
DAN o. {qd grfl del
YOU AN INCOME

iFIT 31N qlq ifi.{ <rdl

Y.t / o
it

BPLClid -.,'(Atlch crd €9)d./
'tfrfr tgt d +q YqM Yr

(vcrq !? d acr fii {Er nil

APPLICATION FORM FOR ASSISTANCE
€-6rc-.Tr t( 3Tr+<{ grs'q

(Healthcare)
ter+qq fuqro)

rcHhik^
foundation

IPPLICATI() OATE: r^
ird<r fr{ rL lqAPPLICATIOi No.qri<r{q: g>o

AGE.YEARS 3I1I-

6
ATE o'APPLICANT

rcr*<6 6t rrc r+sa;
FATHER'gSPOUAE'S I{A E

ftir/6-gq TI rq It,tv
cf,lPRESENT

ITdIRESIDENCE AD

pr.re, oP post 6p
rg
i uN ARRTEo (.effidOCCUPATION

AqEFT o
( sflq 6l srH {vr{)

Proot ol lncome)
TOTALANNUAL INCOME I

sfil6 qrq

FA rLY DErArLs gfrsr( ic-{q
Relatlon Yvtth Appllc.nt

+ stq q<qGondor
fth

Agp
E9

il.mber
i6I ttr

l{am€ of FamllY
qfrar * t<dSr. No,

nq dgt

wlrlchlv.r lt epPllctbl.)
qf,rqil d ffi finft :crqR

BASIS lor REOUESTIIG

AnY Odr.r
Arriraroa--
F cit slq

-!At ch Co!tL--
(-d.irqs

(rqrq s 6t t,{ fil $H'r 6tl

R.tlon CardE|YS c..tllcrt
(Afr.ch Crrofrctb CoPY)

qW qlq c'l rw qt
(vctq ct al tqt lfd d.c'{ Eil

"PURPOSE" for REOUESTI G ASSISTANCE:

turl-dr t( H ,ri frrd rt a(rq:
AtlachedMedlcal R gpo.tt/Pr.tcrlPtiona

{wrt cfca<rqr0 6i3[gfid/d€( I?{ Sfl
Sr No.

rq {sI

RCESsouOTHERfrom"PURPOSESAMElotAVAILEDEEINGSTANASSI CE
IFII ?frqI aetd iffi ET:TIgtrqal:rrld qlit(Y{ .(tvl

AMOUNT oIASSISTANCE BEING AVAILEO

d 'ri qnq-a rrcfr
tlAfE ot oTHER SOURCE

qq*cnmSr No.

6q qql

1'
)

FIEIT'EI'I -ril.qiagffi
zlmrdt-r|' -d-q,'F/til3.l

I.a!

-I

-
-l

=-I!
-a--

-

-zn-Frl

-r

6*
I I !

^rr-\G-

qrir vg g{ sfi ot f<m
l3



'l) By afixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & Buthorise Koshika Foundation And it.s Trustess to
use/publish/pul-upi reproduce my nam€, address, photo & details of the 'purpos€', for which such assislance ls requested/granted, through any
medium, including but not limited to ve.bal, print. electronic, for soliciting donations for Koshika Foundation and/or dissemi;atng infomation about it,s
activities/achievernents. Such use of my photo & details can be made by Koshika Foundallon before or after my treatrnent o.lumlment ot the .purpose'
for whlch assistance is being requestsd.
2) I (Applicant) turther agree that any such use of my name. add.ess, photo & details of the 'purpose', 1o. which such assistanc€ is requBted/granted,
will not automatically entitle me for receiving or continuing the said assistance. The dgcision for granting and/or conlinuing the assislsnco will resl solely
wlth the Truslees of Koshika Foundation. and th6ir decision is this regard wil bs final and acc€ptabb ttm€.
t) rR vqr c{ qql Elar{I qr eiTJ !ff ulq tr',,I6I, t ( qrtt?,) ffifi E[cfir d ffr rra tw'anrqr $rdgni dt{ sr+ qrsql , d qn{qi 6{ltr (fr {o rlq,
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gy afliring hereunder, signatur€ of our Authoris€d Signatory lor recommending this case/patignt tor financial assistance from Koshika Foundation, we(Hospilal) hereby affirm & accept followi
1)that we nsither are presently nor will i n future avail of financial assislan@ from another NGO or any olher sourcg. for the same paiient/cas€, as we arerequestino to get from Koshika Foundation, to the extent that such assistance is 9ra ntod.by Koshika Foundation. tf ths requssted assistance is not grantad

up the shortfall from anoth6r NGO or any other sourcs. Thls -by Koshika Foundation, in part or in full. then the Hospital resorves it's rjght to make
confirmstion essontially states thal tho Hospital rvill nol avail any duplicate assistanca for the sam6 patianucas€ from any other NGO or any other source2) The assistance from Koshika Foundation is onty financial in nature. The choice ot the treatmenuprocedure advised/conducted by the Hospitaton thepatient, is based on the arangemont betwoon the patient & th6 Hospital. and is in no way influonced by Koshika Foundation. Hence, the Hospital tvillassurne sole & complete responslbility of the lreatrnert & it's outcoms & sstety of th6 palient, and Koshika Foundation will have no role or responsibilityin the matler
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1 ) I hereby clnfirm lhat all details in this Form are True to the best of my knowledge. Any btse statement will rende. my Application & ongoing asststanca, if 8ny,liablo for rojBctior/cancslhlion.
2) I sololnnly coMm ihat a$lEtancs, if recsived lrom Koshika Foundation, will be us€d only for the "purposs', as statgd i. thls Fom, br which $rdl assislancs
was requesled by me.
3) I hersby clnfinn hat I havo noi E will not in future, avail of reimbucomont, an part or in full, from any gther sourc€/emplg)€rlinsurancs compsry, o, he amount
for whk r this asslstanca is r€quested.
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