
APPLIGATION FORM FOR ASSISTANCE
Trgrdrdr *( err+rt yrs.q

(Healthcare)
(Rrccrq toqre)

oun ation
Building block of li[a.

iL?a
APPLICATIoN No.
qrds-{ s@r : los t0 )"5

APPLICAT]ON OATE
qr+<q fr{} L

AGE.YEARS sex frrtNAME of APPLICANT
rr+(fi q.r ilq

8o
FATHER'S/SPOUSE'S NAME

ifi't irq

c

RESIDETICE ADDRESS: cill ft. ?-Follr1-.(".E5t
OCCUPATIONqfiIq (m0 / uNTARRIED(.ffi)

(Attach Proof of
(3nc fir HrH

lncome)
mffi)

INCOME
qo arF{m aru
TOTAL

PAN No. ura vwt

FAMILY DETAILS kd{ur

fiq Ir@I
Sr. Name Member

q,I
Age
3S

ll\fi,,

sm qit crg

ts
sTtIR

eq&,
Bfuis/Proof

H
EWS Certificate

(Attach Certlflcate Copy)
3rf,r qrc qd yctq T,

(cqrur rr ql aq yfr da-r ctr

Card
(Attach Copy)

sq!+fir qild
($m tr{ qfi Erqr yfr t,cr? 6tr

"PURPOSE" for REQUESTING ASSISTAI{CE:

Medical Attached
gCTfiIsrworercim * qrfr q1 ,ri rfr+q

copy)

wrmr tg H rA ffi cr s(trq:
Sr. No.

mq lwr

,md' Trqr * rp-,i rwr vr
(InM !? ql aqr yft nerr uir

s-{-

ASSISTANCE AVAILED lor SAME "PURFOSE" from OTHER
w * 3r{s(tw d{ Rilr{rfll ETAItolfr frqrrid t dzT'II

NAIIIE of OTHER SOURCESr. l{o.
iFc d q{ wrrdr r{fr

BEINGerq r*r q,t an

t L--"r

qRE lilcoME
s-{ (ktrqH 3lrq

whichever
crqdsqctvfi6,r Yes /

ur

t*ft,e#



DECLARAflOI{ byAPPLtCMt fl*qT, g[ s]sql rr:

1 ) I hereby confirm lhal all details in lhls Form are True to lhe best of my knowledge. Any lalse slatement will render my Appllcation & ongoing assislanca, i, any,

liable for reiection/cancellation

a ll#;;;"5;ii#;"l"JJj't"n.", ir ,"""ir"0 ftom Koshika Foundation, will be used only for the "purpose'. as slated in this Form. tor whidr such assistance

was requested bY me

3) I hereby conlirm that lhavenot&willnotinfutule,availofreimbursement,inpartorinfull'fromanyothersource/employer/insurancecompany,oftheamount
for which this assislance is requested
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for which assistance is being requested

2) I (Appli cant) further agree that any such use of my name, address, photo & details of the 'purpose' . for which such assisiance is requested/granted.

will nol automatically entitle me for receiving or conlinuing the said assistance The decision for granting and/or continuing the assistanc! will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to m€
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By affixing hereunder, signature of our Authorised Signatory for recomrnending this caseipatienl for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept following

1) that we neither are Presen lly nor will in fulure avail of llnancial assistance from anothel NGO or any other source, for the same Pa tienvcass. as we are

requesting lo get from Koshika Foundation, to the exten t that such assistanc€ is granted by Koshika Foundation. ll the requested assi stance is not granted

by Koshika Foundation, in Part or in full, then the HosPita I r€serves it's right to make up the shortfall from another NGO or any other source This

confirmation essentiallY states that the Hospital will not avail any duplicaae assistance for the same patienucase from any other NGO or any othor source

The assislance from Koshika Foundation is only financial tn nalu re. The choice of the treatmenUproced ure advised/conduct€d by the Hospital on the
2l

between the Patient & the HosPital, and is in no way influenced by Koshi ka Foundation. Hence, the Hospitalwill
patient, is based on the arrangement
assLlm e sole & complele resPonsibility of the treatment & it's outcome I safety of the Patient' and Koshika Foundation will have no role or responsibility
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medium, inciudlng but not limited lo verbal' print, electronic' for

aclivities/achievements such use of my photo & details can be

iApplicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

ls oithe 'purpose;, for which such assistance is requested/granted' through any

solic ino donations lor Koshrka Foundation and/or disseminating information about it's

.ri" ui io"rtif, rorndalion belore or after my treatment or fulfilment of ths 'purpose"

in the matter.
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