
ANNUAL

Ea qfil* snq

AN No.

APPLICATION FORM FOR ASSISTANCE
Trarrrilr +q. 

"{r+q-{ srs.q
(Healthcare)
(Ererq teqnl

,,t), .,
ltosnu.(a
foundation

Building block of lifo.OPPS t3

bo

B

ts
RESIDENCEPRESENT ADDRESS

er+(+, q.r rrc
sex frtr

F
FATHER'S/SPOUSE'S NAME

EF'I ;IFI

APPLICATION No.
er+<T g€qr '

APPLICATION DATE
o{r+cr ffi

o[2- P
OCCUPATION

MARRIED (hqrBil) / uNiTARRtED (qfuflk)

urdT

Yes / No

arrfr
tswhichever

c{ slvfr f{ili aqr4r

ARE YOU AN
slrq slrc i5'( <kil

FAMILY oETAILS CRqR fdfd{ul
Sr. No.

HC N@I
Name of Famlly I

cFcqn + F{id
Member
ifil tFI

Age (Years)
sc (q{)

Gender
idrl

wlth
*

BASIS

ffirm
(Tick whichever applicabla)

{6rq-dr +
BPL Card -/-

(AttachCard Copy) V
,rfr4 tqt d *i yqrpr qt

(ycpr vi ql arqr yfr qerq ctr

EWS Certificate
(Attach Certificate Copy)

sr6l slr.t q{ ycrq v,
(ytIM rt:{ *1 grq yft sdr{ 6tt

Any Other
Basis/Proof

qq 6}$ vrec

Ration Card - ./-
(Attach Copy) V
Bq+fi 6d

(InM rnr q1 wq yft g€-{ qtr

v6rdr t( H rrn ffi qr u(trq:
"PURPOSE' for REQUESTING ASSTSTANCE:

Sr. No.

s.'c (@r
Medical Reports/Prescriptions Attached

orsrilorct€( t srfr *1rri yfr+ql Ffr'1
t
Y

ofAMOUNT BEINGASSISTANCE AVAILED
(fr T{fr{tFTdITi

Sr. No.

iFq
NAttlE of OTHER SOURCE

erq dr fi crc

D)
/

(Atlach Proof of lncome)
(3{rc i[I srH vfrr{)

AGE.YEARS

r

\

I
, -I

n

qrq

F-

I

frqt rrql{s II'6FKIIgrrl irelffi

.t



DECLARATIO byAPPLICANT: qT+(6 ERI dqql q{;

1) I hereby confrm lhat all details in this Form are True to the best of my knowledge. Any false shtement will render my Applielion & ongoing assistanco. if any,

liable tor rejection/cancellation.
2) I solemnly;onfrm thst assistance, if received fom Koshika Foundation, will be used only for the'purpose", as stated in this Fotm, lor which such assistance

was requested bY ma.

3) I hereby clnfrYn that I have nol & will not in future, avail of reimbursement, in part or in tu

for which this assrstance is requesled.
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,GREEMENT by APPLICANT ( eni({ Em q"m)

1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, addrcss, photo & detai

medium, ancluding but not limiled to verbal, plint, electronic, for

activities/achievements- Such use of my photo & details can be

for which assislance is being requesled.

2) I (Applicant) further agreJ that any such use of my name, address, photo & details of lhe 'purpos€", for whlch slch assistance is requosted/granted'

witt noi automaficatty eniitte me for receiving or continuing the said assistance. The decision lor granting and/or conlinuing the assistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accaptablg to me.
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By affixing hereunder signature of our Authorised Signatory for recommending this case/patient for fanancial assistance from Koshika Foundation. we

(Hospital) hereby affirm & accept following
1) that we neither are Presently nor will in fu lure avail ol financial assistancg from another NGO or any other source, for tho same patienucas€, as we ar6

requesling lo get fiom Koshika Foundation, to the extent that such assistance is granted 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 shortfallfrom another NGO or any other source. This

confirmation essentiallY states that the Hospital will not ava il any duplicatg assislsnc€ for the same patie.rt'cas€ from any other NGO or any othgr source

2)The assistance from Koshika Foundation is only financia I in nature. The choic€ of the treatmenvprocedu re advised/conducted by the Hospital on the

patient, is based on the arrangement between lhe Patient & the Hospital, and is in no way influenced by Kosh ika Foundation. Hence. the Hospital will

assume sole & complete respansibility of the treatment & it's outcome & safely of tho patient, and Koshika Foundation will have no role or responsibility

in the matter

a"tf"tq.,""",tA*{{qnd,'t'fl6i'6iRtatslrdm"dftfdqqfirtltgffifldcrflt'ffittl(f,stl)fiec6RtcraqS6R6{itr
r)cEf6rdTdqHqka*qfre{fqfrqRrrdrffitnsr*rt{encrffirrqein*zmtrtqnd{diqrdrit,ttifrf,Ti"stfirclsE-t{r'
t ficEfta/ffi !-ft * {rTq { "6iRr6r srr€rr{, rm q< iq fq tr qR 'c]fisr vrcCm" m €rrdr tnft efimrr+a tg rAr rd frqr wtl t n} rFrqmq

ffi a-q tr sr*rt r{m qI ffi q-< rqr+n * sf,Iq-dr di qil qFr{iR vfrn rE:ifl tr rs 1fi2 'il tE !i!l qtnr I ft qHlre Rfrq qq< rxr t'fiqqd tE ffi
lh {r+rt dpn qr ffi rr< {rrr t Td drydfrt

rwrra m d 'ri ran qr H ,rd w<mf*;,n et g*a t'ff qi Esdttr

iApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees lo

ls of the'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundalion before or aft€r my treatment or fulfilment of the 'purpos€"
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