cl19-|2-02328

APPLICATION FORM FOR ASSISTANCE

(Meaithcare)

¥ .
Koshika
foundation

HEEAr B9 A€ WIEY (g TEve)
&wuo.: P\\\.'?-\“\O_—H"": ;P;I:C%‘;ONDATE: 9/,2_/{(7
NAME of APPLICANT : ; . AGE-YEARS #-o% | sex fin
"' Mo pev; cl F

® T

FATHER'S/SPOUSE'S NAME :

QC\M Pcd

PRESENT RESIDENCE ADDRESS #0nM smea v

e R

(3 7= W W | = B

- ¥
: A
VS ARVATIN Rayad ithaln Freop Pz:)'//’/;f
PERMANENT RESIDENCE ADDRESS : ¥u1{ %{@RITq va1 | J )
iR a1 Manni pev
QCCUPATION : HoUze M a ke mARRISe (Rer) / UNMARRIED (sfvarem)
TOTAL ANNUAL INCOME : {Attach Proof of Incoma) ﬁ
A a C 0,000 {33 1 W Here) /V
PAN No. T @11 Wel
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabls): Yes |No

LK

FAMILY DETAILS Wi fowrm

§r. No. Name of Family Member Age (Years) Gender Reiation with Appllcant
FH qE fiar F A I (7d) ; ® WY T
V3] Qa1 Pad S m S
20 g by 1ol eis - ST
)] Manol &S ) or
BASIS for REQUESTING ASSISTANCE (Tick whichever Is appiicable)
wEm % fet fefa snn
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) {Attach Certificate Copy) {Attach Copy) Basis/Proof
et % e oy ECE LR CL R SN HE w o
(VAT T #Y BT Wi v sl (e w3 ® A v we w (Y9 wF W T AT e W
“PURPOSE" for REQUESTING ASSISTANCE:
e 17 R m fadh = e
Sr. No, Medical Reports/Prescriptions Attached
w4 wE SRR # 9w 1§ wiee gt gem
D/‘ﬂ/@h/zj i KL M o
[k ThMizcC
UzZer 7 - 37 712
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W IR0 % 3 F o= we B s w9 fern mn
St. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ & M ER W TR i wen el
CCEI7




DECLARATION by APPLICANT: & B Spam w3: \

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any faise statement will render my Application & ongoing assistance. if any.
liable for rejection/cancellation.

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 assistance

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 amount

for which this assistance s requested.
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AGREEMENT by APPLICANT { siTs T/ F0)

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 & detalls of the "purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshike Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the “purposs’
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 recaiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshlka Foundation, and their decision Is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (w&ms T ®Ut)

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 NGQ or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshlka 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 wili have no role or responsibility

in the matter.
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