
APPLICATION FORM FOR ASSISTANCE
q-6rq-dr ?( 3rr+<{ srsq

(Healthcare)
(emra trqqrd, rcHhihu

foundation
APPUCATIOI{ l{o. :

lqri<-r qer , f\ ogAl ttev APPLICATION
icr+<r ffi

DAIE :,

r{-l(ollq
ace"verns ra(-d sex fritNAIIE of APPLICAIT

qr*<* q arq kf.6an".w.O"
I I

SS €
FATHER'S/SPOUSE'S'{Afl E :

ftaro-gx *r lr \dLAJ o
PRESENT RESIDETICE ADORESS IiIT

al CI

a
ENT RESIOENCE ADORESS : .]iI

po "p- po.rf oft

t f6 8 ^ So nr"c, tn^^-q
OCCUPATION
q{grq -Hor.^-0 "" .qfui *o1*o (ffir) r unmmnrso (offi)
TOTALANNUAL II{CO E:
tr-e sfit* erq

(Attach Proof o, lncome)
( {rq 16r srH td'r)

FAHtLy DErAtLs cftsK F{d(Ut
Sr No.

Ec tqr
l{ame of F.mlly
fc4r{ ?i r<pil

Member
i6I lFl

Ago (Yoars)
sr (s{)

Gender
fti'r

Relallon wlth Appllcant
qrfi6, 6 Hq qqq

n\ fE\\:-,,

AASIS fo. REQT ESTING ASSISTAi{CE Fick whlchov.r ls sppllcable)
* H fis-fi qlqn

EIVS Cerllfic.tr
(Attech C.ffc.t' Copy)

qe. q s{ cqrq vr
(rqM qi 61 srqr rfr d\qr{ 6tl

-...Ratlon Crd
(Attach Copy)

sq+fl sd
(rqlq vr a1 rqr rfr {dr{ 6tr

onr6il-
BasiE/Proof

qq +t{ srg

"Pt,RPOSE" for REQUESTING ASSTSTA CE:

socil +{ H qi ffr+ff or s(trq:
Sr l{o.

sq {qt qmnrsiry( i qrt E1 ,ri firifi {*te,i
liaedlcal Repons/Prescrlptions Attached

(( )

a
1

/n \\ a,Y) I

ASSISTANCE BElt{c AVAILED fo. SAME "PURPOSE" from OTHER SOT RCES

rs a<tvq + &+t :r< su{dt ffi qq dr t frqr m dl
Sr. l{o.

6q ri@r
iIAUE otOTHER SOURCE

erq t*a qt rrq

I -O600 tI-

CGlilGA{?EiIJIfi-

-

-

-

-

rzc

tlDl

Errdt ctsn
YOU AN INCOTIE TAX ASSESSEE Oick whichever l. appllcable

im qN srnt qT <r<l t (qi {q d sc x Ffr sr frlri ErnAl

Card

{Attach Card Copy)
:ri-* ter * qti rqrq qr

(rq!r qr nt { ffi d.c.{ 6tr

):

arrd

r. n

r
-

\
&

AIOUm of ASSISTANCE EEING AVAILED

d qi strrcr qvfr

,AN t{o.



DECLARATION by APPLICAi{T; rqr}fi ERr dqun yr:

'l) I hereby conlirm hat all details in lhis Form are True to the best of my knowledge. Any false statement will render myApplicalion & ongoing assislan@, it any,

liabls for rcjeclbn/cancoflauon.
Z1 tiotemntyi:nfirm that asslstance, if received from Koshika Foundation, willbe used only for the'purpose', as stated in this Form. for which such assistance

was requested by me.
iiif,"riOiii"fri" ua I have not & wilt not in future, availol reimbursomont, in part or in full, from any other source/employer/insurance clmpany. ofthe amount

for which this assistanca is requested.
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for which assistance is being request€d.

2) I (Applicant) lurther agree that any such use of my name, address, photo & details of the 'pu.pose'. for which such assistance is requested/granted,

witt noi automaticatty eniitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acc€plable to me.
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1) By afiixing my signalure or thumb impression on this Form, I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electron ic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & delails can bo made by Koshika Foundation betore or after my treatrnent or fultilment ot the 'purpo se"
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By affixing hereunder, signature of ourAuthorised Signatory fo. reclmmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afllrm & accept following
or any other source, Ior the same patienl/case, as we are
hika Foundation. lf the requested assistance ls not granled1)that we neither are P.ese ntly nor will in fu ture avail oI llnancial assislance from another NGO

requesting to gel fiom Koshika Foundation. to the extent that such assistance is granted by Kos

Koshika Foundation, in part or in full, then the Hospilal reserves it's right to make up the shortfa llfrom another NGO or any other source. This
by
con llrmation essentially states that the Hospi tal will not avail any duplicate assistance lor the sam€ pati€nt/case iom any other NGO or any other source

financial in nature. The choice of the tteatment/proc€dure advised/conducted by the Hospital on lhe
2) The assistance from Koshika Foundation is only
pati6nt, is based on the arrang€ment between the patient & tho HosP ital. and is in no way influenced by Kosh ika Foundation. Hence. tho Hospitalwil!

assurne sole & complete responsibility of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibilaty

in the matter.

*,t 
"m., 

a"*t "f 
ek t qlq-dnl,fr si "6tfir6r sr3-*rn" t frftq rnrer tg ffi{r di qd t, m rc (tw a) frq il6R d qFq a Fit*n qri tr

l)qrft;nlq{qlrqtr{lcEq{fsfirqqfiq.drtrslhqIsrt{snqlnrdr<dtrismt6nrqd{itqrrirtl,**ftrri'6iftr6rsrrtm"
d ftqslftyfrfi rft qi {Err { ,,qiifit5l sB-trn, rm q< tt f+ tr cR 'dRr6l srf€{r' Em {f,I{ ffid wrRrerrca }E rljdr Td ftqr qdl I d qwdrd

ffirqfts(6rfrxrqrqffilrqs{|q-{i{rrrfltiErqfi{6R!ftrd{s-drfi{s1&{sqsaqrfltf6irFirf,Efrqq(3fttt/qlqdtgffi
rn qr*r0 trqr qI ffi s.c $sr i rfi t'nrdfrl

z. 'cifrrer srr*m' i e] ,ri cwril *ffi fsfdq rqft +1 tr r]t vr rwrra an d 'li mE ql f6i 'r{ zq-sr'{ffiqr rr lna t,i G rsrara

qetsathccIqt"uifirdrqrs$1n'gmffirqincr*]ircrnrfr rsHf,wf,{t'tdrdlqg{uakqriqrisisrtffi+nqi(mld
c1 ttfi qlr'dfrr6r' qt 6ii {fr6r qt fnffi Y{ qrrd { lrfr r}frt

11-O4.2024


