
vRN.* C* Lo -c3- 0lz\

APPLICATION FORM FOR ASSISTANCE
ggrdrflI e* err+<q 9r5EI

(Flealthcare)
(HFr& tgqrsl

.,.-u, .t
ItoS,'ttl,aa
foundation

Eurlding block o{ liieAPPLICATION No.

3rT+fi {@I V c3,Eo \ tZ+? APPLICATION DATE

eTr+fi fd?fr \3 9--A

NAME of APPLICANT

.rlr*r+'an ln knrn.^*'
AGE-YEARS urg-e{ sex frir

7s F
FATHER'S/SPOUSE'S NAME

fu^..,{3fi1fl7qiErq Hr rTq

PRESENT RESIDENCE ADDRESS qfll

1 Ota)

f-"1} f.^ft
f'++) /.t^"eA

I

P2l
peRuaruerutrRestoEruce eooriegb : *sfli ererfic c-dr

nf'1'

OCCUPATION
EfrrqFl / UNMARRTED (elffi€O

TOTAL ANNUAL INCOME

l'5 6B lr- (Attach Proof of lncome)
(3{rc 6T qlsc vmq)qrfr+, sTB

PAN No. R{ft qm $sr
ARE YOU AN INCOME

Fil 3ilq 3{rq EF{ Erdl

TAX ASSESSEE (Tick whichever is applicable):

t tqt qrr{ a Ys qr q6 al fr{flr HTrql

Yes / No

dr rt*,-/
FAMILY DETAILS qFC4R fu{TUI

Sr. No.

fr,'q gwr
Name of Family Member

ckdn * v<rd qr qrq
Age (Years)

B,H (sd)
Gender

fdq
Relation with Applicant

3{r+ffi + qrq qqq
o{-F-

f\-1
I t

,/l^-&-}L Q,-z\ax rt , 1'\ E ar,-)
I

A . a*^Q-
^ 

l-e" h
U

(. n

BASIS for REOUESTING ASSISTANCE (Tick whichever is applicable)

rrdFr{r * ftri fuft qtin

BPL Card

(Attach Card Copy)

.Rdr {qr o fr vqrq rd
(crrm s{ a1 srqr yFa vsq *tr

EWS Certificate
(Attach Certificate Copy)

srf,t SIFI q,i yqm .r,
(vqm si q1 srqr vfr q-rq 6tr

Ration Card
(Attach Copy)

sq+fir fid
(vrq q* q1 erqt cfd so,l qtr

Any Other
Basis/Proof

3ilc sti slcq

"PURPOSE" for REQUESTING ASSISTANCE

{ETq6r Eg ffi r1-d ffi wt vqtrq:

Sr. No.

sq Hgr
Medical Reports/Prescriptions Attached

ersarousiryr t qrfr +1Ti vir+fi {S F-d,r

TF-

strh c-'

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w E$q d *q6t{ .3rq TrtFrdr ffi ere da t frq'rq dz

Sr. No.

xq s@l
NAME of OTHER SOURCE

srrl Eln ffi qrq
AMOUNT of ASSISTANCE BEING AVAILED

d .r{ vrr.rdr nYfi

3(',t

EI

'a
T

!t

lV1 a

\*"1- I-l a ,

f(-Fxts\

\

ln r, t: l. ,*r* )t ;"-

(\

IG

-l q- J',,(



11 I hereby confrrm that ali details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assastance, if any,
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requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is iot granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up lhe shortfall from another NGO or any other source. Thrs
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility
in the matter.
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