
APPLICATION FORM FOR ASSISTANCE
q-6rq-dr t( e:Ir+<i vrsq

(Healthcare)
<ereqq tsqro)

,,u, .,
LOSntr?a
foundation

tsloozs
APPLICATIO l{o
qr*< {q : o+\ )- APPLICAIOT{ DATE: -

r,iliqc ffi lltlv(
onE-tto*" [tniSLoq sEx ftirrI{AME otAPPLICAIT

qr}<+ er l[q A f hrn..-*
t t

4r a
It nz.^.r,rr*ro A

FATHER'S/SPOUSE'S NAME
f4 re-grq 6I dc

RESIDETiCE ADDRESS IiII

PERTIATIETIT RESIOENCE ADDRESS !t 00 {'f*
o ix 2^ lnb&" ^,-r

+'p

OCCUPATION
aimEt -40ry+ 

^rlcrl
-ryl*.6(6,fut) / uxmARRED (qflu,fut)

{o srfilo srTc

(Attech Prool ol lncome)
( lcrc qr {IH trrc)

PAN NO. TT{d €Tfl IiGqI

FAMTLY DETATLS qR-cR tq-d{ut

G€nde,
ftf,r

Sr. l{o.
rq {qt

ama of Famlly ,rembot
qftsR * s(d 6' nc

Ag€ (Ye.It)
vc (qq)

R.l.tlon *lth Appllc.nt
qr+ffi d slq qqq

BASIS tor REqUESTII{G ASSISTAI{CE (fick whlch.v.r lt .ppllcabL)
W1q{rdffiffidrlrqn

Ba3ir/Proof
erq qt sre

$dEWS Cedmcato
(Attach C.rtiricato Copy)

q.fl qrc qd rcrq cx
lmro w +1 urvr rfr dar< eir

Ranon CIA/2
(Atackc-opy)

Bcqtftr 6rC
(vcrrr !? rtt urql !fr s.cq rlr

'PURPOSE" for REQUESnNG ASSISTANCE:

Sr l{o.
rq {qr

lledlcsl Ropo.lrrPrEtcription! Attachod
qenmrcf€{ d srt 61 'ri vfil&a tfl fr.{

tr

!=c.^-l,oJ+-
I

ASSISTAIICE BEING AVA|LEolor SAME "PURPOSE'ftom OTHER SOURCES

Eq sctrc + hqit a-< {ardl ffi qq e}t i feo rlt ri?
AX)rrIT of ASSIST CE BEIIG AVAILED

tfr 'ti s[rq-dt rEfr
NAHE ot OTHER SOURCE

ir< {+d 6I rrc
Sr. No.

sq risn
I

,Wa9ir-!

,i',JTAl,l-

--
-
-
-
--

-

-

-

-lprl

-

aa

trDl

RE YOU AN INCOME TAXASSESSEE (Tick whlchev.r i3 appllcabl.):
slrc anq 6{ ffir t 1d rr< ri sq q{ qfr 6r fr r< Eqri!

B

ri rrd

rd
copv)Card

fi-* tel d i-i vqrq rl
(cqtor rr 61 sqr !fr t"'{ 6tr

!t' L,

-4
E!

TOTALANNUAL INCOIrlE :

wro fu H rri fir+<ft cr Bd{q:



DECLARAnOI b, APP[rcArr: aeriRi Er,[ liNqr rE:

1 ) I hereby mnfirm that all dslails in thls Form ate True to lhe besl of my knowl€dgo. Ary hlse stalem€nt will rooder my Apglhatbn & ongoing assEtance. if any,
liable lor rejection/cencelletion.

2) I solemnly confirm f€t assistrance, if receivBd ftom Koshika Foundation. will b€ us€d oily for the 'purpose'. as Etated in thts Fo.m, fo. rvhldr sucti assistance
was requested by me.
3) I hereby confirm lhal I have not & will not in futurc, avail of reimbuEement, ifi part or in full, f.om any other sour@/employer/insurdnce cofip€ny, of lhe anount
fo. which thrs assistance is requesled
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,,GREEMENT by APPLICA T ( ERI 6M)
1) By affixing my signature or thumb impression on lhis Form, I (Applicant) hereby agree & authorise Koshika Foundation and lt's Trustsos to
use/publish/pulup/reproduce my name, address, photo & detail3 of the 'purpose", for vyhich such assistance is requqsted/gEnted, through any
medium, including but not limited to verbal, print, electronic, fgr soliciting donations for Koshika Foundation and/or disseminating information about it's
activitigs/achievements. Such use of my photo & details can be mado by Koshika Foundation befor€ or aftff my koatment or fulfilment of the 'purposo'
for which assistance is beang requested.
2) I (Applicanl) fudher agroe that any such use of my name, address, photo & details ot the 'gurpose', lor which such assistance is requesled/granted.
will nol automatically entitle me for receiving or clntinuing the said assistance. The decision fcr granting and/o. continuing the sssistanca wlll rest sololy
with the Trustees of Koshika Foundation, and their decision is this rogard will b€ final and acl9ptabla to me.
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By affixing hereunder, signature of ourAuthorised Signatory tor recommending this case/patient for financiar assistance from Koshika Foundation, we
(Hospital) hereby affrrm & accept following
1) that we neither are presently nor will in luture avail of financial assistanc€ from anolher NGO or any other sourco, for the same palient/case, as wg aae
requesting to get lrom Koshika Foundation. to the extent that such assistancg is granted by Koshika Foundation. lf the requested assislance is not granted
by Koshika Foundation, in parl or in full. then lhe Hospital reserves it's right to make up the shortfall from anoth€r NGO or any other sourc€. This
conlirmation essentially states that the Hospital will not avail any duplicats assistanca for ths samg patienucasa trom any olhgr NGO or any othgr sou,c€.
2) The assistance from Koshika Foundation is only financial in nature. The choica of thg treatmenuprocedure advised/conduct€d by lh€ Hospital on the
patient, is based on the arangement betwegn the patient & the Hospital. and is in no way influenced by Koshika Foundation. Honc8, ths Hospitalwill
assume sole & complete responsibility of the trealment & it's outcomo & satgty ot the patient, and Koshika Foundalion will have no rol€ or rssponsibility
in the matter.
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