
_\!a/

hi!<a
foundation

Euilding block of life.

sex fttr

RESIDENCE ADDRESS

F
\

ADDRESS

qdl

OCCUPATION

oil*nM

I UNMARRIEO(ffi)

AGE.YEARS

FATHER'S/SPOUSE'S NAME
i5I IFI

APPLICATION DATE
qr&i ffi

APPLICATION FORM FOR ASSISTANCE
Trardntr *q. urr+<r yrsq

(Healthcare)
(F{rerq toqd)

APPLICATION No.
sn+Er {rqt :

NAME ofAPPLICANT
eni<s'fir arc

ol (Attach Proof ol lncome)
(snq;n qrw {drr)qq qffi en<

ANNUAL

PAN No. urdl

Yes / No
arrfrdqrq gg

ARE YOU

3ilq 3lrq 6"{ qrdl

Sr. No.
mq s@l

Name of Famlly Member
qRqR * v<sr- mr rn

Age (Yeap)
gI (qq)

Gender
fdrr

erq qt{ srsc

(Tick applicable)
qTqR

L-lrrryottrer
Basis/Proof

+
Card |{6f,onCard

(Attach Copy)

sq+ftr 6d
(ytttq 'n cl Erqr yfd sd'? *,tr

EWS Certificate
(Attach Certlfl cate Copy)

qal oIBI sd yqtq yi
(yIIM c? +t cm yfr {,.qrr utr

(Attach Card Copy)
,rffi rgl d ie ycrq y,

(yqm sr sfi Em cfr nk'< otr

Sr. No.

fr,q {t@r
Medical Reports/Prescriptions Attach€d

stgrdarsffi t srfr sfr ,r{ *o*q. vf,q

\/

I I

+ hqtE Erer HET{rdr ffi srq dd t t6cr rrr rh{s
BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

Sr. No.

frc {@r
NAIIIE of OTHER SOURCE

qq de fl crc
AIIIOUNT ot ASSISTANCE BElilc

d qt slrrdr rRfr

(( , A (.\ C-\ JDnn

FAMILY DETAILS

"PURPOSE" for REQUESTING ASSTSTANCE:

sErffir tg H'rn ffi m s(tw:

f

IfI

i5l

(.

l.t

./'-/
\AL J L4 I)L
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1) I hereby confirm that all dohils in his Form ars True to the besr ot my knowledge. Any false sbtement will .end€r my Appllcation & ongohg assistanco, if any,

lhble for reiection/cancollation.
zfiiiii"i"rv-[-,irii.irriiiiisistance, ir rectiveo from Koshika FoundaUon, will be used only for the 'purpos€'. as stated in fis Form, fo' wttidr such sssistance

was requesld by me.
3)l hereby confirm that lhave not & will not in future, availof reimbursement, in part or in fult, from any olher source/employer/insurance company, ol the amount

for which this assistance is requested.
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for which assistance is being requ€st€d.

2) I (Applicant) furlher agree that any such use of my name, address, photo & details of the 'purpose'. lor which such assistance is requeslod/grantgd'

wi not automatically entifle me ror receiving or Lntinuing the saio assistance. Thg decision for granting and/or @nlinuing the Sssistanc€ wlll rost solely

with the Trustees of Koshika Foundation, 8;d thsk decision is this r€gard lvill bs final and acceptabie to m€
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nature or thumb impression on this Form, I iApplicant) hereby

duce my name, address, photo & details gf the'purpose',
agree & authorise Koshika Foundation and it's Trustees to

for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/ot disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€fore or after my lreatment or fulfilment of the 'purpose"
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By aflixing hereunder, signature of ourAuthorised Signatory for reclmmending this case/patient for financial assistanc€ lrom Koshika Foundation' we

(Hosp ital, hereby affrrm & accept following
1) lha t we neither are presently nor will in luture avail of financial assistance from another NGO or any other source, for the sam€ patienvcass, as we are

requesting to g et from Koshika Foundation, to the extent thal such assistance is g ranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Pa rt or in full. thEn the Hospital resorv€s it's right to mako up the shortfall lrom anothgr NGO or any oth€r sourcs. ThiE

confirmation essentiallY state s that the Hospitalwill not avail any dupli cale assistance br lh6 s3mg patignucass from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nalure The choice of the lreatmenuprocedure advised/conducted by the Hospital on th€

palient, is based on the arrangemen t botweon the patient & the Hospita l, and is in no way influencsd by Koshlka Foundation Hence, the Hospital will

assume sole & complete responsibility of th€ treatmsnt & it's outcome & safety of the patie nt, and Koshika Foundalion will havg no role or rssponsibility

in the matter.
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