C19Jo o490

K¥hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
TEEAT G EAET W (e @) i
oundation
APPLICATION No.: APPLICATION DATE : N iding block of life.
e 8|08 M\O‘WB 04)ob]2019 | v

AGE-YEARS 3g-94 | sEx fen ||

gon @e’ ' ' Ris = 1
FATHER'S/ISPOUSE'S NAME : ‘
ety Vad Ray |

PRESENT RESIDENCE ADDRESS ¥ _SIAIA el _
Vil — Kaman

Weh  — ﬁhaﬁg&gg_r_é__%%gh B30
PERMANENT RESIDENCE ADDRESS : Tl

e aL  ahoye

NAME of APPLICANT

FAIIIE rnviv

fec)

Q}/Sc%ﬂ

0405) Sen Dej

ma—

Pl
OCCUPATION :
it il //he’,ﬁ«fz 42 ; /J \myeﬁeb(mm)lunmmao(M)
TOTAL ANNUAL INCOME : ( (Attach Proof of Income)
T A 3 NA (o = wa we). NP
PAN No. TUT Wl W&
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes / Ne
1 Y A A ¢ (| TN W R W W em e o/
FAMILY DETAILS Sfem feraw
Sr. No. Name of Family Member Age (Years) Gender Relatlon with Applicant
Eakiical YfER % vl @ a9 (af) fein IATE B T
I 2oade  KaMeihulad | Z¥ M HuAband
P JF
BASIS for REQUESTING ASSISTANCE {Tick whichever is applicable)
qeEm % fod famfy s
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) {Astach Copy) Baslis/Proof
picikce R C R L LR | ECE CE R R IyviTm W : e i
(v w3 R v R e B (T % % v Wi der s (w3 Y e wfy der s
“PURPOSE” for REQUESTING ASSISTANCE:
e Y R W et = edea:
Sr. No. Madical Reports/Prescriptions Attached
w0 T AR ¥ Wit w7 v g de
Ll — T MG
~ P
TS ) — (LE] STCS -+ Tl
O J :
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W 30T B T e a9 v fed o i @ o v wn
sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Eukie 3 A H W =t ¥ "

RCEH




DECLARATION by APPLICANT: T5%% 10 9" T3
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2) 1 solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
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3) | hereby confirm that | have not & will not in future, avall of reimbursement, in part or inrfull, from any other sourcefemployerfinsurance company, of the amount l

for which this assistance is requested. 'f

1) # v www € e T wey R oedt faw 48 el @ orn v @ wdlt §ooR e R o T sem w r § A 39w fra ® o wwd )
2) W g0 S wEw T “wiE wEew”, ¥ 6w W ¥, om awi o sivr w O @ el Rem s, S v wes F v wa _ )
3) ¥ yfe wwa € fr fow werm 3 9% webn =) 8, 3w ol w0 el @ vew feew R s die it serh & o d feen € ole T 6 i F ‘
AGREEMENT by APPLICANT (smees ga )
1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & autherise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
;medium, inciuding but not limited to veroai, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
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will not automaticaily entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest sclely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable lo me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we ‘
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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 Ho*pataﬂ reserves it's right to make up the shortfali 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 NGO or any other source. “
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmen¥procedure advised/conductad by the Hospital on the !
patlent, 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 ireatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter,
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