
APPLICATION FORM FOR ASSISTANCE
R-6rq-dr *( +Tr+fi sr6.q

(Healthcare)
(Rrprq tscrd)

APPLICATTON No. :

er*<r swr : Bs6 t oundation
hih^S

L2 a.APPLICATION DATE :qr*ql ftqi
AGE-YEARS sEx ftiq

TAIgE ofAPPLICANT
qr*<* or lq M +oFATHER'S/SPOUSE'S TIAME
tqinmgq a1 1q st" 3

PRESENT RESIOENCE ADDRESS

r uumnreo (qffio)

sdl

d

PERMAN ENT RESI DENCE ADDRESS

OCCUPATION
4RIFI

I
H

(Atach Proof ol lncom;
( 3tFr 6r qrR Ffrr{)'

TOTAL ANNUAL INCOME

6o afi'o or<

FAMILY DETAILS fs-d(qqR-qR
Sr. No.

mq gqt Name of Fami llomb.r
6I IFIclrqR + Age (Y6ars

3S sd
GGnd6r

frq
Relation rca ntAppl

slq qE{tI

ISBAS for REOU ESTING ASS EISTANC (Tick applicable,+ ffi ffi 3ttfi

EWS Certificiis
(Attach Certtfl cate Copy)

irm o{rq sd mq rl
(c{q !i ql an lfd frq str

Rstion Card
(Anach Copy)
Bc+fir 6rd

(cqM tr{ nl wsl yft sdr{ 6it
8a5ls/Proot

$q qti snq

forPURPOSE" REQU ESTITIG ASSrS TAiICE
v6l{dl ,1}H SIfqldtE <w

Sr tlo.

Sq RgI lcaMed Attachod
sTtq.dtivsi€{ { qrfr

'It nf{&" {tIrlw

ASSISTANCE B NG Ior SAME URPOSE" fron OTHER sou ESRC
vq rr{Bltyq +d s6Frintu ffi rrq r+d t ldct 6t/TqI

Sr. No.

iq abr
NAM E ofoTHER SOUREE

irq rata +t ln otAMOUNT EASSISTANC EING AVAILEDd

I 'a.1',, f.frl 't-alr^\

PAN No. qrm rtbr
RE YOU AN INcoME TAx AsSESSEE (lick whlchever is appllcablesrc olrq 6r <rfl t sg q{ vfr 6I fu v{rar

copy)

* *i rqrq qr
61 srcr rfr t{rr 6tt

M

s,
\

Pr*"-oP

Saqq

AVAILED

strc-dl rRfr

(d qrq rl



1) By affLxrng mY signature or thumb impre ssion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/Publish/Put'u p/reproduce mY name, address, Photo & details of the "Purpose for which such assistance is requested/granted , through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or d isseminating information about it's

activities/achievem ents. Such use ol mY Photo & details can b€ made bY Koshika F oundation before or after mY treatment or lumlment ol the 'purpose"

2) I (Applicant) lurther agree that any such use ol mY name' address, Photo & details of the 'PUrPose ', lor which such asslstance is requested/granted
for which assistance is being requested

will not automatica lly entitle me for receiving or continuing the said assistance The decision fol granting and/or continuing the assistanc€ ,a/ill rest solelY

with the Trustees of Koshika Foundation' and their decision is this regard will be llnal and acceptable to me
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By affixing hereunder, signature of ourAu thorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

1) that we neither a.e Presently nor will in future avail of financial assistance lrom anoth er NGO or any other source, for the same Pati envcase, as we are
(Hospital) hereby affkm & accept tollowing

requesling to get from Koshika Found ation. to the extent that such assistance is granted bY Koshika Foundation. ll the r€quosted assistance is not granted

by Koshika Foundation, in Part or in fu ll, then the HosP ital reserves it's right to make uP the shortfall from anoth er NGO or any oth€r source This

confirmation esse ntially states that the Hospitalwill not avail any duplicate assistance for the same Pati envcase from any other NGO or any other source

2\ The assistance trom Koshika Found ation is only financial in nature. Th€ choice of lhe treatmenuproce dure advised/conducted bY th€ Hospital on the

. is based on the arrangement between the Patient & the HosPital, and is in no way influenced bY Koshika Foundation Hence , the Hospital will

assum e sole & complete responsibilitY of the treatment & it's outcome & safety ol the patient, and Koshika Fou;dation will have no role or responsibilitY
patient
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