
APPLICATION FORM FOR ASSISTANCE
€-6'rq-il +( 3n+.r{ srsq

(Healthcare)
lssqq fuq6; rcHhih"

foundation

O}qYdloortAPPLICATION No
iid<r t@r :

APPLICAIO oATE: I I

ni<q frqi rcl 6ll f
lce.v:lns arf-<{ sEx ftil

cl:Ya^*l,l ^,:aL
NAME of APPLICANT
rcli<{ 6t rq 1> n")
FATHER'S/SPOUSE'S NAME

Famgv 61 * o a
PRESE AOORESS !i[

i q €,bo.l

t-Sq,-.\ q q
lillPERMANENT RESII

r,ftL"f*i
d,

P)/ "
0711

o.l <9!1 "A"f6-tf.'m 
r uumareo (uffir)dn gn^nOCCUPATION

qqqrq
TOTAL AtINUAL lli/COilE
*-a afik qrq

arlfr+[ qlq snq ql <ril t (d qrq r} sq q{ (0 c,l f{rm dqril
YOU AN INCOME TAX ASSESSEE (Tlcl whlchever ls appllcabh):

(Atlach Proof ol lncomc)
( clq iEl sIR cFIr{)

FAMTLY oETAtLs cft-dR fq-{sr
Gendea

|d,l
Rclrllon wlth Appllc.nt
.{rq({ 6 qM Fqq

Mombor
ifl illtl

Nam. of Femlly
qfGR + q(d

Age (YeaF)
Te (qq)

S.. No.
6q dqr

BASIS tor REOUESTING ASSISTAIICE Fick which.v.r ls.ppllcable)
snq-cr*HifiFdqHR

B.eirPrco,
qq al{ slE

Anyd^r.,
(Alt.ch Copy]
Ec+fi 6Td

(v{q q cl crqr rfir di.{ stt

EWS Cortifictte
(Att.ch Clriticat Copy)

nw qrc c,f rqtq Yr
(cqM vi 61 qr fr {,{.{ sl

"PURPOSE" ror REQt ESItIG ASSISTANCE:

rrrrmfuHtdtmfrwaltw:
flcdlcal Rlpo]tt/Prrscrlptlon. Attachod

irsflaffi t qr0 sl d ffie<r q{ ds'?
Sr llo.

sq {@r

r>
Tt,!r},t

L

9&

ASSISTANCE BEltlG AVAILEo for SAlilE

$ s(t{q + k 6i{ sFI rllFrdr
"PURPOSE' from oTHER SOURCES

ffi :r< r*r t frqr rqr d?
AxOlrl{I ot ASSIST t{CE EElllG AVAILEO

1ft '{ {fiTdl rrft
tlAxE of OIHER SoURCE

qq qta qt lq
Sr, No.

*q {sr

c\-

I

EE-

--

-
-
-
-

-
-

I!T-I

-

-

--

-

^

lN No. rqr{ €F[ €ul

BP ard
ard Copy)

1

-<tda
c

ADORESS

I
-t

I (

, ,\ v\o- /
tt

rt--I) ( h a

I

q0-* ter d *i velt Y,
(vqrq Tr 61 ga Ifc ts,c itr



OECLARAIIoX by APPUCAII: qr*<fi' !m dcqr cr:
'l) I h€r€by cfifrm hat all datails in this Form are True to th€ b€st of my lno$dedg6. Any tatss statern€nt w{l r€ode. my Applicatir & oogolng assbtsnco, it aiy,

liable for rejecliory'cancslhtion.
2) I solgmnly confirm that assistance, if rec€ived fiom Koshika Foundaiion, will be used only for th€ 'purpo6€', as stated in hls Fom. for whldr suci assisbnco
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other sour@/employer/insurance cqnp6ny, d the amount
for which this assislance is requesled
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,,GREEiTENT by APPLICANT ( EI{ i6',m)

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agrse E authorise Koshika Foundalion and it's Trustees to
use/publish/pulup/reproduce my name. address, pholo & details ot the 'purpose", for which such assistance ls requested/grant€d, through any
medium, including but not limited to verbal. print, electronic, for solicating donations for Koshika Foundation and/or disseminating informstion about it's
activities/achisvoments. Such use of my photo & delails can be made by Koshika Foundalion before or after my lreatment or fullilment of the 'purpose"
for which assistance is being requosted.
2) I (Applicanl) fudhgr agree that any such use of my name, address, photo & details ol the'purpose", for which such assistranc€ is r€quest9d,/grant€d.
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the asslstance will rest solely
with lhe Trirstees of Koshika Foundation, and their decision is this .egard wi'l b€ finsl and acceptable to mg.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient lor financial assistance from Koshaka Foundation, wo
(Hospiral) hereby affrrm E accepl followrng:
1) that we neither are presentty nor will in tuture avail of financial assistanc€ trom anoiher NGO or any other source, for the samg pati€nucas€, a3 we arc
.equesting lo get from Koshika Foundation. to the extent thal such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to mak€ up the shortfall lrom anothsr NGO or any other sourca. This
confirmation essentially states that lhe Hospital will not avail any duplicate assistsnc€ br lhe sam6 pstionucasg from any othsr NGO or any othgr sourca.
2) The assastanc€ from Koshika Foundation is only financial in nature. The choice oI ths trsatmenuproc€dure advised/conduclgd by the llospital on the
patient, is based on the anangem€nt belween the patienl & the Hospital. and is in no rvay influenc€d by Koshika Foundatioa. H€nce. the Hospital wlll
assume sole & complete responsibality of the treatmenl & it's outcome & satety o, the patient, and Koshika Foundation will have no rol€ or rcsponsibility
in the matter
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