
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(erem toqmilsrgrftfl &, "rr+.9 

yrs.Er
t

rcHnia,
foundation

Building block of life.
APPLICATION No.
s{r+fi s€qr :

g I OH>E 0 t(e APPLICATIOI{
or+fi frqt 'illHl ,s

P(* "0- f""

NAME ofAPPLICANT
er+(fi *l rrq

r',^

AGE.YEARS sex ftir

tq n^
FATHER'S/SPOUSE'S NAME
fuare3q 61 1q o c

In PRESENT cil

?T: ) /'!

PERMANENT ldl

4
OCCUPATION
qd{rq *s{ro (ffi)/ uNrrtARRtED(.xffi)

v-
TOTAL ANNUAL

( (Attach Proof of lncome)
(e[rq il qRq {Err)qtffq, 3nq

PAN No. urm gsr

FAMILY DETAILS
Sr. No.

mq vqr
Name of Famllv
cfiqR + H<d

llember,i5,I 
:IFI

Age (Yeap)
ss (qq)

Gender
fdrr

Relatlon wlth Appllcant
sn+qr + qM ITETq

t
6l

I

1

C, S^- o 1L I

EASIS for REQUESTING IANCE (Tick whichever is applicable)
sorar * H etfr qrm

EWS Certificate
(Attach Certlflcate Copy)

qtrr erq ed ycm rn
(crrM sr ql ercl Ifr d,.c.{ 6tr

^"r,,K(At6ch Copy)

scdffir q,d
(rFrM T{ ql crqr cR riaq ctr

^wdBaiis/Proof

erq qt{ srqq

"PURPOSE" for REQUESTING ASSISTANCE:

strfir tg CFn T+ ffi w v(trq:
Sr. No.

xq sgl
Medlcal Reports/Prescriptlons Attached

erearerct*r i qrfr q1 Ti yfrefi q(TEI

a

ASSISTANCE BEING AVAILED lor SAME

w Blt{q + tq+t{ srq sirrrdr
'PURPOSE" from OTHER SOURCESffi qq ri( t t6qr rm d?

Sr. No.

frq Rqr
NAME of OTHER SOURCE

erq qtr fi crc
AMOUNT of ASSISTANCE BEING AVATLED

d q{ suffr rtvft

o )t\.y

ARE YOU AN INCOME
-alT 3IFI 3{rq 6-{ qrdl

ts
dqqd Y{ ..n rrfr 6r m wrdl

Yes /
az

Card Copy)
,lfl-m tqr * fi yqrer vr

(vcrq lri qi Ercr qfr svr str

C
,/

-A-

t/-l^ kA./r I h

019( fu,touo-r.a7^,

l

'r
Ca* t

NO

Td
IERUI

A-lr\.d6^ L}1I

,(k -V.Ya\
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1 ) I hereby confirm that all details in this Fom are True to lhe best of my knowlodge. Any false statement will render my Applic6tion & ongoing assbtance, if any,
liable for rej€ctiorrcancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose', as stated in thls Forn, for which such assistance

was requesled by me
3) I hereby conliim that I have not & will noi in future, availof reimbuFement, in pad or in full, from any other source/employer/insuranc€ company, ofhe amounl
for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/pubtish/put-up/reproduce my name, address, photo & detail! of the 'purpose', lor which such assistance is requesled/granted, through any

medium, inctuding but not timiled lo verbal, print, electronic, for soliciting donations lor 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 t.eatment or fulfilment of the 'purposg'

for which assistance is being rsquested.
2) I (Applicant) further agree thal any such use of my name. addross, pholo & delails of lhe 'purpose", lor which such assistance is requeslgd/granted,

will not automatica y entitle me for rec€iving or conlinuing the said assistanca. The decision for granting and/or continuing the assistanca lvill rest sol€ly

with the Trustees oI Koshika Foundation, and their decision is this regard will be final and acceptabla to mo.
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rx ng hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i1 tf,lt we neittr"r are presently nor wilt inJuture avail of tlnancial assistance from another NGO or any other source, for thg same patisnucase, as we are

rJquesting to get kom foshik; Foundation, to the exlent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Uy-ioif,if"" fo"rnO"tion, in part or in full, then tho Hospital reserves it's right to mak€ up th€ shortfall f.om another NGO or any other source. This

c6nfiimation essentiatly st;tes that the Hospital will not avail any duplicate assistance for the same patienucas€ from any other NGO or any oth{ source.

ij Tne assistance trom Koshika Foundatio; is only financial in nalure. The choice ol the treatment/procedure advised/conducted by the Hospital on the

pltient, is baseO on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henc€, the Hospitalwill

iiiume iofe a comptele resp;nsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibilily

in the matler.
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