
q6rdnlT €q 3{r+fr grs.Er
(Healthcare)

(rererq toqrei
l.

APPLICATION FORM FOR ASSISTANCE

S
APPLICATION No.
sn+fi l]€qr : sn+fi ffi

AGE-vEARs olrg-s{ sex ftirrNAME ofAPPLICANT
enlq-+. +.r lrq QAf f>D a rryrte AO F
FATHER'S/SPOUSE'S
fuarcgq *l*

)D -q( ciil
tY->(ltl/,t I t/,

ADDRESS cil

foundation
htkta

I
)

6,loorP d)rt WOCCUPATION rmnfeo (ffiil) , ,**o**,ro (,xFq|Eil)

ANNUAL INCOME

ne afit+ wm

FAMTLY DETATLS cfr{R fudtq

(Attach Proof ol lncome)
(s{rq 6.r qrH mTq)

Sr. No.

rq riqr
Name of Famlly I

cRsR + v<gf
Member
i[,I;IFI

Age (Yearc)

sc (s{)
Gender

frq
Relatlon w.lth Appllcant

3{r{(iE, 6 qM 1Tqq

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
vrrcdr*ffiffi3{rqR

EWS Certificate
(Attach Certlflcate Copy)

sret srFI sd yqtq Y{
(yqm rn ql orq yfr sdrr trit

,rro{
(Attach 6ard Copy)

Tfrfr tsr * fi yqwr rr
(!rtM lr{ a1 srql vfr rf,ct{ 6tt

Ration Card
lAtlachCopy\z'
Bc+ftr u,r{

(ycrur c, q1 crqr yfd {'fie 6tr

Any Other '--...-'--
Bas!gl9l.Of

sr{qt{ snil

"PURPOSE" for REOUESTING ASSISTAilCE:

wrrdl k FFn TA ffi 6191i[q3

Sr. No.

fr,q gq-.
Medical Reports/Prescriptions Attached

t/{d ,r{ yfa+c {* rd'1
I I ) t',Ut

V lrtrl I A /..Vr/YJ
V

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

W s(t{q * tq+ qrr ntFrfl ffi sm d( { fr<r Tcr d?
A]{OU}|T ot ASSISTA}ICE BEll{G AVAILED

nfr q{ wrm wfr
NAIIIE of OTHER SOURCE

qqdaq,tan
Sr. No.

$q qqk\ 
^

l1) l/-t))

PAN No. ETdI

ARE YOU AN INCOME TAX ASSESSEE (Tick whlchever is
srFr 3rrq 6,.{ Srdr t (d qr;c d ss rR gfi 6.t arrfr

----__

,'f

.1-



OECLARATION by APPLICANT: qr*(6 fm dcqr cx:

1) I hereby confim that all details in this Form are True to the best of my knowldge. Any false st8tement will render my Applicalion & ongoing assistanca, if any,

liable for reiectiory'cancellalion.
2) I solemnly ionfirm that assistance, if received ftom Koshik6 Foundation, wilt be ussd only for the 'purpos€'. as stated in this Form. for whidl such asalstsnce

was requested by me

afinereOy connrm tna t have not & will not in future, avail of reimbursement. in part or in full, from any other source/employer,4nsurance company, ot the amount

tor which this assrstance rs requesled
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,.GREEMENT by APPLICANT ( eEri(6 ar{I 6m)

1) By amxing my signature or thumb impression on this Form, I lApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/publish/put-upkeproduce my name, address, photo & details of the 'purpose', lor which such assistance is requestedigranted, throwh any

medium, inctuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating intormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation beforo or after my keatmont or fulfilmsnt of the 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details ol the 'purpose", for which such assistance is requesled/granted,

will not automatically entile me for receiving or continuing the said assistance. The decision for grsnting and/or clntinuing the assislanca will rgst solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabig to m9.
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AGREEMENT by HOSPITAL (6qdTa En 6m)

By affixing hereunder, signature of ourAulhorised Signalory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accepl following:
i;ttrit we neittrer are presently nor will in luture avail of financial assistance hom another NGO or any other source, for the sgme patienucase, as we are

requesting to get from Koshika Foundation, to the exlent lhat such assislance is granted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Fo;ndation, in part or in full. then the Hospital reserv€s its right to make up the shortfall from another NGO o. any other sourcl. This

c;nflrmation essentially states that th€ Hospitalwill not av6il any duplicatq assistanc€ for the same patieit'case from any other NGO ol any othsr source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatrnenuprocedure advised/clnducted by the Hospital on the
p;tient, is based on the arrangement between the patient & lhe Hospital, and is in no way infiuenced by Koshika Foundalion. Hence, the Hospilal will

assume sote & complete responsibility ot the lrealment & il's outcome & satety oI the patient, and Koshika Foundation lvill have no rolo or responsibility

in the matter.
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