
APPLICATION FORM FOR ASSISTANCE
rsr6r{rdr t( 3il+<{ srs.q

(Healthcare)
lsprs *6ra) rHhih,

foundation

e+ r5APPLICATX)I{OAIE: d
qdcr ffi ]t ,l

AGE.YEAiS Tfig-NA,tlE o'APPLICA T:
qrt<* 6r qrc

+o
FATHER'S/SPOUSE'S I{AITIE
fralcge q ry s

PRESENT !i[

ENCE ADDRESS :P TdI

{t.
f,\

;

P/e- o P

a4).l .9^r
PostoP
YCrfir(ri

occuPAT|otl
qq{Iq r uxmanareo (alffir)
TOTALANNUAL I COME i

tra afil* oro
(Att ch Prool ol lncom.l
( qrq 6r slH €Er{)

rF[ sIFr qlq 6{ <rdr

YOU At{ I{COME Y!! / No
ll/

FA rLY oETAtLs cftcR fu{{q
S., No.

Ec {sr
t{.mo of F.mlly
qfuR + rrqd

ombor
iN IFT

Ago
3r

Grnder
id'l

R.lrllon rYlth Appllc.nt
qr4(6 S qM qqq

BASIS lot ASSISREQUESTING TANCE tswhlchavar(nck .ppllc.blo)
+ H ffid erqR

BPL Card
(Attech Card Copy)

(rqM Y, d s[cl rfr {!qr{ 6il
'rfr$ tsr + EI

EWS C.r0fic.tr
(Attrch Crlffic.b Copy)
.ft atq q'f,qM cr

(mM w qfl ua rfd {(.{ 6ir

R 0m Cl'd
(Alt ch Copy)

^B{qi*tr 6rC(vcM\f*a1ffir

w<m tg H:rt ftnfr cr alta:
"PURPOSE ', 

'oT 
REQUESTII{G ASSISTANcE:

Sr. l{o.

rq rbr
ilodlcal Rsport /Prrrcription. Attachgd

,cml€El€{ i qrt 61 'ri efila!1 ld *sq

ASSISTAN CE AVAILEDEEING SAMEIo? R"PU POSE OTHER sSOURCE+w .rrl!ftq +tt ffiIIITIKII rc-{k *d t fdcr IFIT d?
Sr llo.

i6'C VgI
TIAME ot oTBER SOURCEqq*aqtrn ASSTSTANCAMOUNT ol E BEING AVAILED

ril IIIFTdI,ri wfl

Edilr

a

,rrarfl-aJ13;@,
lft

-

--
Irt!-E

-

TI]T

r-

-

a-

-
-

EI

-

rrtr

-

rr- OI

,rMil
I-

-
-
-

€r {Eqr

I
B

APPLICATION o,:
qri<< vqr :

}\.E

g{ q{qFI 6I

Any Ot|.r
_ gltbrProot
qq rdl {IE



v

1) By afiixing mY signature or thumb impression on this Form' I (Applicant) heraby agree & aulho'isa Koshika Foundation and it's frustees to

use/publish/put-up/reproduce my name. address, photo & details of the 'PUrPose" , for which such assislance is requested/granted, through any

medium, including but not limited to verbal, print. electronic,lor sollciting lor Koshika Foundatioo and,/or disseminating lnfomation about it's
donations

activities/achievements Suchuse ol my photo & details can be made bY Koshika Foundation before or after my treatme nt or lumlment of the 'PUrPose'

for which assistance is being requested

2) I (App licant)lurther agree that any such use ot my name. address, photo & delalls ol the'purpose'' lor whidr such assistance is requested/granted'

viill not automatielly entiue m€ lpr rcceiving or continuing the said assistance. The decigion for granting and/or continuing the assistance will rest solely

with the Truste€s of Koshika Foundation' and their decision is this rogard will bo linal and acceptablo to me
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By affixing hereundel, signature of our Authorised aignatory fo. r€commending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) hereby afiirm & accapt following

1) that we neither are Pre sently nor will in futu.e avail of flnancial sssistance from anothsr NGO or any oth6r sourcs. lor th€ s,ame patlonucase, as we are

requesting to get hom Kosh ika Foundatio n, to th€ extent that such assistance is grant€d by Koshika Foundation . lf the requested assistance is not granted

by Koshika Foundation. in Part or in full, then the Hospita I res€rves it's rlght to mske up the shortfall from anothsr NGO or any other source This

on ess€ntially statos that the Hosp ital will not avail any duplicato assistance lor th€ sam€ patienUcasB lrom any other NGO or any othar sourco

The assistance from Koshika Foundalion is onlY financial in natu re . The choice of the treatment/Proc€dure advised/conducted bY the Hospital on the
confirmati

m€nt between ths Patisnt t the HosOital , and is in no way innuenced bY Koshika Foundation. H6nc€ , the HosPital will
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patient , is based on the arrange

ibility ot the treatment & it's outcoms & saloty of the Patient. 6nd Koshika Foundation will have no role or responsibilitY
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