
(Healthcare)
(Ertqq +€qe) foundation

htLtaS

o
APPUCATION No.
er+fi ssr : t q"trr

APPLICATION OATE :
qri<{ ffi

AGE.YEARS 3ilg- sEx furrIAIilE ol APPLICANT
qr+(+' fi rrq

o

I I
FATHER'S/SPOUSE'S NAI,IE i
f,rar4igx 61 *

PRESENT REsI

ENT RESIDENCE AODRESS \i[ pu--.p-1o**"?
ts8 - Re- d h"'o-\

nA.,
OCCUPATION
q-{fiq (ffi| I unrmnro (efr<r&r)
toraLlxttulL ttrcoltE
Ea srfr{ ,ilq (Alt ch Prool ot lhcome)(srq SIH sfrrr)

FAI{ILY oETAtLs cR-qR fqcor
S.. o.

Eq {@I
N.mo ol Fehly
qtuR t(d Momb6,

6T :IFI
Age (Y.art)
Tc (s{)

Gander
ffrq

R€latlon with Appllcant
i[r*<-o d qrq q<q

r!- i+ [\a\

lotaasls REQUESTII{ ASS ISTANCE hevor t6(IlcI appllc.ble)
dFEFTdI fiflfrH eFm

EWS Crrtffic.tr
(Attach C.rtticrb Copy)

we qq q'l lqu yr
(lqtq cr E1 qt ffi dmr 6ir

(Anaci Copy)

rc*fir {rC
(rqm cl ci cr rft { r{ 6tr

atd

BatiCProol
qq qi{ slcc

ofi-o*,

"PURPOSE" ToTREOUESTtNGASStSTANCE:

wq-ntgHdfrrrdera<trq
Sr No.

Fq riqr qsrrorettr { qrfr +1 d yfd+<I S.* {-d,r
Medlcal Repork/Pr$cript on3 Attached

ASSISTA CE BEING AVAILED to, SA E

rc E(+rq + t( 6ii srdr {lrkrr
"PURPOSE" tro.n OIHER SOURCES
trsl q-{ dd i frqr rqr d?

Sr. llo.
r,c dwr

t{AtlE o, OTHER SOURCE
q< qtc qt arq

ATTOUNT of ASSISTA|CE BEtt{c AYAILEO
d d qttrdr rnt

-zifz&I

-

J'ZD{4G'-

-

-

-
-

,.rrrg9

-t
II

DAN NO. €Id BrdI IigI
YOU AN INCOME TAXASSESSEE (Tlck rvhichever lg applicable)4[ 3rlq qlq 6{ (rdl t(dq{d sc ct sd 6r hrnr frrrrq|

BPL
(Attach copy)

d-{i lgr d {i yqrq rr
(vqur rd d B[d !ft t.{r{ Ett

drrfr

cI
C )

I

APPLICATION FORM FOR ASSISTANCE
q-erq-*r tq err*<q trrsq
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1) I hereby confm hat all details ln fiis Form are True to the best ol my knMedge. Any fals€ statement will render my Application & ongoing assistanc€, if any,

liable fol rsjoclion/canco{ation.
Zl i-*liiri.fi-lii,i--Giis:isGnce, it re""ireO from Koshika Foumation, will be used only for the 'purpose', as stated In his Form. hr whlch sudr a$lstancs

was roqussted by me.
3) I her;by confirm flat I havo not & will not in tuture, avail of reimburs€ment, in parl or in tu

for which his Essislanca is requested.
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1)By alfixing my signalure or thumb impression on this Form, I

us6/publish/put-up/reproduca my name, address, photo & detai

medium, including but not limited to verbal, print' electtonic, for

actlvlties/achievements. Such use of my photo & details can be

lor which asslstance is boing requested.

2) I (Applicant) turther agreJ that any such use ol my name, address, photo & dotralls ol thg'porpose", lor which such assblance is r€quested/granGd,

witt noi auto.iti"atty entite me for receiving or mntinuing the said assistance. The decision for granling and/or continuing the assistan6 will rest 8olely

with the Trustees ol Koshika Foundation, and thek decision ls this regard wlll b€ flnal and acc€plabl€ to m€.
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By afixing hereunder. signature of our Auttorised signatory lor recommending this case/patient for financial assistanc€ from Koshika Foundation. vre

(Hospitalthoreby affirm & accept following:
1) that we neither are presently nor will in futu re availof financial assistance from anothgr NGO or any other source,lor tho s€me patienucase, as we are

requosting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf th6 requested assistancg is not granled

by Koshika Foundation, in Patt or in full. then the Hospital reserves it's right to make up the shorthll fom another NGO or any other source. Thls

confi rmation ess€ntially states that the Hospital will not avail any duplicate assistanca lor the samo patient/case from any othor NGO or any other sourc€,

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/cond ucted by the HosPilal on lhe

patient. is based on lho arrange ment betwosn the patlent & the Hospital. and is in no way influencsd by Koshlka Foundation Hencs, the HosPital will

a$ume sole & complsts rssPonsibi lity of the treatrnent & it's outcomo & s8f€ty ol tho patient, snd Koshiks Foundalion will have no rols or responsibility

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundalion and ifs Trusteo8 to

ls of the 'purpose', for which such assistance is requested/granted, ihrough any

soliciting donations tor Koshika Foundation andior disseminating information about ifs
made b, Koshika Foundation before or after my treatrnent or fumlment ofthe'purpose'
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