
APPLICATION FORM FOR ASSISTANCE
rsrar{ril +q. "*r+{{ 

yrsq
(Healthcare)
(srerq teqrel

6>

APPLICATION

4

Ar\A

sn+fl ffi
AGE.YEARS sex frtt

r^

APPLICATION No.
3n+fi deqr :

NAME ofAPPLICANT
en+(q, q.r ilc

4
FATHER'S/SPOUSE'S NAME

i5I ;IFT

ADDRESS Iiil

PERMANENT RESIDENCE ADDRESS cil

Po "( - fc.t

foundation
block of lifc.

fiL<a

a- r['
p6o 6<16 / uNMARRTED (ffi--Z

TOTALANNUAL
qrFt* slrq

(Attach Proof of lncome)
(enq m qftq idrr)

PAN No. @rdl

FAMTLY oETArLs qfrfi tfi{q
Sr. No.

Hc rfqr
Name of Famlly llember
cRqR*qcsfmilc

Age (Yeap)
vc (sq)

Gender
ferl

Relallon wlth Appllcant
q+m d {rq qqs

h-,

is applicable)
vocar * ffi ffi erqR

BASIS for REOUESTING

EWS Certificate
(Attach Certtflcate Gopy)

orer srrr cd rqtul yi
(]IqM Tt cl Erqr ffi d,.c-{ 6tr

aauonerti'
(mtesf,Copy)

BqqhHI ild
(c{q cl +1 srcr yfd silq 6tr

,-d
Basis/Proof

erq qt{ sRil

wrrm tg H r+ ffi ur Y(tw:
"PURPOSE' for REQUESTING ASSISTANCE:

Sr. No.

Fq {@r
Medlcal Reports/Prescriptions Attached

sr+qffflrfm t Ent 61,r$ ffi&q {S sfrrr

ftl A IY(L L?Arnno.a 62_

7<\
'lt[/ + / 'l a.,

v I

ASSISTANCE BEING AVAILED for SAttlE "PURPOSE" from OTHER SOURCES

{s qtvq + tEqtt q< rTrrrflr ffi qq dd * fmcr rqr d?
Sr, No.

ilc s@l
NAI{E of OTHER SOURCE

qq *r a arq
AIIOUIT of ASSISTANCE BElilc AVAILED

tfl q{ wrqdr rYfr

h) {l )r 3404 a

RE YOU TAX ASSESSEE (Tlck is applicable):
0rrrr 3tFr 6.{ srdr t (d qrq d Tq rR vfr in ftYIrt drnal

Yes / No
Alrrt

Card

rffi rcr q':nq yqpr cr
(ycrq v, q1 srqr yfr so,c Etr

Card Copy)

I
r-l
t

\'l

L-



OECLARANOil by APPLICANT: qli<6 Em dqlll Yd:

1) I hereby coflfim that all details in his Form are True to the bost of my knowledge. Any false statement will render my Applicatioh & ongoing assistance, if any,

liable for rejection/canc€llation.
2) I solemn[ ;nfirm that assistance, if received from Koshika Foundation, wlll be used only tor the "purpose', as staH ln thls Form, for which suc'h assistance

was requested by me.
:iif,erily connrm mat I have not & will not in future, avaii of reimbursement, in part or in full, from any other source/employer/insurance comp€ny, of the amount

for which ihis assistance rs requ€sted
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1) By afilxing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and lt's Trustees to

uselpuflisfrliut-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted' through any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information aboul it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfilment of the "purposs"

for which assistance is being requested.

2) I (Appljcant) fudher agreC that any such use of my name, address, photo & details of the 'purpose", for which such assistance is requested/grantad,

witt not automaticatty entitte me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistanc€ will rest sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to m9.
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"attr+r" qq ssd qfrqi er frni'q fftc at{ etq-6lt dqlr

By affixing hereunder, srgnature of ou. Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation we

(Hospital) hereby afiirm & accept following:
i1 tnit we neitner are presen{y nor will inJuturc avail of financial assistance lrom another NGO or any other source, lo. the same patienucase, as we are

requesfing to get from'Koshik; Foundation. to the exlent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Oy foitrit<"a fo"unOation, in part or in full, then the Hospital reserves it's right to make up the shortfalt lrom another NGO or any olher source. This

confirhation essentially st;tes that the Hospital will not avail any duplicate assistancs tor lhe same patisnt/case from any other NGO or any oth€r source.

ij me assistance trom Koshika Foundatio; is only financial an nature. The choice ot the lreatmenuprocedure advised/conducted by the Hospital on the
pltient, is based oo the a angement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence. lhe Hospital will

lisume sote a comptete resp;nsibility of the treatment & it's outcofie & safety of the palient, and Koshika Foundation will have no role or responsibility

in the matter.
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