
ARE YOU AI{ IIICOHE
R[ gllq qTq E{ qrdr

TAXASSESSEE (Tict whtchever is appticabtc):
t (d crq d Tc c{ (d !6r frwr aqral arrd

FAMILY oErArLs cR-qR ffi{ut

rcRhih,
foundation

EE rffii

DEI{CEADDRESS

RESIOEiICE

?f" uf

(ffi) r uxnannreo (orffir)

q.rr"f 3 a
t_a

ITdT

PERMAN !?r

o t) t6
AGE.YEARS

(Healthcare)
(Ererq tsqa)

OCCUPATION :
qir€Fl

APPLICATION FORM FOR ASSISTANCE
s-era-o ta sir+<{ rrsq

t{AlrE oTAPPLlcAl{T:
sn*<+ ql rrq

FATHER'S/SPOUSE'S
frarr6.gx 6 11*

APPLICATIOT
lcr*fl fd4

F-r'( "P
ht^-'

(Attach Proof ol lncome)
(iirc 6r xtg t r{)

TOTALANNUAL II{COME

na afilo om
PAN No. ETdI {@IT

enber
SI IFI

Nam€
qft-dR

ol.Famlly,
6 IT(Ffl

Ag€ (Y..r!)
sr (q{)

Gonder
fti'r

Relallon wlth Applicaht
qEr(6 6 mq qqq

ft-,

ASSISTANCEBASIS for REOUESIIl{c ffick whlchevor is appllc6bto)
wcn *ffi ffi ifiqR

""r"n{(Attach Card Copy)
rffi ful {fQ yqq qq

(rqrlr rr sl Ecr !fr { '{ 6tt

EWS Certlrlcete
(Attach Cedfcat Copy)

rre qrq s{ rqrq yr
(mor rr d dql !fr {dc 6it

(Attach Copy)

Bcqiffr {rC
(vcpr Yr 61 qqr rfd {\ r stt

a.d

Basi!i/Proof

lrq qti srg

Oiher

"PURPOSE" for REQUESTING ASSTSTANCE:

Sr No.

sq {wr
edical Reports/PEscrip0on! Attachod

csdreGi€{ t vrfr Ei 
'r$ 

efo'4qr q{ riilq

,\c a,lu (

ASSISTAI{CE BEING AVAILEo fo. SAt E
qs sltfq + k q]i wq qrqar

"PURPOSE" ftorn OniER SOURCES
fu0 qq rft t fecrrqr dz

Sr l{o-
'q {qI

tlAtlE otOTHER SOURCE
qq*afiTq AilOUt{T ot ASSISTANCE BEltlc AVAILED

tfr .ri qtTrdr nyfr

\-/

Ir+.Gtr
It

tft-,![tI
gt,,F1itEiEUfETI'-EE

M aoli- EEvt-',qt

-tDi-=
i!T,I'I 'sril-I3!-

-:.ilAMF/-

-
-
-

-Q-

-

IOLT-

-it?5 -.'rdki!t

-r-
E=

APPLICATIOiI No. :

s{r+<r gqr 
r

t^

Sr. l{o.
*q gqt

trll-artgH'riA16r*.

/o\) c tl . I)( V r\\-7



DECLARATTOT by APPLTCANT: qd(6 m qlcql cx:

1) I hercby conlirm hat all details in $is Form are True to lhe best of my knowledge. Any lalse statement will render my Application & ongoing assistance, il any,

liabl€ tor rejoctbn/cancellation.
2) I solemnly aonfim that assistance, if received llom Koshika Foundation, will be used onty for the 'purpos€', as stated in this Form, for which such assistrance

was requested by me.
giitr"ribicont,in trat lhave not & will not in future, availof reimbursement. in part or in full, from any othel source/employer/insu6nca clmpany, of the atnount

for which this assistance is requested.
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'l) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can bo

for which assistancs is being roquestod.

2) I (Applicant) further agreithat any such use of my name, address, pholo & details ol lhe'purpose', for which such assistance is requested/granted,

wi not autoriticatty eniiue me for receiving or continuing the said assistancg. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their docision is this regard will be final and accEptable to me.
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By afiixing hereuMe,, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundalion' we

(Hospital) hereby afflrm & accept lollowing
or any othea source, Ior lhe same patient/case, as we are

hika Foundation. ll the requested assistance is not granted1) tnat we neither are presently nor wlll in luture avail ol financial assislance from another NGO

requesting to get from Koshika Foundation, to the exlent that such assistance is granted by Kos

by Koshika Foundation, in part or in full.lhen the Hospita I reseNes it's right to make up the shortfa ll frorn another NGO or any other source. This

confirmalion essentially states that the Hospital will not avail any duplicate assistanc€ for th€ samo patienucase frcm any other NGO or any othor source

2\ The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proc€dure advised/conducted by the Hospital on lhe

patient, is basgd on the arrangement between the pati€nt & tho Hospital, and is in no way influencsd by Koshika Foundation. Hence. tho Hospitalwill

assume sole E complete responsibility of the treatrnent & it's outcome & salety of the patient, 8nd Koshika Foundation will have no role or responsibility

in lhe matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls o[ the 'purpose", for which such assistance is requested/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating informatios about it'q

made b, Koshika Foundation before or after my treatment or fulfilment of the 'purpose'
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