/put-upireproduce my name, address, photo & details of the "purpose”, for which such assistance is requested/granted, through any
medwm, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. |
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AGREEMENT by HOSPITAL (¥ 7 F1K)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it’s right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGQ or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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