
APPLICATION FORM FOR ASSISTANCE
€-6rq-dr i-( 3Tr+<{ yrsq

(Healthcare)
(Rre[q tqqrf,)

,,.Ur.,
ltosnLkaa

APPIICATIoN No.
rcd<? {sr : I( APPLICATIOia DATE: r I

qri<c filfr t6l q tlc
AGE-Yro*s org:6- srx fHtTIAllE of APPLICANT

qr&r Er iTq f Bc.lq
I

6+ h

Bqc
RESIOETICE ADDRESSP litr

FATHER'S/SPOUSE'S NAME i

frdlr+-gtc 61 Tq

c

PERtiIANENT RESI0ENCE lklt

'?1

-,*/-,1
I,r#.V.

ow Y
AItr1r-

l,l/t.€rur"D (ffir) r uxmaRnreo (qmt)
(Afiach Proof ot lnc!m.)
(rcrq 6r srH {flr{)

TOTALANNUAL INCOME

5o aff+ or<
rL

FAMILY DETAILS qN-{R f€Tq
S.. l{o.

mq qqt Nam. ol Family lglomb.r
qft-er * s+d 6r rq

Ago (Yoa'l)
Yq (s{)

Gende.
ftin

Rel.tlon wlth Appllcant
lBlir<G' is RIq Te u

L

ior REOUESIIM, ASSISTAiICE (Iht whlchevor i. rppllc.bl.)
sfi{dr*ffitrfiqnm

BASIS

EWS C.rtfc.t!
(Atlach C! ncat9 Copy)

qe ,!ffc srl rcM cx
(yql[I Y{ 61 uqr rfd dFF? 6tr

.d'"*
(AtLch Copy)

Bcqlmr 6rd
(ycrq Y, d qr ffir df,r{ Etr

Brtl8/Proo,
qq cl{ stw

6G,,

wlq-mtgH'rtffirtqkc:
"PURPOSE" lor REQUESTIt{G ASSISTANCE:

Sr No.

rq {qr
llodlcal Roporb/Pr$crlptlons Attachod

qmrorzler i qrfr tr1 'It vfd+r< (+ tilr
I

C lh.(

1e-

SRCEsoufroln OTHERforAVAILED SAME PURPOSEEASSISTANC BEING
)dtdcr TqIetd i3r'zl qnltnfr+ {tT{dl6tivq B{t{c t(

AritOU T oI ASSISTAI{CE BEING AIAILED
d d swq-a qvft

NAt E ol OTHER SOURCE

rrq sla tn lrq
Sr. }{o.

cq riqt

-

--

---sHr-
I

-

lr

-

I,ifI:gw.JrtEEi-?gfrfr-

-,

-r.1!7l|J,ltz!ElrE-
;-Jirvt .GII,G-aII,;I

ItrLll

EI
-

r

Z

PA o. TqI{ gr dqr
rE YOU AN II{COME

qTq qFr 6{ qrdl
TAXASSESSEE (Ilck whlch.ver i. appllc.ble):
t (!i crq il rq c{ vd 6r iflnr ErII+l rirrd

Yes

d
coPv)

tffi ful { tr{ vqq q1

(rqllr !? 61 Ed rR dfr'r 6ir

foundation

TU I

OCCUPATION
ar.RFr

r&

O -\A\QI ,,

,/i I ar 4fio .



DECLAMTIOT{ byAPPLTATI: qri(6 R0 Qqqr rn:
1) I hereby confirm thal all d€bils in his Form are True to the best of my knowledge. Any false slatement will render my Applk;ation & ongdng asslstance. il any,

liable fur r€i€clixl/cancsllalior).
2) I solomnly confirm fhat assistance, if recriv€d trom Koshika Foundation, will be usod only for the 'purposo', as statod ln this Fom, br which sudl a8eistanca

was rcquested by me.
3) I hef;by clofiin fiat I have not & will not in future, avail of r€imbursement, in part or in full, hom any other sourcdemployer/insuranca company, o( th€ amoiJnt

lo. which this assislanc! is requested.
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'1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agre€ & authorise Koshika Foundslion snd it's Trust€gs to

use/publish/putup/reproduce my name. address. photo & details oI the 'purpose', for which such assistance ls requgst€d/granted, through any

msdlum, lncluding but not llmited to verbal, pdnt, elecronic, for soliciting donations tor Koshika Foundation and/or dissominating information about it's

actvlties/achlevements. Such use of my photo & details can be made by Koshika Fouodation belore or after my treatment or fumlment ofthe'purpose'
for which assistanca is being requested.
2) I (Applicant) turther agree lhat any such usg of my name, address, photo & details oI lhe 'purpose', tor which such assistanc€ is requested/grant€d,

will not automatically enUte me for receiving or continuing the said assistance. Th€ decision tor granting and/or continuing ths asslstance will rost solely

with the Trustees of Koshika Foundation, and thek decislon ls this rega.d will be linal and acceplabls to me.
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By allixing hereunde., sagnature ot our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundauon, we
(Hospital) hereby affirm E accepl following:
i) that we noither are presently nor will in futu.e avail ol financial assistanc€ hom another NGO o. any othe. sourc€, for tho same patiEnucase, 8s w€ ara
r;questing to get ftom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistancs is not grant€d

by Koshika Foundation, in part or in lull, then the Hospital reserves lt's right to make up the shortfall hom another NGO or any other sourcs. This

confirmation essontially states that the Hospital witt not avail any duplicatg assistanc6 for the same palionl/caso frcm any oth€r NGO or any other sou.co.
2) The assistance from Koshika Foundation is only financiat in nature. The choic€ of th€ treatmenuprocedure advised/cooducted by the Hospital on the
patent, is based on the arrangement betweon tha palient E th€ Hospital, and is in no v{ay influgncod by Koshika Foundation. Hencg, the Hospltal will
assumg sole & compl€te responsibility of the treatrnent & it's outcome & salety ofthe patient, 8nd Koshiks Foundation will hav€ no rolo or rgsponsibility
in the matter.
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