
APPLICATION FORM FOR ASSISTANCE
s6rq-6r t-( qr+<{ Yr6q

(Healthcare)
(sr€rq t€qlEl) foundation

lrthaS

I I2
AGE.YEARS

FATHER'gSPOUSE'S IIA E

F{dr6-{rc 6r rc
PRESENT litl

titl
pno oP Post 09

T,
r uxmmnro (effin)occuPAT|ot{qq$q

(Attsch Proot ot lncomo)
( qrq 6r srq R?r{)

TOTALANNUAL INCOME :

6a oRo er
ErdI rglrPAt{ No.

FA rLY DETA|LS cft-{R fufiq
Rol.tlon wlth Appllcrnt
q*c-{, * srq sqq

Ag€
gc

l{amo of F
qftsR +

Hambsr
if,I ?FI

Sr. No.
qq risr

(Tlck whlch.v.r lt .ppllcrblo)BASIS for REOUESTING
qfiq-dr * fr{ tnft imqn

erq +l{ ctqq
(YqM

Rrtion Cerd
(Attach

s{ !ft {nr 6tt

EWS C.rttfic.t
(rlti.ch Ctltf,c.b Copy)

qw fic ctl yqq cr
(vqrq vr d sq fit {.qr{ 6tr

*sdtcrt nrpod.rprelc,lPtiont Atbchcd
qwdrfl/rf€{ t ilt qil qi lfttir<r q'd rif,q

Sr }{o.

rq sbl

SOURCESOTHERlromlotLEO "PURPOSE"sAllEEINGBASSISTANCE i fflr dTFII ?oFl *(IllFrdr:rrld 6t{s r{w t(
ATiiOUNT otASSISIANCE aEING AvAl LED

d d qtrlrdl rr{n
AmE of OTHER SOURCE

qq *e ctmSr. }{o,

r,c {qr

Eilr

I

ffi
a

Es-nErlllilF-[fl!-.

-rFrlwiEa,,nil- ffitrlr
u?trrrfrlrl7jrltE

H

-
-

,--

-
-
-
-
- -

-

_I

JE1ITNS

-

ET

t !-

-rsail

,-1|-f,LIr'tt-!EfiE lttET'I

fraG[rETilafa'tfr351L.2

ARE YOU AI{ INCO E

r qrq qlq 6( (rdr
iAX ASSESSEE mck whlch.v., l. rppllc.bL):
t (si qrq ri se c{ {ff 6I ftffi Eqril

BPL C.d
(Att ch Card C

{ft{ tcr * IIjI

(rqpr rr d urcr !frr {urr *tr

Yar / o
rircfr

"PURPOSE" for REOUESIIXG ASSISTANCE:

<rrm tg H 'ti k*ft m z(w,

APPLICATION No, :

rcd<c risr :

g7
llAIE oIAPPLICANT I

rcli(6 6r {q
LI

ff*rrrrarrffn,,
(lo

PERMANEMT RESIDENCE ADDRESS I 1r[

iu
I ru

-;-

/{\

ffi



1) I hercby conlirm hat all details in t s Form are True to lhe besl of my knowledge. Any hlse stalemenl ryitt r€nder my Appticstior & ongolng assisLance, if any,
liablo for reieclion/cancal|alion.

2) I 3ol€mnly coMrm t|3t asslsbncs, if rEcaivgd trom Koshika Foundation, rvill b9 us€d only fo{ thg'purpose', as statsd in lhis Fom, tr which sucfi assislance
was .equestd by mg.
3) I hereby confirm hat I have not & will not in future, avail of reimbursement, in pan or in full, from any othor source/employer/insurance company, ol hg arnount
for y{hkh this assislance is requBsled.
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DECLARATIOT by APPLICANT; qri<6 !R dcql !?:

AGREEiTENT by APPLICANT ( ERr i6{R)

1) By afllxing my signstu.e o. thumb impression on this Form, I (Applicanl) hereby agree & aulhodse Koshika Foundalion and it's Truslees to

use/publish/put-upkeproduce my name, address, photo & details of lhg 'purpose', fo. which such assistance is requestod/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations lo. Koshika Foundation and/or disseminating information about it's

activities/achaevements. Such use ol my photo & details can be made by Koshika Foundatlon belore or after my trealrnent or fumlment ol lhe 'pu.pos€'
fo. which asslstance is being requested.
2) I (Applicant) tudher agree that any such use of my name. addr€&r, photo & d€talls ol the 'purpose', ,or which such assislanc€ is requestod/granted,
will not automatically entitle me for receiving or continuing the said assisl,ancs. The dadslon for granting andlor @nlinuiog the assistance will rest solely
with the Trustees of Koshika Foundation, and thek dgcision is this r6g6rd will b€ llnal and acceptable to m€.
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AGREEIiET{T by HOSPITAL (ER fllr{I6,tr{)
By affxing hersunder. signalurs ot our Authorised Signatory for recommending this cas€/patignl for linancial assistance trom Koshika Foundauon, we
(Hospital) hereby atTrm & accapl following:
I ) that we neilhor a.e pres€ntly nor will in futur€ avail of llnancial ssslstance from Enothgr NGO or any olher sou.co, tor thg same pationucasg, as we are
requesting to get fiom Koshika Foundation, to ths extent lhat such assistanc€ is granted by Koshika Foundation. ll th€ requested assistanc€ is not granted
by Koshika Foundation. in parl or in full, then the Hospilal reseryes it s right to make up the shortfall from another NGO or any other sourcs. This
confirmation 9ss€ntially stales that the Hospital will not avail any duplicato assistanca lor the sam€ pstisnucss€ from any other NGO or aoy oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
pationt, is based on tho anangemsnt bstween th6 patisnt & lh€ Hospital. and is in no way inlluencsd by Koshika Foundatlon. H6nc6, th6 Hospltal rvill
assumo sole & complete responsibility of thE trostmont & it s outcoms & ssfety of the patient, and Koshiks Foundation will h.v€ no role or responsibility
in the matter.
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