
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(Rrerq fucr€)T16r.ttrT Aq q+<q ersrt rcHhih"

foundation
Building bl*k of life.ffi"*H-"1'ql-l>rw 3

APPLICATION No.

0o{r+<{ v@r
AGE-YEARS sng sex futrL k""L^,.,".-err*<o qT rrq <6- f-

FATHER'S/SPOUSE'S NAME :

finrmgq 611q llo la^hrt *q.l^
RESIOENCE

.-,1 /,*)lDJ, ' .1 l/\t-\

Ppo?-p",ttq
341( - Si* b,"^.

U/4 ilrytnrrn(A{fril) / uNrrrARRrED (.xfffi)==r{oh{c- hA.orl
OCCUPATION:
AFRIT'T

gs ffi* ura
(Attach Proof of
(3nq 6'r sIH

lncome)
sil1)

TOTAL ANNUAL INCOME

FAinLY DErAtLs qRqR fd{q

urdl

Name of Famlly Member
cR.qR + v<d mr =rn

lge (Yeap)
sc (Et)

Gender
frq

Rolatlon wlth Appllcant
q,+tr * rttq qgrq

Sr. No.

mq tqt

rt\n\

BASIS for REOUESTING ASSISTANCE (Tick whichever is applicable)

vorn*HffiiiltIR
&r*6--

l{asislProot
sm qtt srcc

a.u6
(atql6n copy)
Bqfiail fld

($ttol Y, +1 srcr cfd {e.l *tt

wr+m tg H ri ffi ut s(trq:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

nq e@l
Medica! Reports/Prescriptions Attached

ersnvsim t qrfr sfr Ti vFr+fi qfr sfl'1
I

/,^ \
I tl-t("/ J-); Lal

r-/l 4- tt4 f>L4 ) _'.6)\ klz )C,
L7

ASSISTANCE BEING AVAILED IOT SAME

w r{tvc + tq+ srrl rrtFrfl
"PURPOSE" from OTHER SOURCES

ffi qq dd t t6ql rrcr d?
AIOUNT ol ASSISTAIICE BElilG AVAILED

d qt sGmI wfr
NAIIE of OTHER SOURCE

qq*cilTc
Sr. l{o.

6C qqr
A

I

r:{ \ v-V-
t

PAN No.

YOU ASSESSEE fick whlchever ls applicable):
iFIT 3IFI sITq ifi-t <Kil d rnq d ss c( vS q.l flqni tflril

B
Card Copy)

,rffi tor q' ie lrcrur rd
(trrrm sr al gm vfr sd'r 6tt

Yes /
al

:qq

I

{rq oTEn

Y:.r'aAn/l t-

strqn q!i
I

i

EWS Certificate
(Attach Certlflcate Copy)

sltrr srFI er{ rqFI Yi
(vqlq {r ql em YFd drtq 6tt

-t

t,lc ir t/.lt.

.v-/ l--



OECLARAnO| by APPL|CAaiT: qri(r E{l dlql yr:

1 ) I h€reby confm that all details in this Form are True to the best ot my knowledge. Any lalse stalement will render my Application & ongolng assistance. it any,
liable for rejectiodcancellation.

2) lsolemnly confirm that assistance, if rec€ived from Koshika Foundation, willbe used only for the'purpose', as stated in this Fonn, for whi.fr such assistrance
was requested by me.
3) I hereby confirm that I have not E will not in future, avail of reimbursement, in pad or in full, from any other source/employer/insurance company, of the arEunt
for which this assistance rs raquested.
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,,GREEITENT byAPPLICANT ( GI{I 6IR)

1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
use/publish/put"up/reproduce my name, address, photo & detaih of the 'purtose", lor which such assistanc€ is requested/granted, through any
medium, including but not limited lo verbal, print, electronic, for soliciting donations tor Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my pholo & details can be made by Koshika Foundation betore or afler my treatment or fulfilment ol th€ 'purpos6"
for which assistance is being requested.
2) I (Applicant) furlher agree that any such use of my name, address. photo & details of the 'purpose". for which such assistanc? is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance- The decision for granting and/or continuing the assisianc€ will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will bs final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommendang this case/patient for linancial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accept followjng:
'1) that we neither are presently nor will in future avail of financial assistance from another NGO oa any other sourc€, toa thg same pati€nucase, as wg are
requesting to get from Koshika Foundation, to the extenl lhat such assiltance is granted by Koshika Foundation. lf the requested assistiance is not granted
by Koshika Foundation. in part or in full, then the Hospital rgserv€s its right to mak€ up the shortfallfrom another NGO or any othor source. This
clnfirmation essentially states thal lhe Hospitdl will not avail any duplicatg assistanca ior the sam€ patienucas€ from any other NGO or any othgr source.
2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuprcc€dure advised/clnducted by the Hospital on lhe
patient, is based on the arrangement between the pati€nt & the Hospital. and is in no way influenced by Koshika Foundation. Hence, thg Hospitalwill
assume sole & complete responsibility of the trealment & it's outcome & safety ol the patient, ond Koshika Foundation will have no role or .esponsibility
in the matter.
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