
APPLICATION FORM FOR ASSISTANCE
{r6rq-dr t( e.Tr+<{ grFEI

(Healthcare)
lervr {erro) rcHhih,

f o u n d a t io n
APPLICATIOtI t{o.
qr*c-{ (qr : cl I ndpto) r-r. {oI Ir.-,

APPLICATIOI{ DATE
i{r}<r ffi \-=-'

a66-vsap5 eig-<i sEx fa'ri{AME ofAPPLICANT
rqr+G m nrc Q*nro^Jo,taxr.,? [e

I

+O

RES AOORESS lif
k

FATHER'S/SPOUSE'S I{A[E
frmze;gq 61 *

PERMANENT RESIDENCE ADDRESS :

Pnc ap -
I'|fi, - Acffi,

C.l n Gt"... otnt rrr i

OCCUPATION
aircPl rrnrueo (ffio) r unnmnr:o (uffi)

iFn srm orTq rr crdr i (d qq ri
E (Iick whlch.ve.l! .ppllcable):
fi c{ (d Er fum dqril

Yes ,l Nd
arr0

ARE YOU AtI INCOME YAXASSESSE

FAmtLY oErArLs qft-dR fdr{(trl
Sr No.

sq dwr
l{ame of Famlly Hemtor
qft-er*v<danqrc

Age (Ye.rr)
sc (q{)

Gehder
fti'r

R€lallon with Appllcant
3ir4(6 S qlq qqq

0
,') /^lttt r-it 1--a rO

) ; h.. 1,4 L

trf- ft\ (on
k --o.9Ue^

I
" r' BASE to. REou ESTIT{G ASSISTANCE ftick whichover is.pplicsbl.)

vocdr * ftri finfr qrqr

EWS Certitlc.to
(Atlach C.dmcab Copy)

q-f, lBIq c{ yqtq yr
(YqM qr +1 Bqr cfd ds,r 6lr

^n6t""*lAtt ch Copy)

sc+ftr ErC
(vqq w 61 aa rfd d.{rr str

anvd-
BasidProof

:rq +t stqa

wmiIH'rtffiorad{c:
Sr No.

Fq riuqr
ilodical ReportrPrercrlptlon! Attachrd

irwdred€{ { vrfr 61 lri yf&" q-* dq,r
t-l

l i(
I

L
C< UL|I A

V

ASSISTANCE SEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

5e r(w + fuot{ srq {tr{dr ffi e-{ dd t feqrrqr d?
Sr. No.

rq rql
AilOUt{T o, ASSISTANCE BEING AvAlLEo

d 'ri qoq-m rnfr

6\ I
:v)

t_./

ulrk1Eafir-

EI

r
E

-tJr-

-

-,r- -d:fiFilltpufrl6l

,ia

-,-

-

I,lN-IUI

-r;'irO

,jE

TOTAL ANNUAL lICOilE I

1.a qrfil+ sfic

rN t{o. rqr{ gra s@I

APL
(Attach coPv)

qi-d ter d +i yqtor {,
(c{,,r vd 61 qI yfd li.{.r Etr

(Atrach Prool of Incorne)
( qrq 6r crq dEq)

l^ r Aikk^ D^.-,^oh
/r1 t lL
t-

7 rt-'

L,'. t I
A./^--I AaJrr, .l@q r,l ,
t /1( La a^rt,rl ^I6ur'l )-

I

t'/,1 \

"PURPOSE' lor REOUESTItIG ASSISTANCE:

') )

A)rtr

A[lE ofOTHER SOURCE

r< Eld 6r rq



DECIARATIOI{ by APPUCANT: qrt(€ Em dqqr q?:

1 ) I hereby conlirm hat all delails in this Form are True to the best of my knowledge. Any lalse stalement will rende. my Application & ongoing assislance, lf any,

liable for rolection/cancellalion.
2) I solemnly;onfirm that assistance, f received from Koshiks Foundatjon, willbe used only for the 'purpose'. as strated in this Fom, for which suct assistance

wag requested by me.
iiit u,ilUiconn,in ma Ihave not & will not in future, availol reimbucement, in part or in full, from any other source/gmployer/insu€nce company, of the amount

for which flis assistance is requested.
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1) By afUxing my signature or ihumb impression on this Form, I (Applicant) hereby agree & autho.ise Koshika Foundation and it's Trustees to

use/publish/put-upheproduco my name. address, photo & details of the 'purpose", for whi.h such assistanc€ is requested/granted, through any

meOium, tnciuaini Uui not limited to verbal, print. electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use ol my photo & details can be made by Koshika Foundation belore or afler my treatment or lulfilment of the 'purpose'

lor which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ol the 'purpose'. lor which such assistance is requested/granted,

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

wilh lhe Trustees of Koshika Foundalion, and th€ir decision is this regard will be final and acceptable to me.
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By afllxang hereunder, signature of our Authorised Sagnatory for recommending this case/patient lor financial assistance from Koshika Foundation we

(Hospital) hereby afiirm & accept following:
i; ttrit we neitnor are presently nor will inluture avail ol financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Uykosnili fo-unAation, in part or in full, then the Hospilal reserves it's right to make up the shortfall from anoth€r NGO or any other source. This

;nfirmation essontjally st;tes that the Hospital will not avail any duplicatg assistance for tho sam€ patienucaso hm any other NGO or any oth€r source-

2) The assistance from Koshika Foundation is only financial in nature. The choico of the treatmenuprocedure advased/conducted by the Hospital on lhe
pltient, is based on the arrangemont between thopati€nt E th€ Hospital, and is in no way inlluonced by Koshika Foundalion. Honce, the Hospitalwil!

assume sote & complete resp;nsibility of the treatrnent & lt's outcome & safety of the patient. and Koshika Foundalion will hEve no role or responsibility

in the matter.
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