~ 0p-02~2879

APPLICATION FORM FOR ASSISTANCE (Heaithcare) Kf)ws h(ka
HeETadl B 3MEST WEY (@ryg @) Tocadstims
;;F;E:C;%Jhi No [_-\) 0920 ) o 9 2s APPLICf.?'IfItON DATE - 2-_)—/2'/2020 Budding black of hF:
NAME of APPLICANT : AGE-YEARS 3T3-¥ | sEx fifn
HATF &1 AW ' 1
Cyar med Balad 76 mM
FATHER'S/SPOUSE'S NAME :
fEges ®1 A9 kady Rom
' PRESENT RESIDENCE ADDRESS FHIA STHIT T4l N
VIl = Kyaxa, TR - [Tqmq?cg’lh
et — AWV A, RajJas7naewv— 201022 Preof A
PERMANENT RESIDENCE ADDRESS : ¥ Hrardrd g1 C1ydar mad
I -
aAxX Ao ve 032s 33 ala,(
i (slpoiscera MABRIED (ReTr) | UNMARRIED (i)
TOTAL ANNUAL INCOME : (Attach Proof of Income)
w7 afiF I, swol — (o = v W) Y1
PAN No. T2 &l B&al [V P~
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes Iﬁ:‘/
w1 aN FE & € (F T R 3w Al w1 e w L
FAMILY DETAILS Tftar féator
Sr. No Name of Family Member Age {Years) Gender Relation with Applicant
F0 gE fER $ a5 1 TH 3 (7%) fm IWTE ® WY Ty
) Shoixwgn Ya rn [~ ¥2a)
(@) Can il 29 om S
D) Sy enulh 2o ™ o
BASIS for REQUESTING ASSISTANCE {Tick whichever is applicable)
e & fed fafa smm
BPL Card EWS Certificat Ration Card
(Attach Card Copy) (Attach Certificate Copy) (Attach Capy) Lo on
i tE % e v TS W @ A W T T FTE g
(S 3 F e W g (w93 # B Wi g w® (7™ 97 F B W wEH H
“PURPOSE" for REQUESTING ASSISTANCE:
e 3 et ™ R | o
Sr. No. Medical Reports/Prescriptions Attached
0 " : yeEE/sleT § 9wt T yfeE gEt g
Y TMIQhMrS“ — RE— MEC
LE — PASC
) KHTC}&’&'}/ — RE ~ S7125 F Toz
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IR # A W 9 wewa e o wa o fern o w2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N e 3 W & T ot 7 wEEm T
(\W SCEM




DECLARATION by APPLICANT: S10%® 2/ S T4:

1) 1 nereby confirm that all details in this Formi are True 1o the best of my knowledge. Any false statement wﬁl render my Application & ongoing assistance, if any,
liable for rejection/cancellalion.

2} | solemniy confirm that assistance. if received from Koshika Foundation. will be used anly for the “purpose”. as stated in this Form, for which such assistance
was requested by me.

3) t hereby confirm that | have not & vall not in future, avail of reimbursement. in part or in fult, from any other source/employerinsurance company, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT (ses g0 #1)

1) By affiung my signalure or thumb impression on this Form. | (Applicant) hereby agree & authonse Koshika Foundation and it's Trusiees io
use/pubiish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium. including but not linted 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activihes/achievements. Such use of my phato & details can be made by Koshika Foundalion before or after my trealmenl or fulfiiment of the ‘purpose”
for which assistance is being requested.

2) 1 (Applicant} further agree Lhal any such use ol my name, address, photo & details of the “purpose”, for which such assislance is requesied/granied,
will not automatically entitle me for recewving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Truslees of Koshika Foundation. and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥&a& 101 1)

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 palient/case, as we are
requesting to get from Koshika Foundation. 1o Ihe exlent thal such assislance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundalion, in parl or in full, then Lhe Hospital reserves it's nghl lo make up the shorifall from anolher NGO ar any other source. This
confirmalion essentially slates ihat the Hospital will not avail any duplicale 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 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 oulcome & safety of the pauent, and Koshika Foundation will have no role or responsibility
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