
*H

APPLICATION FORM FOR ASSTSTANCE
Tr6r<tn €C err+"t 'rrrsq

(Healthcare)
(ererq tequl foundation

Euilding block of liIc.

hiha
APPLICATION No.
eni<r gqr : )

APPLICATION OATE
sn+Er fr{}

AGE-YEARS sex fttlNAME ofAPPLICANT
elr+(*. +l rrq o s(
FATHER'S/SPOUSE'S NAME
fvmmEq e.r en ,J

cil

PERMANENT RESIDENCE AODRESS litl

OCCUPATION
(F<IEO / uNMARRIED(.qfunkr)

TOTALAilNUAL INCOME
qs qrFffi qrq lncome)

I|ETEI)

ofProof
ifil {TFT

1grdt vglr
Yes /
arrfiq,IFA*tr sIIq qrq 61 <rdl

ARE YOU AN

FAIIIILY DETAILS qR'qR fdq{ut
Sr. No.

mc ri@r
Name of

*
Member
qI iTC

Age
gT

Relatlon wlth Appllcant

BASIS for (Tick whichever is
*Hffiqrqn

EWS Certificate
(Attach Certlflcate Copy)

sret stFI +i yqrq vr
(ycm T{ q1 srq yfc qgrc 6tr (rqM lrd qfi Erqr yfd d,.c-{ 6tr

Card

erq qi( Hqc

Other

s6rm tg H'rA ffi 61g$q;
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

s'C gql

ASSISTANCE

Ys
lorAVAILED "PURPOSE"SAME OTHERfrom SOURCES

srq ETTIffi ir*d IFIIfuqt sti Hi$rfl riz
Sr. No.

6q rf@r
NAI{E ofOTHER SoURCE

qq ula m qrq
AVAILED

d q{ wrrdr r{fr
AMOUNT ofASSISTANCE

(o "f
Sqqo -

r*dof
.rL**14

,,AN NO.

(Attach Card Copy)

'r0-4 tqr $ frQ yqrq vr
(ycg Td q1 erqt yh d.qq dr

qr:q Tq c{

enrarercim * qrt *i (dr{
Attached

vfr&r

il



DECLARAIOil by APPLTCA T i4T4(6 tm qiCqr yr:

1 ) I hereby confm that all details in this Form are True to the besl ot my knowledg€. Any false statement will rerdor my Appllcation & ongoing assistanc€, if any,

liable for rejecliory'cancellstion.

a iiiii.lify-ii-riii,i tfrii;ssistance, f receiveo trom Koshika Foundation, will b€ used only ror the'purpose'. as slaH in thls Form. hr whidr sudr a$istance

was requested bY me.
SiiiJil-d:v i""nfi lra r have not & wi not in future, avail of reimbursement, in part or in tull, from any other source/employer/insuranc€ company, o,lhe amount

for which this assistance is requested.
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1) By afiixing my signature or thumb imprcssion on this Form, I

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

medium. including but not limited to verbal, print electronic, for

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

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

s 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 b, Koshika Foundation before or after my treatmenl or fulfitmont of the'purpose'

for which assistance is b€ing requested.

2l I (Applicant) furthe. agreJ that any such use ol my name, address, photo & details of the'purpose". for which such assistance is requsstgd/granted,

witt noi auto.aticatty enitle me for receiving or continuing the said assistance. The decision for grantlng and/or continulng the assistanc€ wlll r6st solely

with the Trustees of Koshika Foundation, and their decision is this regard willbe final and acceptable to me
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By affixing hereund er, signature of our Authorised Signatory for recommending this case/patient tor financial assistance from Koshika Foundation, we

(Hospltal) hereby affirm & accept following
1) that we neither a re presently nor will in tuture avail of financial assistance from another NGO or any other source, for the sams patienucase, as we are

requesting to get from Koshika Foundation to the extent thal such assistance is granted by Koshika Foundation. lf the requesled assistance is nol granted

by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmalion essentially states that the Hospital will not avail any duplicate assislance for th€ same pati€ nucase from any other NGO or any other source

The assistance from Koshika Foundation is only llnancial in nature. The choice of the t.eatmenvprocedure advised/conductod by the Hospilal on the
2)
patient. is based on the anangement between the patient & ths Hospital, and is in no way intluenced by Kosh ika Foundation. Hence, tho Hospitalwill

issume sole & complete responsibility of the treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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