
APPLICATION FORM FOR ASSISTANCE
€6rq-il t{ err+<{ sr6.q

(Healthcare)
(RI{qq +Eqrfl) rcoilhih,

foundation
r\) ,(,o APPLICATION DATE :.clififfi

AGE.YEARS qB-

Barra.v"& t^ o
FATHER'S/SPOUSE'S I{AIIIE
fnveg* er ne o o

AODRESS t!fl

RESIDENCE A0DRESS I titl
?t/-. P- ?'z'f-'P
26 o1- pa.tta

OCCUPATION :
qir{tFr o (ffir) I unrennrro (erffir)

(Attach Prool ot lncoo.l
(qrq 6l uE sEr{) '

TOTA LANNT AL |I'ICOME :

ta qfila qrq

PAt{ No. €rdr ggr

FA ILY OETAILS cft-dR kdr,r
Sr. No.

rq dqr
Name of F Memb€ramily
qftsR 6i tFt

a9o
3r

Gondor
fur

Relatloh Appllcant
*:cr+q-+' RT2I gEN

i. .ppllcrbl.)
snrdr + H finft ersn

BASIS tor AssrsraNcE

EWA C.rtic{.
(Att ch Crrdnc.b Copy)

qtq qlq qtl yqtc rr
(!qM c| 61 rqr ifr {t1q cit

ellrrqdo
6Qfd, Coryl
Ecctfl 6rd

(vqm q d uql ift dryr ntt

B.!iJProof
erq 6if sIE

,td

"PURPOSE" for REOUESllNG ASSTSTAICE
vn*tr tg H 'ri nr*fr ur qtw:

Sr l{o.

rq rqt Medlcal Ropgrt!/Prc.crlptlons Attached
qsmcal€{ t qr0 s1 ,ri rfr+n W $il.{

CEASSISTAN INGBE AVAILED for SAME URPOSE trom ROTHE SOURC ESw :rdlE'r{B(hc ffiRdIIKII Srrt )t( qid t fdql !iTqI
S( t{o.

rq qet NAM E otOTHER SOURCE
qq*ttxtlq AtlOUlf ot ASSTSTAflCE

d q{ srr*r
BEING AVAILED
rtyil

r!!H.J-

EEI

-

-

-

IIL?raI-

-

II,

-

EEI

RE YOU AN IXCOME
ErN qlq 6t {ifl Yc! /urd

aet&
(Att ch g6d Copy)

rrfr* tsr * *i yqrq vr
(vqM qr d rrqr !ft riHq 6ll

APPLICATION o.:
qric-{ Tqt :

IAlrlE o'APPLICA T:
qri<* cr rrq

I 3
,?r

q-q d sc c{ {fr EI



1) By afilxing mY signalure or thumb imprsssi on on this Form, I (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees lo

use/Publish/PuruPkeP roduce mY name. address, Photo & details of lhe'PUtPose", f;r which such assistance is requested/gra nled, through any

medium, inciuding but not limited to verbal, print. slectro nic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements Suqh use oI mY Photo & details can be made bY Koshika Foundatlon b€fo.e or afier my treatrnent or lulfil ment of the 'PUrPose"

for which assistance is being requested , for which such assistance is requested/granted'

2) I (Applicant) further agree lhat any such use of mY name, address' Photo & d€lalls ol the 'Purpos€'

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing ttre asslstance will rest solely

with the Trustees of Koshika Foundation, and their dscision is this rogard wi ll b€ linal and acceptablo to mg
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By amxing hereunder, sign ature of our Authorised Signatory for recommending this case/patient lor linancial assistance from Koshika Foundation' we

(Hospital) hsreby afiirm & accapt loltovJing
avail ol linancial assistan@ ftom anoth€r NGO or any othet source, for the same Patienucase , as w€ ale

requesting to get from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundatio n. ll the roq uested assistance ls not granted
1) that we neither aro Presently nor will in future

by Koshiha Foundation . in part or in full, then the Hospita I roserves it's right to make uP the shortfall ftom anothsr NGO or anv other source. This
oth;r NGO or any oth€r sourco

conlirmation essentiallY stat€s that the Hospital will not avail any duplicate assistanco lor the sam€ Pati€nt/cas€ from any

2) The assistance from Koshika Foundation is only financi al an natu re. The choice of the treatmenUproccd ure advised/conducted bY the Hospilal on the

pati6nt. is based on the arrangem6nt betw66n th€ Pationt & lhe HosP itel. and is in no way influonced by Koshika Foundation Henc€ , thB Hospital will

assume sole & complete resPonsib itity ol th€ keatm€nt & it's outcomo & sal€ty of the P6tien t. 8nd Koshika Foundation will have no role or responsibilitY
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