-

=1 C’LO)O?.)OBD% —

APPLICATION FORM FOR ASSISTANCE

(Healthcare)

K&hika

HeT ﬁ : ¥ ) foundation
APPLICATION No. : APPLICATION DATE : Building block of life.
A T ﬁ)leo[ch?é pouf gy s 10/7’[2&‘ ¥ J
NAME of APPLICANT : AGE-YEARS 3-T¥ | sex fein
HEGF @1 AW 6‘" ,—\
FATHER'S/SPOUSE’S NAME b
frvegs 1 <
I PRESENT RESIDENCE ADDRESS #qr HEWd Wl
e % Dunawiall, Teh. — nagay
Vi . y e
: Preol 4
R Gt — [Tharat /74 7, RaJaddt Han—2321205
PERMANENT RESIDENCE ADDRESS : &3 W B a bu
S Abaye 0886
i oy T MdgRiED (RaIR) / UNMARRIED (SvTfe)
TOTAL ANNUAL INCOME : {Attach Proof of Income} n{\ p,_
Fel At I Lo GUED (1 W T W)
PAN No. Tq1 & W& Iy
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes I No
T A AW T ¢ (S T R 3w W W fee ¥/
FAMILY DETAILS ufmm T
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
w4 &l THEr % ol & Iq (ad) & s % WY FAy
A e | . h = .
R, MuRat— by hang -8 b oo
- Rabin e N W ZT
it S
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
weEa & fod famfa smam
BPL Card ; .
{Attach Car:I Copy) (mmgaom (m g:;;) é?gs%hr:;f
T T F 99 = Feq g A v ™ I FE wi il B
(S 1 % wv W g W (w93 H W WS W w (v % W T I g w
“PURPOSE" for REQUESTING ASSISTANCE:
e 3 el ™ e W oI
$r. No. Medical Reports/Prescriptions Attached
w9 WS eERvEEt ¥ Wi F T wiEa gt e
\\\ ) 'qu?ho—rf y — RE— JMSC
[ BE— MJC
2 Q’UOQZCV/V — RE - TI1C5 FJloc
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W IEw @ 3] W I3 wera e o v W fow
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
wH HEa =g vam ¥ 9 T WerEa T
(\ \J) | SCE Ij

™

Rl e Ty



BECLARATION by APPLICANT: wieTs g1 S W;

"1)1 hereby confirm thal ali details in this Form are True 1o the best of my knowiedge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejection/canceliation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, wilt be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by me.

3) I hereby confiem that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcefemployerfinsurance company, of the amount
far which this assislance is requested.
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AGREEMENT by APPLICANT (3 Tl #/)

1} By afiang my signature or thumb irnpression 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

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activilies/achievements. Such use of my pholo & 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 entille 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 (¥eqae g0 1)
By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financia! 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 requesled assistance is not granted
by Kashika 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 assislance 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 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 wilt

 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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