
APPLICATION FORM FOR ASSISTANCE
lsrarcltlI tq er+<r yrsrT

(Healthcare)
(*srprq toqrol

oun ation
APPLICATION No.
imi€ {cqr :

APPLICATION DATE:
sn&i fd{i

Suilding block of life.

NAME otAPPLICANT
er+(*' m qTq

AGE-YEARS sex frir
hNwq-

FATHER'S/SPOUSE'S NAME
iE,I IFI o

PRESENT ADDRESS

PERMANENT AODRESS ldl p^" o( fJ't-"p
t
t

OCCUPATION (ffi) / UTMARRTED (qffi)
TOTALANNUAL INCOME:

Ed atfrr snq
(Attach Proof of lncome)
(qrq 6,I qrqq rrfrq)

Sr. No.
mq e@l

Name of Member
qlrdn d

Age (Years)
ss (srt)

Gender
fdrl

Relatlon wlth Applicant
3ilt(t5, 6 {pr'rTqq

a) I f\

BASIS ts+ffi
EWS Certificate

(Attach Certlfl cate Copy)

Erar qrq +t yqrq v*
(vqm vt ol srq yfr sd.{ Etr

Card AryK
Basis/Proof

(scpr Yr q1 srqr rfd nerr qtr erq qti *ng

"PURPOSE" for REQUESTING ASSTSTANCE:

strffr tg H rd ffi qr s(trq:
Sr. No.

mq (gl
Medical Reports/Prescriptlons Attached

ersild/dm t qrfr sfl rri rir+fi sfrrl

6)

/4\
Y)

ASSISTANCE for SAME "PURPOSE" ftom OTHER SOURCES

w Bltw + sr.I F6r{rdl fsqr qql drffi €rel d( t
Sr. No.

ilq dqr
NAME ofOTHER SOURCE

erq r*a a qn
AMOUNT of ASSISTANCE BEING AVA|IED

d 'r{ etrq-dr wfr

IU\ q n

PAN No.

R,E YOU AN (Tick
3IH q.{ qrdl rnq d vq c( sifl 6r

Card
(Attach Card Copy)

,rfrS tqt * *i yqrur q*
(rIqM rn q1 srql sfr do'a oir

Yes /
al

urdl

FAMILY DETAILS

t[,I IFT

fr.d'Aa ^lttrln ln-flT,
al

_,r1.

r r- ,
,,,/,



oEGLARAIOT{ byAPPLtCAtiT: qri{6 Blr dCqr Cr:

1 ) I hereby mnfim hat all detajls in lhis Form are True to lhe besl of my knowledge, Any false statement will reoder my Applic€tion & ongoing assistance, if any,

liablo f or €jsctirx/cancellation,
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1) By afiixing my signature or thumb impression on this Form, I

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

medium, including but not limited to verbal, print, elecbonic, for

activities/achiev€ments. Such use ol my photo & details can be

(Applicanl) hereby agtee & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for whlch such assisianc€ is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating lnlormation about it's

made bt Koshika Foundation belore or after my treatmenl or fulfilment ol lhe 'purpose'
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me for receiving or continuing the said assistance. The decision ,or granling and/or continuing the assistance will rest solely

with the Truste€s oiKoshika Foundation. and thoir decision is this rggard wlll be frnal and acceptable to ms.
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By afiixing hereunder, signatue of ourAuthoised signatory for recommendihg this cas€/patient for finanoal assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
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resp-onsibitity ot the treatri"niA ir'" ourco;e & safety of the patient. 8nd Koshika Foundation will have no role or r€sponsibility

in the matter.
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