
APPLICATION FORM FOR ASSISTANCE
{r6r{ril t( 3Tr+(a yrsq

(Healthcare)
(ererq fuqro) rcHnih*

foundation

r9 oP Posl 0pl
. r,os l umgahnnl

APPLICATION No. APPLICAT]ON DATE: C
ur*qr fdEi C +ls{r+fi qr@r : L

NAME ofAPPLICANT
sn*t+ an lrc

AGE.YEARS sEx

FATHER'S/SPOUSE'S NAME
fuar*-gq +r lrq ,,t in { A-H^,ddn*, A .

PRESENT RESIDENCE qil

RESIDENCE ADDRESS gdl

-OCCUPATION HoL / UNMARRTED (.ffi)
(Attach Proof of
(ofl-q i[,r sRq

ARE AN INCOME ASSESSEE (Tick ls applica.ble): Yes / No

rirrd3TC alrq 6"{ qrdl d qrq d Y{I c{ vd H,I ftvtn aqrir
FAMTLY DETAILS qfigg tdflq

Sr. No.
mq ifqr

Name of Famlly
cfiqn * v(d

llember
' E'I lrq

Age (Yea1s)

vs (sq)
Gender

fdq
Relallon wfth Appllcant

Ell.tiii6, 6 qlq {mI

,t
l'r ) l)nrl'. irl I .,oJil l. .<ru h t- r') L-,,1 *c-r I bcrfir.l*rf

I1J 2 4

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wr+cr*ffiffirqrqR

EWS Certificate
(Attach Certiflcate Copy)

016l oIFI +i yqm vr
(yrrM tri al srql ffi ri.c'{ 6tr

Ration Card
(Attach Copy)

cm vfr {.q-{ Etr

AnyOther --.,,--

C--BD*PI6
r< Ehtt ficq

"PURPOSE" for REQUESTING ASSISTANCE:

ffirtgHrnfficrs(trq:
Sr. No.

tr.q E@r

Medical Reports/Prescriptions Attached

ersamrcf-sr t qrfi s1'r{ vta+<l {m rid,r

I
Fr) l) ttpr

rA
\ -/-l

ASSISTANCE BEING AVAILED lor SAiJlE "PURPOSE" from OTHER SOURCES

ffi qq dc i f{ql TqI d?{q + t(+{ 3f,el IT6FTdI

Sr. No.

6q (ql
NAIIE of OTHER SOURCE

q;q dn {I an
AiIOUNT ol ASSISTANCE EEING AVAILED

tfr Ti wrrdl rrtfr

l
lA

TOTAL
56 qfif6 ena

No.

'rfrfr tqr
(vqm \r, sl

INCOME

+i

urdl

BPL Card
(Attach Card Copy)

qdrr 6tt

I

r

a
rr
*e.t
6q.

Nl'tf. Ytrvrthh t-1

I

lr-tIt )



DECLARATIo by APPLICANT: slli(r Em dsqr yr:

1) I hereby coflfirm that all details in this Form are True to lhe besl of my knowtedge. Any false statemeht will render my Applicaton & ongoing assistance. i, any,

liabl€ for rejection/cancellation.
2) I solemnty;onfrm thal assistance. if received fyom Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance

was requestd by me.

3) I hereby confi;n thal I have not & will not in future, avail of reimbuGement, in part or in full, from any other source/employer/insurance cffipany, of the amount

for which this assistance rs requesled
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1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalion and it's Truste€s to

use/pubtish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is rcquested/granted, through any

medium, including bul not iimited to verbal. p.int, electronic, for soliciting donations for Koshika Foundataon andlor disseminating informalion about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or atter my treatment or fulfilmsnt ot the 'purpose'

for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, addrgss. photo & details of the "purpose', for which such assistanc€ is requested/granl€d,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or cutinuing the assistanc€ 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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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospilal) hereby atfirm & accept lollowrng.
i) that w; neither are presenfly nor will in future avail of financial assastance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the exlent lhat such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted

by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up the short all lrom another NGO or any other sourc€. This

conllrmation essentially states that the Hospital will not avail any duplicat€ assistancs lor the same patienucase from any other NGO or any o$sr source.
2)The assislance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on lhe
patient, is basod on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hgnce. the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcomo & safety ofthe patient, and Koshika Foundation will have no role or rosponsibility
in the matter.
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