
APPLICATION FORM FOR ASSISTANCE
var€rfl i( qr+<{ srsq

(Healthcare)
(er+qq tqqfi)

,,U, .f
Itos!.1t,.ca
foundation

Euilding blck of lifc.APPLICATION No.
qr+q? {qr : el oqe^{ I r,-r tr ar*qr fdqt

APPLICATION DATE:

tt{ oq lrc.r
AGE-YEARS slrg-s{ sex frirNAME ofAPPLICANT

on+(+, q,r rrc
C-tr..t^6o.hr.hnas bo a

FATHER'S/SPOUSE'S NAME

PRESENT RESIDENCE

ftil66grt il rtq

ltfl

PERMANENT

Pf c op - pr,t( o? 
ilz-ttt - cl:xr.ar^* I

i
OCCUPATION
tlfrgrq flon^r }{qt'q ruan6-(ft{R{ / uNnARRtED (qBarFc)

6o qrfr*, onc l- (Attach Proof of lncome)
(qrq if,I qlqq vdrr)

TOTALANNUAL INCOME :

9oooa
PAN No. TSII] EITdI VSIT \

Sr, No,
mq eqr

Name of Family I

cfr-qR * v(d
Member
iil ltq

Age (Years)

ss (s{l
Gender

fti'r
Relatlon wlth Appllcant
snaffi * rtp{ querr

nt) ) v
vn\\7

v
l1

CN rn

BASIS for
+ sTtIR

(Tlck whlchever

apv{"a
(Attach Card Copy)

,ttfr tgt * lti yqrur v*
(rFlM crr *1 urfl rfd ierr otr

EWS Certificate
(Attach Certlflcate Copy)

srer qnt srl yqtq vr
(ItrM Tr +1 srqr yfr ett,r ctr

*,alod
(Attach Copy)

sc+ftr q,rC

(cqm sr st Erqr rfr rqq qtr

ffi",
Basis/Proof

rq qit srsil

srmrorfret t snft 61tri lfr+qi {elq

BEINGASSISTANCE forAVAILED SAME fromPURPOSE" SOURCES
+ 3i-q6ti ffiIIEFTdI SrrIFs qtYc t( d( frcri TqI dz

Medical Reports/Prescrlptlons Attached

iFI ITqI
Sr.

d
AMOUNT of

qrrqm nvfr
EEING AVAILED

Sr. No.

rq dqr

NAME ofOTHER SOURCE
om da m qrc

DKi

YOU AN INCOME
oIH qrq 61 qrdr vfr or

Yes /
al

FAMILY DETAILS

"PURPOSE" for REQUESTTNG ASSTSTANCE:

TEIcrl tg H.rA furfi m s(ttc:

r.t [o Po.\nl
GJ-I (

J-?., t -Ol.hr\,t tJ

lo-

L

Pd

qrq 3q c{



DECLARAIIOiI byAPPLICANT: ifii<tF m slsq Yri

1) I hereby confirm hat alldetails in this Form are True to the best of my knowlgdge. Any talse statement will render my Applicalion A ongolng asslstance, if any,

liable for r€jectiorvcanc€llation.
2) I solgmnly;onfrm that assistance, if recsived from Koshika Foundatjon, will be used only for the 'pulposo", 6s stat€d in this Form, for which suci assistance

was requested by me.
fiineriOy connrm nat I have not & will not in future, avail of reimbursement, in part or in tull, from any other source/employer/insuranc€ company, ol th€ arnount

for which this sssistanc€ is requested
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1)By afilxing my signature or thumb impression on this Form, I (Applicant) hereby agr.e & authorise Koshlka Foundation and ils Ttustees to

use/publistrlput-up/ieproduce my name, address, photo & details of the 'purpose", for which such asslstance ls request€d/grantsd, through any

meoium, inciudini but not limited to verbat, print, electronic, for solicitlng donations lor Koshlka Foundatlon and/or dlssemlnatlng Intormatlon aboul lt's

activitieJachieve;ents. Such use ol my photo & details can be made by Koshika Foundation before or aftet rny trostment or tulfilment ot the 'purpose'

for which assistanca is being .equesled.

2) I (Appticant) turther agree that any such use ol my name, address, pholo & detalls of the 'purpose', lor whlch such sssbtanca is r€qu$led/grented,

,rin noi arto.rti""tty uniitle me for receiving or conlinuing the said assistance. The decision for granting and/or conlinuing lhe assigtanG will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be llnaland acceptabl€ to me.

l) v{ ccr y( qci f,€ls{ qr ii,r} d otc a,n{l, d (srt<6) qr{ wcf( q1$e elil tcq'dfrlct sri*r< qt( 3s+ qfrd 'Ei icFt{,n 6,(dl tft +{ llc,

Inr, qid iflt{ ql ffi{ll r{ vq? { sifr( t, B{ "4tRr6r'qqqrfr, <H, qlrrrql ld E*[q t ga rfrfrff{d q\rq-dFrql+ffiffi d c€R clqc

tynft6{i*fr{qqflrq'il iircrrtfrcrqlilsrcdrrdqrrrqirti+frq"tiftrxrsrctr{'cqr$qfrtltr
2) I (qri66) 5u rrd t a6rd (t6 *[ rrq, vm, std et{ t{d€r s}f{vrITfl*s$tdt lrFtir t 3i vt, sr'{ El t6<R Bd T{rfll !ss+{
"rtfrmr' q<1<e$ <rfiml 6r frtq qfrq Cn nqort ri'nt

By aflixing hereunder, signature of our Authorised Signatory for reclmmending this cass/patient for linancial assistrance lrom Koshika Foundatbn, we

{Hospital) herBby afilm & accept following
1) that we ne[hCr are presently nor will in future avail of flnancial assistance from anolher NGO o. any othar source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is glanted by Koshika Foundation. lf th8 requested assistance is not granted

by Koshika Foundation, in part or in lull, then the Hospi tal reserves it's right to make up the shortfall from another NGO or any other source. This

conllrmation 6ssontiallY stat€s that the Hospital will not avail any duplicate a$istanco lor the same pati€nucaso Irom 8ny other NGO or any other sourc€

2) The assistance from Koshika Foundation is only financial in nature. The choice of the tteatmenuproc€dure advised/conducted by the Hospital on the

patisnt, ls based on the arlang8 m6nt between ths patlent & the Hospita l, and i9 in no way lnlluonced by Koshlka Foundatlon. HBnc6, ths Hospiial wlll

assume sole E complete resPonsi bility of the k8strnent & it's outcome & ssfoty of lhe patient, snd Koshlke Found ation will have no role or rssponsibility

in the matter.
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