
/
-/

AN
3ilq 3{rq i[-{ qkil

BPL Card
(Attach Card Copy)

rfl-d tqr $ frj yqq q1

(vcrvr Y{ qi srqr yfr rreq etr

T.AX ASSESSEE (Tick whichever ls applicable):
i tsl cr4 a ss c{ ffi 6l faqrr drr{1

Yes /
ul

No

Td

APPLICATION FORM FOR ASSISTANCE
Tr6rzril eq qr+fr .lllrs.Er

(Healthcare)
(erem fuqml

,,U,.1
ltosnrca
foundation

Building blck of life.
APPLICATION No.
3Tr+fi Tr€qr : & 0 00 ffiff$"-oo"' oO/oq[yt

AGE.YEARS sex futr

Po n^ ,q?" lW. R .
NAME ofAPPLICANT
er+{*- ql ilc R* M
FATHER'S/SPOUSE'S NAME
fnvrErq m rn o ,aulam/,rt

" pneserrRESIDENcEADDRESS itiI ldl# t(,) 'll/.ttt - 12 l lt .

rA
I

PERMANENT RESIDENCE ADDRESS cil

,il.+
f--

a**-

P*-?oP
Poneo.4Pa

l

w.oP
0o+q

feo [n'oOCCUPATION
Erdgrq *o#o (ffi) / uNMARRTED (qfffi)

&- l, t 0oO
(Attach Proof of lncome)
(3[rq 6r IIIqq vf,rr)

INCOMETOTAL
qlfrs snq

PAN No.

FAMILY DETAILS

reIrdl

f{d{ur
. No.
Sqr

Sr.
ifiq

Name of Famlly
qRqR + v<gf

Member,i5,I 
IFI

Ase (YeaF)
ss (qq)

Gender
td'l

Relatlon wlth Appllcant
q&-6 + ss sqtl

I'r) lYlz-ar\A f
J,,) l.t t -o :*InOt , V --4/CLt/'4 D*tt*tfe\,,

BASIS for REQUESTING ASSTSTANCE (Tick whichever is applicable)
srrrdrdffiffismm

EWS Certificate
(Attach Certiflcate Copy)

srf,I srFI eri yqtur ci
(yrru Er +1 orq yfr ue't qtr

Ration Card
(Attach Copy)

Bc+fir ild
(yrm rr trl srqr vfd d."r'c str

Basis/Proof

erq d{ srqc

Any

wrcrdl tg H T+ ffi 61s(5q3
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

s.q e€at
Medlcal Reports/Prescriptions Attached

erwfli{ref€{ t qrt fr1rr{ yfc*qr Vfr gq'i
I ,l\/+- (() rCU

Y 0 (

av VJ'.,6 (

ol, I (tn -C-L Fl L ,.va

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

V€ T(tTc + tq+ sriq qEFrfl ffi srq dd t fmtr Tcr d7
Sr. No.

sc ri@r
NAME of OTHER SOURCE

srq da fl crq
AMOUNT ofASSISTANCE BEING AVAILED

d'ri wrm rnfr
I

t)
l

\.

r
'l

a 0f -

D0 n



DECLARATION by APPLICANI: 3rli(fi Em dq![ Tr:

1) I hereby confirm lhal all details in tl s Fom are True to the best ol my knowledge. Any falso slatement will render my Applicaton & ongoing asslstance. if any.
liable for Ejectiorrcancellatjon.

2) I solemnly c.nfirm that assislance, if reccived trom Koshika Foundation, will be used only for tho 'purposg', as stated in thls Form, for whki sud! assist nce

was requested by me.
3) I hereby contirm that I have not E will not in future, avail oI reimbursement, in part or in full, from any olher source/employer/insurance comp€ny, of tlre amount
for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I iAppllcant) hereby agroe & authorise Koshika Foundation and it'g Trustess to
use/publish/pulup/reproduce my name, address, photo & detalls of th€ 'purpose", for rvhlch such assistance is request€d/grantEd, through any

medium, including bul not limited to verbal, print, electronic, for soliciting donations fo. Koshika Foundalion and/or disseminating information about it's

activities/achievements. Such use of my photo & dEtails can be made by Koshika Foundation betore or after my treatment or fullilment of th€ 'purposE"

for which assistance is being requested.
2) I (Applicanl) fudher agree that any such use of my name, address, photo & details of the 'purpose", lor which such assistancs is roquested/grantgd,

will not automatically entitle me for receiving or continuing the said assistanc€. The decision for granting snd/or continuing the sssistanca will rg3l 8olely

with the Trustees of Koshika Foundalion, and their decision is this regard will b€ final and acceptable to m9.
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By affixing hereun re of our Authorised Sagnatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accept following:
1) that we neither are presently nor will in future avail of flnancial assistance from anolher NGO or any other source, for tho samo 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 Koshik; Foundation, in part or in full. then the Hospital reseNes it's right to make up the shortfall from another NGO or any othor source. This
conllrmation essentially stales that the Hospital will not avail any duplicste assistrancs for ths same patisnt/caso from any other NGO or any othor source.

2)The assislance from Koshika Foundation is only financial in nature. The choice ofthe trealrnent/procgdure advised/conducted by the Hospitalon the
patient, is based on the affangement between ths patient & the Hospltal, and is in no way inffuenced by Koshika Foundation. Hsnce. tho llospitalwill
assume sole & complete responsibility of the treatmenl & its outcome & safety ol tha paliBnt, and Koshika Foundation will have no role or rssponsibility
in the matler.
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