
APPLICATION FORM FOR ASSISTANCE
qar{rfir f-( s{r+fi gr6Tr

(Healthcare)
(erem isqq) foundation

Building block of lile.

hil<a

orr&? gqr {L
APPLICATION No.

z069 t )ozAPPLICATION
er+€ ff,qi

AGE.YEARS sex frilNAME of APPLICANT
sn+(+ ql nrq So q

FFATHER'S/SPOUSE'S

frcy6grq 61 7q OMa
NAME

PRESENT ADDRESS

PERMANENT RESIDENCE ADDFIESS cil

OCCUPATION

%f^o A/\ (tuilBil / UNMARRIED (ffi)
(Attach Proof of lncome)
(qrq il ueq edrr)I

TOTAL ANNUAL INCOME
qfit+ 3nq

PAN No.

<-

urdr vGIl
YOU AN

qlg alrc q( <rdr (dqqd Tq c( vfr 6r
ts Yes / No

arrd
FAMILY DETAILS fE*tur

* ffid
whichever is

..PURPOSE" 
fOT REQUES'N NG ASSISTANCE:

sitFrdr ig H rr+ Errfi ur vqtw:
Medical Rep I rrts/Prescdptlons Attached

srgrdrdrs'f-€r tr wt *1d cFrAfi qf, sfr'1

Relatlon wlth Appllcant
+'€M Tqrtr

ynmff other
I Sasis/Proof

sr,r t +{ Hrqq

for

Sr. No.
sq sqr Member

iFI
Name of

* Agre
g{ Gender

fdrr

lSfrcard
(Attach Card Copy)

,rt-{t rqr * +i gq'r yd
(vqq vt sfi Erqr efr nec Etr

LRtfion card
(Attach Copy)

sq+fir $rd
( rFrM rl,, q1 srqr yfd gs'a cir

EWS Certificate
(Attrach Certificate Copy)

ijrFl otFI eri yqM rH
(rrur lrl s+ Brcr yfr {,*.r otr

Sr. No.

s''q ECqI

(q--7-
-,

_t

"PURPOS,E" from OTHER S.C)URCES

Sr. l{o. NAME of OTHER SOURCE

ti fvqr rrcr. \iZ
AIiO(JNT of BEING{@l qq da ql mq

fqd qq uto

d wrro rnfr

H
.-n

P

*!

fL\1ae(

4--*.

ss --



DECLARATION byAPPLICANT: 3Ir+(6 ERI dqql qr:

1 ) I hereby confirm that all details in this Form are True to the b€st o, my knowiedge. Ahy false slatement will rend€r my Application & ongoing assistanca, i, any,
liable f or rejecliorvcancellation.

2) I solemnly confrm that assistance, il rec€ivod from Koshika Foundatlon, will be used only for the 'purpose", as stated in this Form, fof whlch such assislance
was requested by rhe-
3) I hereby confrm that I have nol & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, of lhe amount
for which this assistance is requested.
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I.GREEMENT by APPLICANT ( {r 6{R)

By affixing hereunder, signaiure of our Authorised Signatory for recommending this case/patient for financral asgstance lrom Koshika Foundation. ',ve
(Hospital) hereby affirm E accept following:
1) that we neither are presently nor will in future avail of financial assislance lrom another NGO or any other sourcr, for the same patienvcase, as w€ are
requesting to get from Koshika Foundation, to the extent that such assistance is granGd by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full. then the Hospital reserves it's right to make up the shortlall from another NGO o. any other source. This
confi.mation essentially states that the Hospital will not avail any duplicate assistsnce tor the sam€ patienucase from any other NGO or ary othEr source.
2)The assistance from Koshika Foundation is only financaal in nature. The choice of the treatmenup.ocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital. and is in no way influenced by Koshika Foundation. Henc€, th6 Hospital will
assume sole & complele responsibility of the treatment & its outcome & safely of the patisnt, and Koshika Foundation will have no role or responsibility
in the malter.
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1) 8y afilxing my signature or thumb impression on this Form, I iApplicant) hereby agree & aulhorise Koshika Foundalion and it's Trustees to
use/publish/put-up/reproduce my name, address, photo E details of the 'purpose", for which such assistance is requestsd/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it's
activities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after my keatment or fulfilment ofthe "purpose"
for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name. address, photo & details of the 'purpose-, for which such assistance is requested/granled,
will not aulomatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will resl solely
with the Trustees of Koshika Foundation, and their decision is this regard will b9 final and acceptable to me.
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