
APPLICATION FORM FOR ASSTSTANCE
rsr6r{r<Tr €g e+r+g yrsq

(Healthcare)
(erenr teqml rcHhitu,

foundation
Building block of lifo.

APPLICATION No.

sn+fi fr{i
AGE.YEARS sex fuir

APPLICATION

(?t3 0s

sTr+fi srcqr :

NAME ofAPPLICANT
sn*q-6 m rq
FATHER'S/SPOUSE'S NAME
fqilr*-gq ol rq

, -1II // PRESET{TRESIDEN9EADDRESg gi

ft\oaf rl,ffif .
OCCUPATION
qdqrq t''lo ml m f/k\z MARRTED6TnO r uNtrrARRrED (,xfqErtsc)

INCOME

-
urdl

TOTAL

ilftto onq
(Attach Proof of lncome)
(3[rq Hr qrH vdrr)

FAMILY DETAILS

Sr. No.
xq e@r

Name of Family Member
cft'qR + v<d mr qrq

Age (Years)

vc fqdl
Gender

fdrr
Relatlon

sn+qt,
w,lth Appllcant
6, qM TEq

BASIS for REQUESTING ASSISTANCE (Tick is applicable)
wrq-m*fu4ffionm

EWS Certificate
(Attach Certlflcate Copy)

orel SIFI srt cqM v,
(vqtq cr q1 em yfr d.q,i 6tr

Other

Srrl

Ration Card

(yrrM rtl e1 sm yfr d,.c'i 6tr
il+ffr
(Attach

"PURPOSE" for REQUESTING ASSISTANCE:

wrqat tg H ri ffi 61g$q3
Sr. No.

fi.r vq^ // 'fr)

_T

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w v{t{c + tq+ q< ntrril ffi !r< rdn t fuqrrqr dz
Sr. No.

6C HEI
NAltlE of OTHER SOURCE

srq *a il Tc
AMOUNT of ASSISTANCE BEING AVAILED

d rrj vrrmr wfr
*{1 r l/-

PAN No.

YOU AN
qlq 3lrq 6-t (rdl

BPL Card
(Attach Card

'r0-fr tqr + +i Tjt
(vcm v{ q1 srqr yft eorq Etr

ts Yes /
al

ln^rC/",q{D/

L. ti

I

)

qqCL Pz

penmarsl(r nestoElcradoness, i

____

Medlcal Reports/Prescriptlons Attached
srwfldrci€t Uqtt-fr1T$ yFilaF Ufr wq

/1 ' - a7-

)'L-f

,RE
qr;q sq qi sfr 6'r



DECLARATIOII by APPLICANI: qTi(6 a(I *qqr qx:

'1 ) I hereby mnfirm lhat all details in this Form are True to the best of my knowledge. Any talse statement will .ende. my Application & ongoing assistano€. if any,
liable lor rejectiory'cancellation.

2) t solemnly confirm that assistance, il receivod from Koshika Foundatiiln, will be used only for the "purpose". as stated in this Form, fur which such assistance

was requested by me.
3) I hereby clnfirm thal I have not & willnot in future, avail of reimbursemenl, in part or in full, from any other source/employer/insurance company, ol itle amount

for which this assistrance rs requested

rl d qhqr rcdl ttu rs lrsc t Ra,rd {S frqtq +fr qn-6rt d !rg{R w{ q'i qfr tr ct at{ frc{q qi 6ql q{?q crlll qRn t ii tt xrlq'il fir<r d q rfifr
2) llfl d q6I{ Ilf{ "EiRrfi $rr€yB', * dq llid, TFfl 3cd,I TS skq 61 $ +Hf6ql qrttn, ql rq r6q { c{ rrql i}r

3) d SFe 6r t f6 fq{ s6rq-dr ig qE cr+{ 61 ,ri t, tq {Rr cfrr6 qr {6-d ftRI ffi irq rtdfr+r6/*ql 6q{ * l d frql t qt l * qEq il fit
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1) By affixing my signatlre or thumb impresslon on this Form, I iAppllcant) hereby agree & aulhorise Koshika Foundation and it's Trustees lo

use/publish/pul-up/reproduce my name, addGss, photo & details of the 'purpose". Ior lvhich such assistance is requested/granted, through any

medium, inctuding but not timited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activitievachievements. Such use of my photo & delails can be made by Koshika Foundation betore or after my treatment or fullilment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) ,urther agrge thal any such use of my name, address. photo & details of the 'purpose". for which such assistanci is rEqussted/grantgd.

wilt not automaticaily enti[e me for receiving or contjnuing the said assistance. The decision for granting and/or continuing the assist]anc€ wlll rgst Solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will b€ final and acc€ptable to me.
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By affixing hereunder, signature ol oLJr Authorised Signatory lor .ecommending this case/palient for financial assistance lrom Koshika Foundation, we

(Hospitai) hereby affrrm E accept following
i;tnit we neither are presently nor will ln future avail of financial assistance from another NGO or any other source, for the sams patient/case, as we arc

r;questing to get from Koshiki Foundation. to the exlenl thal such assistance is granted by Koshika Foundation. lfthe requesled assistance is not granted

by Koshik; Fo-undation. in part or in full, then the Hospital resorves it's right to make !p the shortfall trom another NGO or any other sourc€. Thls

confirmation essentially st;tes that the Hospital will not avail any duplicate assistance fo. the samo patienucase from any oth€r NGO or any other source-

2) The assistance kom Koshika Foundation is only financial in nature. The choice ol the treatmenl./procedure advised/clnducted by the Hospital on lhe
p;tjent, is based on the affangoment between th€ patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sote & complete responsibility of the treatmenl & its oulcome & salety of the patient, and Koshika Foundation will have no role or responsibilily

in the matler.
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