
APPLICATION FORM FOR ASSISTANCE
€-€r{dr +( erIr+fi qrsq

(Healthcare)
(ererq teqrdl

oEa6BAPPLICATIO No.
3lr{l3 €@I :

foundation
hthas

.>956 I 2APPLICATIO'{ OATE
icr*<T fdtfr db

loe-v:nns en3-<{ sEx frirIA',E o,APPLICANT
gir+(6 et arq o
FATHER'S/SPOUSE'ST{A E
Fmmgx q 1q o1,ccJo-

PRESEXT ADDRESS vdl

NTPERMANE RESIDE NCE ADDRE SS cin

tft

SssE -

a

oPV',.oP*
occuPAT|or{
qq{IFI fuUc- unnateo (ffir) I unuennreo (uffir)

(Att ch Prool of lncomel
( sirq 6l srqq vdr{) 'lfuoo

TOTAL ANNUAL INCOME

1.o aFl+ srm

PAN t{O, TTir{ ErdI IiE'[

FAMTLY DETATLS qfrqR t{dt'rl
Sr. No.

sq lrsr amlly
s(d

ofl{am6 F b.rMem
cfr-{R 6I IFI

Age (Yoalt)
Tr (sq)

Gonder
ffrrl

Relation with Appllcent
d RM S<q

ISBAS for REQ UESTING lsASS TAN E (Tick tswhich6ver applicable)
+EEFTdI Fr{ ffid iilgR

EWS Clrt ficarc
(Attrch Ce,tlfc.t Copy)

rrfr qrs c{ rqFr cr
(wq cr B1 Bqr ffd rd,? Eit

Ration Ca.d
(Attach Copy)

Bc+fir 6rd
(rqM cr d cr rfd v\rr{ 6tr

Any Olh.r
Bssls/Proof

ir< qii snq

-2

Sr. Ro.

nq rbr M€dical Roporb/Prascrlptlons Attached

f+ sfi'{qqdrq/sf€t i qrt qi rti yfd+<r

ASSISTAN Ec BEIt,IG AVAI LED to. SAME PURPOSE" lrom OTHER souRCES*B\t{q 3rrlsfi c6rqilt( ffi rd?3FI t ftcr riTTqI )Sr. No,

*q dqr NAME of OTHER SOURCE
:rq r*a qr rn AMOUNT of ASSISTAN CE BEING AVA[-E0

di FTETdIr$ {Rfr

qRE YOU AN ITICOME

3{C inq s{ (rdr

8PL Card
(Attrch Crrd CoW) -,/r+i tgt + +i yqrq T,

(rrq c, d qr ffr {trr{ 6ir

Yo! / No
ti rrfi

REQUESTING ASSISTANCE
mmr fu fui,r{ ffi +r zltw:

is
qrq r) Tq q{ 6T

,.PURPOSE'' 

'Or

'l! I



1) By afiixing mY srg nature or thumb impresslon on this Form, I (APplicant) hereby agree & authorise Kosh rka Foundation and it s Trustees to

use/Publish/Put-uPi reproduce mY name, address' Photo & details of the "Purpose for which such assistance is requested/g ranted, through any

medium, including but not hmtt€d to verbal, print electron ic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements Such use ol mY Photo & details can be made bY Koshika F oundation belore or afler mY treatment ot fulli lment of the 'PurPoss"

2) I (APPI icant) lurther agree that any such use of mY name, address' Photo & d€tails ol the "PUrPose", for which such assislance rs requested/granted'
for which assistance is being requested

will not automalically entitle me for receiving or continuing the said assistance The decision for grsnting and/or continuing tho assistancs will rest solgly

with the Trustees of Koshi ka Foundation, and their decision is this regard will be final and acceptable to me
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1)that we neither are Presently nor will in tuture evail ol linancial assistance from another NGO or any othe r solrce. for the same
(HosPital ) hereby affirm & accePt following

requesti ng to get from Koshi ka Foundation, to the extent that such assistanc6 is grantod by Koshika Foundation lf the request€d

by Kosh ika Foundation , in part or in full, then the Hospilal reseNes it's right to mako uP the shortfall from another NGO or any othor sourc6. This

conllrmation essentially states that lhe HosP ital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in natu r€. Ths cho ice of the treatmenup roced ure advised/conduct6d bY the HosPital on the

patient ,isbased on the arrangement between the Patient & the Hospital, and is in no way influenced by Koshika Foundation Hence, the HosPital will

assume & complete responsibi lity of the treatment & it's outcome & satety of the Patient, and Koshika Foundation wlll have no role or responsibility

sole
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