APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘s'ruka

oA BY AT WrEY (e Tare) foundation
Arrucmonm \310\%\(} 066L—k mm:&ll tlb\lo Buinbeng o of e
. Sy fon N
S Tagen Bee. oo
RneraronEINE: \A06 v Sahe b
PRESENT RESIDENCE ADORESS , -
'd ?\} il WA\ i
= 2V B H{L"I\BHC Y Tée © Resy o

oSt S b
3&\%{\ (S( C 3&1&“
Scec

P .

[oN» T
D‘\‘\“.‘I" OO s ES C U ICTO ST TR T

SocUPAION:  \A OUNR_ U&xlc PP P ————
3‘.‘*“ L—«DQQBL Facm\‘\ Tnieme \ (uMm)'
ﬂnwiwiu
ARE INCOME TAX ASSESSEE whichever is sﬁ'
e 8§ (0 4 T WO 1 Y g
FAMILY DETALS wftsx fam
t:'d“:u .:!:? w W ?l?:';’ £ uiw?wn
X | B SR AT T ST vm—mmﬁrr—“ -
(&

“BASIS for REQUESTING ABSISTANCE (Tick whichaver is applicable)

weem 8 fad frfs san
BPL Card Cortilicsts -
wid ta ¥ 92w W e wou iy v wd e
(7 w1 ¥ W W (v vt o wew wht e wt (v w1 W W i e wh e
“PURPOSE" for REQUESTING ASSISTANCE:
worem ¥ fed R e W gt
Se Ne. Modical Reports/Prescriptions Attsched
w5 §om serveies ¥ wl @ of vty gl e
\ il
\)G\[
N
0‘ ¢ ‘:"Tv
‘ —
o Fang - N
) 1l Wl |
ASSISTANCE BEING AVAILED for SAME “PURPOSE" rom OTHER SOURCES
W I % vy W ey v el aew v @ e e W2
&r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
e 5T W % T o nf werem vkt
TATE Y 2
A | 4




DECLARATION by APPLICANT: ssfew g ey ¥x;
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2) | sclomedy confinn that assistance. If recoived from Koshika Foundation. will e used only for the “purpose”, an stalid in this Form, Jor which such sssistance

was requesiod by me.
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AGREEMENT by APPLICANT (spies DU %10)

1} By affang my signature of humb impression on this Fanm, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustoes 1o
uso/publavput-upiropeoduce My name, address, photo & details of the “purpose”, for which such assistance is requesiadigranted, through any
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wilh the Trustees of Koshika Foundation, and their dacision is this regard will be Snal and acosplabie 10 me.
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AGREEMENT by HOSPITAL (weoare gt wan)
By affixing hecounder, signatute of our Authorised Signatory for recommending thin case/patient for financial assistance from Koshika Foundotion, wa
{Mospital) heroby affierm & sccepl folowing:
1) that wie nafther s prosenty nof will in future avad of financial assistance from snothee RGO or any othar sourte, for the sama patienticasa, s wo ae
requeating 10 gt from Kouhies Foundation, 10 the extent thal such assistance is granted by Koshia Foundation. i the requesttd assistance is nat granted
by Koshika Fourdation, i pert or In full, than the Hospital reserves i's right 1o make up the shortfall from another NGO or any other source. This
confirmation susantinlly states that the Hospital will not sveil any dugiicate asssilance for the same patient/case from sy olher NGO or any other source,
2) Tha assistance from Kashita Foundation is only financlal in nature. The choico of the trestmentipeocadurs advisad/conducted by tha Hospital on the
paiont, Iz based on o arrangament betwoen the patient & the Hospital, and is in no way influencad by Kashiva Foundation. Hence, the Hospital witl
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