
APPLICATION FORM FOR ASSTSTANCE
Trar€rfir e-( 

"{r+<T 
yrsrr

(Healthcare)
(ererq fuqo)

oyLvAPPLICATION No.
sTf+fi dcqr :

OATE:(>APPLICATION
e{r+fi fflft .tIrc_

AGE-YEARS sTrg sex fdqNAME ofAPPLIGANT
sniq-*' q.r rq Po$&-ar".F-'a--

_-

+1- f
FATHER'S/SPOUSE'S NAME
fummEq +,r rrq

ADDRESS cdl

v-
PERMANENT RESIOENCE ADDRESS !il

@rof-rl*f
oLlL - ebrta

htL<a
f o u n d a t io n

Euilding block of lilc.

pf

-+-tp n^r ,^o/q-tOCCUPATION
qERITq (ffi) / UNMARRIED (srffi)
TOTALANNUAL INCOME

W qfit*. oTrq
(Attach Proof of
(qrrl ifir qIH

lncome)
sErr{)

Yes /
ut

ANYOU INCOME
silg*II 6'{qrq <rdr dqr;4 qt3€ 6]vfr(d

urdr {ql

FAMILY DETAILS qfun tq-*q
Sr. No.

x"c €@r
Name of

+
Age (Yearc)

vc (sd)
Gender

fdrr
Relatlon wlth Appllcant
qil-+. * sM Trqrr

l

r\ C,\C:dt-l-.1 .l.. Lt(-
I !

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
*Ercil*feiffisilrin

EYVS Certificate
(Attach Certlflcate Copy)

016l orFI ed yqm v,
(yIIM Er t1 crqr yft {rilr qtr

il+ffr e.d
(vqm vr *1 orqr vfr {,err ctr

copv) orrrr{-
Basi-s/Proof

em qlt ue

"PURPOSE" for REQUESTING ASSISTANCE:

wrrmtgHrnffirrs(iw;
Sr. No.

rq risr
Medlcal Reports/Prescriptions Attached

srsrrerdm * srt s1r{ rfd}fi yd rd,r

n
arl A l,t9
'aAct tr,nn

l

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

Vs qtw + tq+ srrl rrtFrdr ffi w dd i fffir,rqr dl
AMOUNT ofASSISTANCE BEING AVAILED

d 'ri wrm nvt
Sr. No.

6q {qr
NAME of OTHER SOURCE

qqdat,tqn
I

%,,$),r>
T

PAN No.

,rt*d
(AttafGard Copy)

.r0-fr tqr $ f{ yqm qI
(csrm Er q1 erqr yfr *mq etr

-t
a

t,a-{Allt
ffi

r-. \O-t1



DECIARATIq{ by APPLrcAII: rir+(Ei gflr sisln vr:
1) I h€reby contirm that all delails in thls Form are True lo the best ol my knowt€dge. Any fals€ statement will ronder my Appllcatlon & ongoing asslstanca. lf any,

liable lor rejectiory'canc€llation.
2) I solemnly confirm that assistrance, il received f.om Koshika Foundation, will bc used only lor tho 'purpose', as stated in tfiis Form. for which such assisiance

was requested by me.

3) I her;by confirm that I have not & will not in future, availof rcimbuFement, in part or in full, hom any olher source/employer/insurance company, ol the amount

for which this assistance rs requested
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1) By afiixing my signature or thumb impression on this Form, I r'Applicant) hereby agree & authorise Koshika Foundation and it's Trustsos to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, lhrough any

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

activiti€s/achievernents. Such use of my photo & dstails can be made by Koshika Foundation beforc or aftgr my troatment or fulfilmgnt of the 'purpose"

for which assistance is being requosted.
2) I (Applicant) further agrse that any such use of my name, address, photo & dgtails of th€ 'purpos€', for which such assistancg is roquost€d/grantsd,

will not automatically entitle me tor rec€iving or continuing the said assistance. Th€ decision for granting 6nd/or continulng thg assistanc€ will-.ssl solely

with the Trustees of Koshika Foundation, and their decision is this regard lvill b€ final and accsptable to m6
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accept following:
1) that we neither are presenlly nor will in future avail of financial assistance from anolher NGO or any othor source, for thg same patienucase. as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Foundation, in part or in full, then the Hospital rBserv€s it's right to make up ths shortfall from another NGO or any other sourc6. Thls
confirmation essentially states that the Hospital will not avail any duplicaie asgistance tor tho same patjenvcaso from 8ny other NGO or 8ny othEr sou.ce.
2)The assistance from Koshika Foundation is only financial in nature. The choice of th8 treatmenuprocedure advised/clnducted by the Hospitalon the
patisnt, is based on the anangement belween the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hsnc8. tho Hospltalwill
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will havg no role or rosporsibility
in the matter
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