
APPLICATION FORM FOR ASSISTANCE
sErftn e-( err+<-{ yr6.q

(Healthcare)
(Erprq teqd) rcHhia,

foundation
Euilding block of life.

APPLICATION No.
orr&fi q@r . B o +>, oo+8 {

APPLICATIONDATE: ^ rtqr+<qffi 0A 0
AGE.YEARS sEx frr

Pl^.,^C-*
NAME of APPLICANT
qr+(+- ql rrc lr M
FATHER'S/SPOUSE'S NAME
f,rmq-Eq m rrq u.

I

0

ADDRESS+t t; -1, ? 'rnq{ , N@-lan*tAnofh-

lk'tui, a
PERMANENT RESIDENCE ADDRESS lilr

fr
g^*raL

P* 0?
u o18

(OCCUPATION
qdgrq 00 (ffi) / UNMARRTED (qfffi)Q- MARRIED

TOTALANNUAL INCOME :

{d qrFi6 3rq (q (Attach Proof of lncome)
(i[rq q.r qrqq vffi)(9

PAN No. urm riqr

FAMTLv DETATLS qfr''qr tdqtvr
Sr. No.

xq ri@r
Name of Famlly I

cfGR * rnd
Member
i[I IFT

Age (Years)
sc (s{)

Gendor
fd'r

Relatlon wlth Appllcant
ifl+ffi + {M sqq

I
(n {Llo I

)
v

v

IJ v(O.nA JOJI. ll t c
Im \"li\rnn; &^cr

\? Ir,

'\

- BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

-/ wrrm o ffi i+tn ortrR

EWS Certificate
(Attach Certlflcate Copy)

srel stFI s{ cmq tr,
(yqlor cz c1 urqr yfr dlil-{ 6tr

RationCrlr/
(Attach Copy)

Bq+fir e'rd
(cqm T{ +1 srcr vfr dct'c 6tr em qti snq

wrcar tE H'r+ ffi or g*Fq:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

mq s@t
Medlcal Reports/Prescriptions Attachsd

i[grdm/Er€{ t sfi sil rri rfr+fi !S rdq
t Ic\r

-6'.ya c )t\\-/ (I ,

n fi

(\_< ) (,TNJ

ASSISTANCE SEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

V€ s*yc + tqs+{ wq vtFrfl ffi ir< dd t frqI m d?
Sr. No.

6C {ql
NAME of OTHER SOURCE

erq r*a w *q
AMOUNT of ASSISTANCE BEING AVAILED

tfr 'r{ 
gtrrdr rFfr

)
I

mlreu-C'-,-

qRE YOU AN INCOME

ffic alrq 61 qrdl

BPL Card
(Attach Card Copy)

,r0-fr tqr d fr mrq c-d

(YcM T, q1 srqr yfr ierr ctr

rd 6,r
Yes / No

arcfr

all tu
I

0e

iIE

*

qrq

-Lrn-r,^rJ Ua-lr.-Wt1[ ,

t(_

-A' lt, I'



DECLARATIOI by APPLICAilT: qri<6 lRr sicqr yd:

1 ) I hereby confirm that all delails in this Form are True to the b€st of my knowlEdge. Any talso statement will rendor my Applicatioh & ongolng assistance. if any,

liable for rejectiory'cancEllation.
2) I solemnly clnfirm that assistance, if received from Koshika Foundalioh, will be used only for the 'purpose', as stated in this Folm, br whlch such essistance

was requested bY me.

3) I her;by conti;n that I have not & will not in future, avail of reimbursemenl, in part or in full, from any other source/employer/insurance compgny, or lhe amount

for which this assistan@ is requesled.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for linancial assistance from Koshaka Foundation, we
(Hospilal) hereby afiirm & accept following:
il tnit wi neittrer are presentty nor will inluture avail of financial assistance from another NGO or any othar source, for the same pationucase, 8s we are

r;questing to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

by Koshik; Fo,-undation, in part or in full. then the Hospital .eserves it's right lo mako up the shorttall from another NGO or any oth€r sourc€. This

c;nfirmation essentially sdtgs that the Hospital will nol avail any duplicaa€ assistanca for th€ sam€ patignucas€ from sny olher NGO or any olher source

2) The assistance from Koshika Foundation is only financial in nature. Thg choico of the treatnenuprocedure advised/conduct€d by the Hospital on the
p;tient, is based on the anangement between thapatient & the Hospital, and is in no way influenced by Koshika Foundation. H€nce, lh€ Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & ssf€ty of the patient, and Koshika Foundation will havg no role or r€sponsibility
in lhe matter.

.l 
) By afflxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundatlon aod lt's Trusteos to

use/publish/pulup/reproduce my name, address. photo & detalls of the 'purposo', for which such assistance ls requostod/grant€d, through any

medium, inctuding but not timited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & dstails can be made by Koshika Foundation before or after my trsatment or fulfilmgnt of ths 'purposg'

for which assistance is being roquested.
2) I (Applicant) further agreg lhat any such us€ of my name, addr€ss, photo & dslails of the 'purpose", for which such assistanc€ is requosted/granted,

wilt not automatically entitle me for receiving or continuing the said assistance. The dEclsion for granting and/o. conlinuing the assistancr will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis rogard will b€ final and accaptabl€ to m9.
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