
APPLICATION FORM FOR ASSISTANCE
q-6r{rdr +( 3rr+<{ rnsq

(Healthcare)
(Rfirrq t€qrd) rc*hih,

foundation

to r1
.' ')5.)

0

v l^.r'-O^ a

APPLICATION

AGE.YEARS

LY
"EI:'IETI

APPLICATIO o.:
sn+fi {@r ,

NAME of APPUCAT{T
en+(6 qt qrc

sr+fi ffi z

E ADDRESS

(l'lq
PRESENT !?tl

FATHER'S/SPOUSE'S I{ATE
frmrrgx 61 1q

PERMATIENT RESIOENCE AODRESS qin MIoP
[awr,--,^..^-

Drt op-

tqLlo
occuPATrot{
AF*IFT -+{o n".r r\..o"F{/ r,u6[o (a{BO / ur{ rnnnreo (uffir)
TOTAL AIITIUAL INCOXE
ga afi* w<

(Attach Proo, of lncome)
( sfirq 6t cnq S.{r{)

(---,--

FA ILY DETAILS qft-cR ffi(q
Sr. No.

oq rf@r
Name ot F

cft-qr 6
[embe.
6T IFI

Ag6 (Y!a.r)
ss (q{)

Gender
fti'r

Relallon wlth Appllcant
3flrf<6 d qlq {qq

f}.

BASIS REOfor ESTINGU ASS ISTANCE tc is cable(Tlck appliH+ sIFIRnffi
EWS Cortiticete

(Att ch C€nlficet! Copy)
rre em r{ ymr vr

(rqM qx 61 B[qr !fr vdrr 6il

(Attach Copy)

Bc+ftr 6rg
(vqq T{ i1 a{l lfd t{,i 6it

ard

BasiE/P.ool

:rq qti srsl

An Other

"PURPOSE" Ior REQUESTING ASSISTAtICE:

rm-mfuH'dAa-,*.
S( No.

i6,q qql
lrodical ReportJPrslcripdoruAtt chld

:rffitarsi*{ t crff d,r$ yFir&c q.S s-d,r

ASSISTAIICE BElrlc AVAILED for SAME

ts d(+.c + et Et srq v6Fti[
"PURPOSE' ftom OTHER SOURCESffi qq rda t feqrrqr d?

Sr. tao.

6'c fr@r
iAilE of OTHER SOURCE

rrq r*a m rq
AMOUNT ofASSISTANCE BEDTG AVATLED

d rri s6rq-dr {Rfr

MilE
iat

-

-0D

-

I{-r.il
I

IrtaI,

PAN r,ro. Iq( €rdl riE?[
RE YOU AN INCOME TAXASSESSEE Oick whichever i6 applicable)

iflc qrq 6( <rdr t (ci q{ d sgc(vfim frvR flril
Ye3

a Tfr

rd
(Att ch Card Copy)

TA-{ tel + +i rqq qi
(rqq Yr 61 uqr rfr {u'r qtt

p

,.#-'./

(i

r,A

\:-.2



DECLARATIoN by APPLICANT: qr+<6 !m dcw cx:

1) I hereby confirm tEt alldetails in this Form are True to the best of my knowledge. Any false statemenl willrender my Applicalion & ongoing assislan@, if any,

liabl8 tor rej€clion/cancellation.
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l ) d qlcqr c,m ( fr w nsq t frA ri {fr t€rq tt qrdrt +
2) lt E{ d sEr{ {ft'6iRrd! srr+{n", i d qr 16 l, Erqr

l) { yfr 6tal tfd td€ eura *g w n*t d Ti l, Eq rfa 6l

o-$n re G xd fi 6ti ftcol qi 6qr qrrs vql srdl t t tt {fiTdl f<tra d qI v6-A tr
Ecqi'r E€1 Ti{q d $ + H f6ql qrh, q} {t qcq { m.rqr tr
qftr{ q {6.d tRl fiF$ q.{ dl fT+d6/tcl 6q{tr tt frq t ehr* qfre{{nt

AGREEiIENT by APPLICANT ( Em 6{R)

AGREEiTE T by HOSPITAL (rsl(ld Bm 6m)

RECOM ENOED FORACCEPTENCE

*ffi * inq riqfd

I

Signatory
v

d

a lrner noI DLrt) ccFISFPRsMBSBM
& BtfrlndctlvtilIrUotlsult{flta

a..lfu.31tr cFrtit$i

Date ol Surgery
qici{H si ilte

zr\N\L'{
FOR INTERNAL USE of K0SHIKA FOUNOATION qr<ft6 scd,r i(

SIGilATURE ofTRt STEE 2
qrs 6RE{ Z

S|Gi{ATURE of TRUSTEE 1

qrd E6rfi r

1) By allixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium. including but not limited to verbal. print, electronic, tor

activities/achlevements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

ls of lhe 'purpose', for which such assistance is requested/granted' through any

soliciting donations lor Koshika Foundation and/or disseminating information about il's

made b, Koshika Foundation before or atter my treatment or futfilment of the 'purpose'

lor which assistance is being requested.

2) I (Appticant) further agrejthaiany such use of my name, address. photo & details oI the 'purpose". lor which such assistance is requested/granted'

wltt noi automaticatty enifle me for receiving or continuing the said assistance. The decision lor granting 8nd/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will be linal and acceptable to me.
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By affixing hereunder, signatureof ourAuthorisedSignatoryforrecommendingthiscase/patientlorfinancialassistancefromKoshikaFoundation,we
(Hospital) hereby amrm & acc€Pt lollowing
1) that we neither are presently nor will in future avail of financial assislance from another NGO or any other source. for the same Datient/case, as we are

requ-.sting to get lrom Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. Il the requested assistance is not granted

by Koshika Foundation, in Parl or in tull, then the Hospital reserves it s right to make up the shortfall from another NGO or any other source This

conflrmation essentiallY states that the Hospitalwill nol availany duplicate assistance for the sam€ patienucase from any other NGO or any other source

2) The assistance frcm Koshika Foundation is only financial in nature. The choice of the treatmenUprocedu re advised/conducted by the Hospital on the

patienl , is based on the arrangomsnt between tho patient & the Hospital. and is in no way influencsd by Koshika Foundation. Hence, ths Hospital will

assume sole & compl€te responsibility of the treathent & it's ouicome & safety of the patient . and Koshik8 Foundation will have no role or responsibility

rn the matter.
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