
PAN No. uritl

hiba
foundation

Euilding blck of life.

sex frir

PERMANENT RESIDENCE ADORESS

o
PRESENT IiII

t

cdr

)
AGE.YEARS

FATHER'S/SPOUSE'S NAME
iF,I IFI

@k-"P - (-t"r
3q>> - E rilbpnoh^

APPLICATION FORM FOR ASSISTANCE
Trarqtrr eq en+<q grsEr

(Healthcare)
(EFPrq tqqr-d)

APPLICATION No.
i{r+fi rr€qr :

NAME ofAPPLICANT
qrlt+ er rrq

APPLICATION
qr+fi tuit

C-t h F-hn
OCCUPATION
*rgrq rtrmdeo (ffi) / uNMARRTED (ffi)
TOTALANNUAL INCOME :

ta srffi+- 3nq
(Attach Proof of lncome)
(3Trq 6r Frqq vdrl)

_J

FAMtLy DETAILS qfrqn
Sr. No.

mq sql !ftsR d
Name of Age

ss +

forBASIS ASSISTANCETING (Tick whichever is applicable)
ftrA fs{fr

EWS Certificate
(Attach Certificate Copy)

srf,I s[q sri yclul Tr
(vcm Yd al arcr yfr so'{ 6tt

Ra$*6rd
(Attf,ch Copy)

Bq+ftr ild
(yqtq qr q1 em cfr {e.r q,tr

Aryffir
B5sis/Proof

erq 6it sRc

"PURPOSE" for REQUESTING ASSTSTANCE:

wr.m tg H rn ffi trr vdvq:
Sr. No.

$q s@l eT{rdrm/dsrr t srfr d qi efil+fi vfrrr
Medlcal Repoils/Proscfi ptlons Attached

(/l k )Y4,*cl^o n: A e,

\

ASSISTANCE BEING AVATLEO for SAME
ys r$vc + k+ srar vtrrfl

"PURPOSE' from OTHER SOURCES
ffi qq r*f, t tdqr rrqr d?

Sr. No.

frq {ql
NAME of OTHER SOURCE

erq dil ql ilc
AMOUNT ofASSISTANCE BETNG AVATLED

d qi wrrm nvfr

('l ^q6a/ L

lE YOU

eilq slrq 6''( qrdl qrq d Tg
Yes /
al

(Attach copy)
,r0-fr tqt $ fQ yqrur vr

(cqrq Er q1 erqr yfr n-e'r atr

I t

ifil

Gender
fdrr

II

>{)l---



DECLARATIOT{ by APPLICANT: qrife Em q}q![ vd:

1) I hereby conlim thal all delails in this Form are True to the b€st of my knowledge. Ary false statement will render my Application & ongoing assietance' lf any,

liable for r€jectiorrcancellation.
Zf 

ji"fi,ri"fv-i""nri Utai asiisGnce, it receiveO from Koshika Foundation. will be used only for the 'punose', as stated in this Form. tor whi.h such assistance

was requested by me
3) t hereby confirm that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, ot tle amcunt

for which this assistanc e is requested
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3) d yE Erdr t f6 tqs {Errdl tE q[ Yd-{ al ,r{ t, re {ftr 6I cltr6 cI T6a tRI ffi rq da,frqtqorfiql 6qff t I ri frq t qh I fr qfrq { fit
,.GREEITENT by APPLICANT (qr*(f rm E-tr{)

1) By affixing my signature or thumb impression on thls Form, I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but nol limited to verbal, print, electronic, for

activities/achievem€nts. Such use of my photo & details can be

fo. which assistance is being r€quested.

2) I (Applicant) ludher agree that any such use of my name. address, photo & dotails ol the 'purpos6', for which such assistance is requested/grantod,

witt not automaticatty eniitie me for receiving or clnfnuing the said assistance. Th€ decision for granting and/or cutinuing the sssistanca wlll rsst solely

wilh the Trustees of Koshika Foundstion, and their d€cision is this regard will bs final and acceptsble to me.
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"atRr*r' 61ard afiwi 6r fiI.tc ffdq ok qlqrri ii'nt

By affixing hereunder, signature of our Authorised signatory for recommending this case/patienl for financial assislance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
1) that we neither are Presently nor will in fulure avai of financial assislance from another NGo or any olher scurce, for the same patianvcase, as we are

requesting to get rrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assislance is not granted

Koshika Foundalion, in part or in full, then the Hospital reserves it's right to make up the shortta llfrom another NGO or any other source. This

rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of lhe 'purpose", for which such assistance is requested/granted, through any

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

made bi Koshika Foundation before or after my treatment or fulfilment of the "purpose"

2)

by
lirmation essentially states that the Hospital will not avail any duplicat€ assistanca for the same patient/cas€ trom any other NGO or any othar source

con
The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proced ure edvised/con ducted by the Hospital on the

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

assume sole & compl€te responsibility ol the treatmenl & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility

in the matte..
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