
(Healthcars)
({sl{qq fuqrfl)

APPLICATION FORM FOR ASSISTANCE
€-6rq-{r t( 3Tr+<{ grErq rcHnia

foundation

Dlog+qlosa { 0rt 2-lI
APPLICATIO DATE:
qriqr fr4

AGE.YEARS sEx frtr}{Al,lE ofAPPLICANT
qr&<-+ +t qrc U" I"l" %^' 40 rl
FATI'|ER'S/SPoUSE'S NA E :

fmvr-ge 61 err o 'ftr^nlnviI
liflPRESET{T RESIDENCE ADORESS

lrdl

t P." fi
--v,^}"J" l%,/

Pocf oP
o50s

U.^<^P lov qmr)umfreo (EnBn) , ,****'.0 1

{Attsch P.oot o, lncolnc)
( SIFI i[T SIH ctlr{)

TOTALANNUAL INCOME :

q.e sfib qrl
I

PAN r.ro. {qri @rdt q@I

FA TLY oETArLs cftqR fdd{[t
Sr. l{o.

rq rfqr
l{.ms of Famlly
cfrqfi d E(d

llombo,
SI lFI

Age (Ye..r)
sc (c{)

Gondor
furr

R.l.tlon wlth ADpllc.nt
Elt<6 d sM (qq

Z\
tu I5b

I H\-/

BASIS for REQUESTING (Tick whichovor b rppllc.bl.)
wFrfldMffi srqn

EWS Cer ffcrt
(Attach Co.tficat Copy)

qe fic q{ gqrq c?
(vmr qr {1 Eqr rfr {dr{ 6tl

*toncr{'
(Ati.ch Copy)

Eqdmr 6rd
(yqm lr +1 uq rfc d.ryq rtr

Erslr/Proot
qq d{ srq

Any

Sr. No.

rq riqr
liledlcal Ropo.tt/ProrcriptioIt! Attrchod

BTeffd/si€{ i ilfr d 'ri rfili<? q* riar{

6fl-

ASSISTANCE BEING AVAILED for SAiIE "PURPOSE" lrortl OTHER SOURCES

v* v(w + t( st q-q srrq-a ffi qq sla { fu{ rrll dl
Sr. ilo.

s,c {Gcr
NAME ol OfHER SOURCE

:rq dr qt lq
Afolr r oIASSIST xCE BElt{G AVAILED

rfr d sfiTdr rr{f,
I

,

tif,Irml,ail'lIltE
-LartkEI .I1|.s7qEg4|W

,tfrG*tteilr-,d?7,.
-

IEIE{<-
rf,r

-

LiE{,itrtr&Ui
rNrdkErzl

-

-

-

-tf,{I

--
--

--r{urdt^-

-EL-f 
-tr{lr.t-r!7--t.

-,DIIDfTilIAIII

--rf,-

IIIIE D!,rmrilrD,

ARE YOU AN INCOME TAXASSESSEE (TIck
iirq onq 6{ qnr t fd qrq d BC g{

whichover ls appllcablel:
Td q'r i+vni drnAl

Ye! / No
arrfi

BPL Card
(Attach C..d Copy)

,r0-d tsr + *i yqq vr
tvcror rr E1 Brqr ,fr fe.{ 6tr

"PURPOSE" for REQUESTIt{G ASSISTAt{CE:

str{dr l! H ri tmfr il s(t{a:

APPLICATIoI{ No. :

err*< riqr ;

PERMANENT RESIDE cEADbiEss: TqTU

$
OCCUPATION I

q-{gFr

Jr\, ^

I



DECLARATION by APPLIC/NTI qri<6 Er{l dlqr yr:

1) I hereby mnfirm that all details in this Form are True to the best of my knowledge. Any talse slatemgnt will render my Application & ongolng assigtanoe, if any,
liable tor rejootiory'cancdlation.

2) I solEmnly confirm bat .issistgnca, if roc€ived ftom Koshika Foundation, will be uged only for the 'prirpose". as ststed in this Fotm, fur whlch such asslstancs
was requested bY me.
3) I hereby cllf|firm that I have not & will not in future, avail of reimbursement, in part or in full, from any olher sourc€/employe./insu.ance comp-any, of the amou

for which this assistance rs requestd.
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Senior Manager
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1) By affixing my signature or thumb impression on this Form, I iAppllcant) he.sby agree & authorise Koshika Foundation and lt's Trusl6* to
use/pubtish/put-up/reproduce my name, address, photo & details ol the 'purpose', for which such asslstance is requested/granted, through any

medium, inctuding but not limiled to verbal, print, electrgnic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's

activities/achievements. Such use of my photo & details can be madE by Koshika Foundalion bofore or after my t@atment or fulfilment of the'purpose"

for which assistance is b€ing requosted.
2) I (Applicant) further agree that any such use of my name. address. photo & details of the 'purposg", for which such assistance is requgstsd/grantod,

will not automatically entitle me for r€ceiving or continuing the said assistance. The decision for granting and/or continulng the assistancg will resl sololy

with the Trustees of Koshika Foundataon, and their decision is this r€gard will be final and acceptable to m6.
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, lve
(Hospital) hereby affrrm & accepl following:
i )thit wi neittrer are presen y nor will in future avail of financial assistance lrom another NGO or any other source, for the same patisnucase, as we are

requesting to get from Koshika Foundation, to the extenl thal such assistan.€ is granted by Koshika Foundalion. lfthe, requested assistance is not granted

bykoshik; Foundation, in part or in full, then the Hospilal reserves it's right to make up lhe shortfall from anolho. NGO or any othor sourc€. This

c;nfirmation essontially states that the Hospital will not avail any duplicate assistancg for th€ same pati€nucase from gny other NGO or any other sourc9.
2) The assistance from Koshika Foundataon is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospilal on the
p;tient. is based on the arangement botween th€ patient & the Hospital, and is in no way influonced bJ Koshika Foundalion. Henc€, thg Hospitalwill
assume sote & comptete respansibility of the treatment & il's outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility
in the matter.
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