
APPLICATION FORM FOR ASSISTANCE
€-6r{I.rr e'( 3Tr+{.r sr6q

(Healthcare)
lsrerq {errol

,o l&
sEx fth

I I

t
s 0

!i

AGE.YEARS

APPLICATION tlo.
qr*c-{ qql :

NAIiIE ol APPLICANT
rqr+(s fi irc

FATHER'STSPOUSE'S t{AI'E :

ftar*.gq ry q

APPLICATON DATE :

or*qr fdd

pfe, oP Post0P

2
a

I

rcHhih,
foundation

t

0s
lncomo)
x-drr)

of
qFI in sn3(

/ uNxARRrEo (qffi)
OCCUPATION
qiRlq
TOTAL ANNUAL lt{CO EI
Ea srfr* Btrq

PAN No. Erdt q@[

Sr No.
Eq (qI Nama ol Famlly

ck4n 6 R<Fd
Menter
i6t ;lFI

Age
vc

lvrap)
(i8t)

Gender
fti'r

wlthRelation Appllcahtt {EIII

v

BASIS for ASSISTANCEREQUESTING whichaver ls(llck .ppllcable)
+ H ffi 3il!m

(rqlq ci sl Br4r yft Ti.{q 6tt
EI'rft-4 tgr *

Rrtlon Card
(Att ch Copy)

Ec+flff
(vcu c? ffi{f-rft {Eq 6ir

Any Othe.
Bjglo,t

qrr 6t! mwl

EWS Cordficlto
(Att ch Conmcai. Copy)

rrfi flc q{ rqM vl
(rqM !i 61 alqr rfr dEr sil

BPL Cad
(Att ch C.rd Copy)

Sr. Io.
fq (qt

Medlcal Reports/P1e3criptlon! Attached
:rmrw*<r*qnddyfd+rr qfl s-d,l

ASSISTANCE BEING AVAILED for SAME trom"PURPOSE" souOTHER RCES
+w erqBiiyc 6ti ffisdFrdr d?qrlt( idqrt IFII d?

Sr l{o.
ifi,q s@r

NAME of OTHER SOURCE
rrq da tn ln AMOUNT o'ASSISTA CE BEINGAI,AILEO

d d s[rq-dr rEff

-

--

rrr-
-rr

t I ,iE.I-

-.-a
-

rl;'
-slt 

rTzn

-

I-

r-

-
-

-

-r
-

-/Gt
-E
-l

ARE YOU AN INCOME TAX ASSESSEE Oick whicheve.ls appllcable1eE snc 6{ { t (si qq d rs qr rd xt fflrl a'nAl
YBs / llo
drrfi

FAMILY OETAILS qfrqR tfi{vt

.PURPOSE ,' 
IoT REQTJESTING ASSISTAT{CE:

wna fu H,ra ffi cr rdrq:

(}I
rl

rt



'l) By afiixing my signature or thumb imprgsslon on thls Fo,m, I (Applicant) hereby agree & authorise Koshika Foundation and lt's Trustees to
useipublish/put-up/reproduce my name, addrsss. photo & details ofths'purpose', for which such assistance is requested/granted, through any
medium, including but not limited to verbal, prlnt, electronic, for soliciting donations ior Koshika Foundation and/or disseminating lnforma0on sbout lt's
actlvltles/achlevemenls. Such use o, my pholo & detalls can be made by Koshiks Foundatlon before or after my treatment or fulfilment oftho'purposa'
for whlch assislance is b6ing roquealed.
2) I (Applicant) tudher agree that any such use of my name, addre$e, photo & details ot the 'purposs', tor whlch such as8istanc€ is requesled/grantd,
will not automaiically enltle me for rcceiving or continuing thg said assistance. The d€cision tor granting and/or @ntinuing thB assistrane will rest sololy
wllh lhe Trustees of Koshika Foundation, and th6k decision ls this Ggard will be final and acceptable to mo.
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By affixing hereunder, signature ot our Authoris€d Signatory for recommending this case/patient fo. financial assistance from Koshaka Foundation, w€
(Hospital) hereby afllrm & accopt follorving:
1) th6t we neither ar€ presently nor will in future avail of financial assistance from another NGO o. any other sourco, for th€ samt, palienucas€, as wg aro
requesling to get from Koshika Foundalion, to the oxtent that such assistaoce is granted by Koshika Foundation. lf the requested sssistanco is not granted
by Koshika Foundation, in part or ln full, th6n the Hospltal reserves it's right to makg up the shortfail from another NGO or any oth€'r source. This
confirmalion essontially states that lho Hospital will not avail any duplicate assislanca lor the samg palient/case from any othor NGO or any othsr sou.co.
2) The assistance from Koshika Foundation is only financial in nature. The choice ot the ueatrnenvprocedure advised/conducted by lhe Hospital on the
patient, is based on the anangsmont batween lhe patient & the Hospital, and ls ln no way innuencod by Koshika Foundation. Hsnc€, the Hospitalwill
assumE sole & complotg responsibility of the treatnBnt & it's outcome & satety oI tho patient, 8nd Koshila Foundation will hav6 no mio or responsibility
in tha matter.
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1)l hereby confim that all details in lhis Form 8re Tru€ to lhe best oI my knovledge. Any hlse statemed will render my App catbn & ongoing assistanco, tf any,
liabl€ ror r€j€cliodcancslhli{rn.

2) I sol€nnly confrm tlat aSslsbnce, if r€csivgd trom lGshika Foundation, will b€ used ohly for the 'purposo', s8 statsd in this Form, br whict sudl a$lstance
was rgqu$led by mo.
3) I hersby confirm 0tat I have not & will not in future, avail of rsimbursoment, in part or in full, frcm any olher sourc€/omploy€r/insuranca companl c he a
for whldi his assistanca is rgqussted.
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