
APPLICATION FORM FOR ASSISTANCE
Trardril tE "rr+<q 

yrsq

PS
APPLICATION No. : '-r-7
srriifi vcqr ,t L-) 4?5 0350o

(Healthcare)
(snrrq tqqrel

APPLICATION DATE: r t:
ur*qr fdEt I o

rcotnilu,
foundation

Buildins blck of life.

sex frirI..A *A-cl o-'a---,--o 6+
AGE.YEARS

f
el-3cJq

PRESENT ADDRESS

FATHER'S/SPOUSE'S NAME
Efi'I IFI

NAME ofAPPLICANT
eqr+(fi m rrc

PERMANENT RESIDENCE ADDRESS CiTI P?o?-
QtZSo -

l'4toP 
I

m./*&"",
OCCUPATION
qErqrq mARRIED (mO / uNr{ARRtED(qmd)
TOTALANNUAL INCOiIE
qa afi-* sra

(Attach Proof of
(e[s i5,r srcs

lncome)
vf,ri)

EI-dI

FAM|LY DETAILS

Sr. No.
ilc qiwr

Name of Famlly Member
qftqn t w(d 6r ilc

Age (Yeap)
sc (sq)

Gender
lkl

Relatlon wlth Appllcant
qd<o t {M rrEnt

(

/.i-/rLt44t7 €<Jeta -;tI
d> t-.

ASSISTANCE (Tick

wrm*H frtfr grqn

EWS Certificate
(Attach Certlflcate Copy)

orer $IFr gri yqtq v{
(vqg v{ a1 erql yfr sd'i s,tr

Ration Card -/
(Attach Copy)

sc+ftr 6rd
(yqm c:l *1 crqr rfr mrq ctr

Any other ^,/'Basis/Proof

erq qtt srH

"PURPOSE" for REQUESTING ASSISTANCE:
qErTdI tg H rrA ffi or v(tw:

Sr. No.

m'c R@l

rV

(

L_

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTI|ER SOURCES

EH s{t{q + t{,+ srq sirrcil ffi Erq dd i f6cr rrcr d?
Sr. No.

fiq R@r
NAIIE of OTHER SOURCE

qq dr ql rc
Af,OUttT of ASSISTANCE BElllc AVAILED

d q{ quenr nvft

r'>

PAN No.

YOU AN (Tick whichever is
ffc alrq 6,-t qrdl (dqqd Yq c{ qd ifr

Yes / No
rrrrfi

BPL Card -/(Attach Card Copy)

.rffi rqr 5 nq rqtEl Yd
(vqm Y, c1 Brcr yfr mrrr qtt

u

D7
t/



DECLANATDII bYAPPLICATIT: 3{i<Ei ERI dCqI V{:

I ) I hereby confirm that all details in this Form are True to lhe best of my knowledge. Any false statemgnt will render my Applicatirn E ongoing assistance, if any,
liable for rejectiodcancellation.

2) I sotemnly confirm lhat assistancB, f received from Koshika FoundaUoh, will be usod only for the 'purpos€', as statod in $ls Fotm, for which such aasisiance

was requested by me.
3) I hereby confi;n that I have not & wili not in future, availof reimbursement, in parl or in full, from any other source/employer/insurance company, ot the amount

for which lhrs assistance rs requestd
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for frnancial assistance from Koshika Foundation we

(Hospilal) hereby atfirm & accept tollowrng.
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presently nor witl in-future avail of financial assistance from anolher NGO or any other sourc€, for the same patient/case, as we are

rJquesting to get from Koshik; Foundation, to the extent lhal such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

oy'i."f,if,l io-'r"o"tion, in part or in full. then the Hospital reserves it's right to m;ke up tho shortfall from anothsr NGO o. any other source. This

i6nfirmation essentiatty sdbs that the Hospital will not avail any duplicaie assistance for th€ same patieit'case from any olher NGO or any other source
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tro,ri Koshika Foundation is only financial in nature. The choice ot the treatmenuprocedure advised/conducted by the Hospital on the

plfient, ii UaseO on tt e arrangement between tha patient & the Hospital, and is in no way influenced by Koshika Foundalion Hence, the Hospital will

assume sole & complete resp;nsibility of the treatment & it's oulcome & safoly of the patient, and Koshika Foundation will have no role or responsibility

.l 
) By aflixing my signaturg or thumb impression on this Form, I rApplicant) hereby agr€e & authorise Koshika Foundation and it's Trustees to

use/publishi pufupkeproduce my name, address, photo & detailj of the "purpose', for which such assistance is requested/granted, through any

medium, inciuding but not timited to verbal, print, electronic, for solicitrng donations for Koshika Foundalion and/or disseminating intotmation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatm€nt or fullilment of the "purpose'

for which assistanco is being requested.
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(Applicant) further agree that any such use of my name, address, photo & details of the 'purpos€", for which such assistance is requested/granted.

w,tt noi automatically entifle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rsst solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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