
(Healthcare)
(snqq tqcla)

,,U
l\os
foundation

htlta
APPLICATIOIi tlo. :

eqr+fi sqr : B I /3
APPLICATIO}I DATE
3Ir+\-{ ffi

AGE-YEARS 3ns- sEx ltzt

L
FATHER'S/SPOUSE'S NAME
framgq 61 ,, o Ve:yn

PER tifiRESID ENCEAODRESS

posl b p

#

9fe- 99
z 1.b3OCCI,PATION :qinlrq
/ UNMARRIED (qmQ

(Attach Proot o,
(3TC 6t HH

lncomel
Eflr)'

TOTAL ANNUAL INCOIIE
qa afito om

ETdI €gI

FAMtLy DETA|LS qftqR fs-d{ur
Years(Age )

3C sd(

Sr. No.
qq Eqr

Iliomber
ST IFI

Gendar
fur

Name
cftqR

ot Falnily
d F(d

lsBAS REQ EU STIN G ASS ISTAN E ts(Tick tcableappl )+FEFTdI ftri ffi 3flttR

EWS Certilicate
(Att ch C.dnc.te Copy)

rre lqrq qd r,qtq qr
(tqM Tr +1 B[qr rF dfir{ 6tl

\ Ra on C.rd\---{A#rcffipyl-
Es+fir Erd

(vcM Yi ql Ucr fft qs'r 6tl

Any Olher

erq rli srw

S.. No.

rq {qr til6dical Reports/Prsscriptions Attached

q* {-d,?
qearerst€( * qrt +1 { yiil+cr

ASSISTANCE BEING AVAILED fo SAM E PU RPOSE EROTH sou RCESls dBdw 3ril6tC F6IftIIt( infl Srrl eld fiflrt rF[ rliSr. No.

Fq BqT
NAME ofOTHER SOURCE

qq *a an rq ofAMOUNT EASSISTANC BEING AVAILEDd qTIIidI T{fr

,rtdl

ARE YOU AN INCOME
sCIq 3IIq s.{ (rdl

BPL Card
(Attach C

'rfl-d
(rqlq !-, qi Erqr yfr { .{ 6tt

TAXASSESSE

t td qrq d wc{qS6r ftmr vqrir
E (Tick whlchevEr is applicable

rqM !:l

Ye! / l{o
arrd

.,PURPOSE" 

'OT
REQUESTI I{GASSISTANCE:

<arm fu H,ri frrfr or a(w:

APPLICATION FORM FOR ASSISTANCE
s-ern-cr ?-q err+fi xr€rq

NAiIE ofAPPL|CANT :

srr+{fr 6r rrq

fiI

I {

't

\

PAN No.

._..----...--

Rera.tion iiu AiiiiEii-

- 

qI.Rl[, d eM {qq



'1) By affixing mY srgnature or thumb impression on this Form' I (Applicant) hereby agree & authorise Koshika FoLlndation and it's Trustees to

use/publishi Put-uPkeProduce mY name, address, Photo & details of the 'PUrPose", for which such assistance ls requ ested/granted, through any

medium, including but not limited to verbal, Print, electronic, for soliciting donalions for Koshika Foundation and/o[ d isseminating information abou t it's

activities/achievemenls. Such use of my photo & details can be made bt Koshika Foundation before or after my treatment or lutfilment ol the 'purpos€

2) l(ApPlicant) lurther agree that any such use ol mY name, address, Photo & details of the "purpose',lor which such assistance is requosted/granted'for which assistance is being requested

will not automatically entitle me for receiving or conlinuing the said assi stance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation' and their decision is this regard will be final and acoeptable to me
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By affrxing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation' we

that we neither are Presently nor will in future avail of llnancial assistance lrom another NGO or any other source, for the same Pati enucase, as we are
(Hospital) hereby affirm & accept following

hika Foundation, to the ext€nt that such assistanceisg ranted by Koshika Foundation. lf the requested assistance is not granted

req uesting to get from Kos make uP the shortfall from another NGO or any other source This

Koshika Foundation, in Pa rt or in full, then the Hospital reserves it's right to

ation essentiallY states that the HosP ital ltill not avai I any duPlicate ass istance for the same patienUcase from any olher NGO or any
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by
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The assistance from Koshika Foundation is onLY financial in nature. ThG cho ice of the treatmenuproced ure advised/conducted bY the Hospital on the
conflrm

patient, is based on the arrangement between the Patient & th€ HosP ital, and is in no way influenced bY Koshika Foundation. Hence . the Hospital will

assume sole & comPlete resPonsibili ty of the treatment & i[s outcome & safety of the Patient, and Koshika Foundation will have no role or responsibilitY
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