
APPLICATION FORM FOR ASSISTANCE
q6rdrifi t( 3{r+fi yrsq

(Healthcare)
(Ererq toqrel

APPLICATION No.
s{r+fi €Eqr : 0lo+es loot q

APPLICATIONOATE: - 1.. ,
sn+n frqr 3l+lLg

AGE.YEARS sex frir

Hc-dctSl,oH tr-
NAME of APPLICANT
endq-d6. m rrq 65 H
frmze-Eq e,t rn

PRESENT RESIDENCE ADDRI qdl
Al,e +v1

PERMANENT AOORESS !il

LtL<a
foundation

Buildins block of lile.

fl. oP post bf
r&dyl

<,

lncome)
vf,q)

ofProof
6I3IFI SIH(

/ UNMARRTED (,ffi)

ETdINo.

iF[ eils snq ir.{ srdr t td qq d
Yes / No
arrd

ARE YOU AN INCOME TAX ASSESSEE (Tlck whichever is
sq c( vd q,r wnir

FAMTLY DErArLs qfigR flffitur
Sr. No.

rq risr
Name ol Famlly Member
YF€R + s<{d c.r rc

Age (Yeare)

ss (s{)
Gender

fd'r
Relatlon wlth Appllcant
qr+<+,+ qM snu

a v n,lan r{o t/n '. Ltit"ilrl r t

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
Ftrril+fudffi3ilm

EWS Certificate
(Attach Certlflcate Copy)

orf,I etFI srl cctq y,
(vqq vr +1 am vfr riic'r trir (YqpI

sc$ffir
{a't ctr

Ration Card
(Attach Copy)

Any Other ,-
(.BaiiDlProof-
Erq ali srqq

"PURPOSE" for REQUESTING ASSISTANCE:
qffir tg H rt fiffi 61g$rq3

Sr. No.

s,q vql
*tedlcal Reports/Prescriptlons Attached

erwurercim t qrt d r{ yfd+fi (fr q@i

A

f)O-r fAr 0l/f.N)

,
sl

ASSISTANCE BEING AVA]LEO for SAME ..PURPOSE,,from OTHER SOURCES

ss y(ii{q * t(+{ srer q-ffrfl ffi erq d( t ffii rct d?
AiIOUNT ol ASSISTANCE BEING AVAILED

,d'rf vum nvfr
Sr. No.

sc qqr
NAIIE ofOTHER SOURCEqq*turm

tl

TOTAL INCOME
-q qrffi*. 3nq Ao 0

BPL Card
(Attach^Card Copy/

'r0-fr tqr tpa6r q
(cqrur sr q1 Ercr yfr sgri 6tr

FATHER'S/SPOUSE'S NAUE :

nw
T

-i
OCCUPATION :

q?rgrq

M
I

t(t a -T'



DECLARATION by APPLICANT: iql+(1; !m dqln T{i
1) I hereby confrm that alldetails in this Form are True to the besl ot my knowledge. Any false statement will render myApplication & ongoiflg assistanca, if any,

liable for rejectiorrcancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the'purpose', as stated in this Form, for which such alsistance
was requested by me.
3) I hereby clnfrm that I have nol & will not in future, avail of reimbursement, in part or in full, frorn any olher source/employer/insurance company, ol hs a
for which lhis assistance is requested
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,.GREEMENT by APPLICANT ( Er(I 6IR)

1) By affixing my signatue or thumb impression on lhis Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, pholo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my lroalm6nt or fulfilment of the 'purpose'
for which assislance is b€ing requested.
2) I (Applicant) furlher agree that any such use of my name, address, photo & details of the "purpose', for which such assistancr is requestgd/granlod,
will not aulomatically entitle me for receiving or continuing the said assistance. The decision for granting and/or contlnuing the assistance will rest solely
with the Trustees of (oshika Foundalion, and their decision is this regard will be linal and acceptable to me.
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By affixing hereunder, signature of ourAutho.ised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) he.eby alfirm & accepl following:
'1) that we neither are presently nor will in future avail of financial assistance from anolher NGO or any other source, for ttre same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital resorves it's right to make up the shortfall from another NGO or any other sourc€. This
confirmation essentially states that the Hospital will not avail any duplicatg assistanc€ for th6 same patienucass from any other NGO or any other sourco.
2) The assistance from Koshika Foundalion is only financial in nature. The choicr ofthe treatment/procedure advised/conducled by the Hospital on the
patient, is based on the ar,angement betwoen the patient & the Hospital, and is in no way anf,uenced by Koshika Foundation. Henca, the Hospitalwill
assume sole & compl€te responsibility of the treatment & it's outclme & salety ofthe patient, and Koshika Foundaiion will have no rols or responsibility
in the matter.
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