
APPLICATION FORM FOR ASSISTANCE
Tr6rqln +( 3{r+{r srsrr

(Healthcare)
(ererq teqml rc8lnia

foundation
Building block of lifc.

APPLICATION No.
3rrAfi fur , A r 3>5' L-t,go 3l

APPLICANON DATE,;#"di-'(C1oll )-o)d
AGE-YEARs oflg-s{ sex frilNAME ofAPPLICANT

sni<+ uT rrq
C/\,.rEk-o. qdou*,a (r{ N)

FATHER'S/SPOUSE'S NAMET. t -

PRESENT RESIDENCE AODRESS

l''AAc.n O6^ aCCo 
"^-14 rx ,rl t t4 \/t-l a<-_.<-T

rr'l
RESIDENCE ADDRESS qdl

p.-o6
hgoz cJ^t .}rl

FOL'lceq
OCCUPATION
qERITq (:co \^r-^ (ffi) / ur{rrtARRtED (qfrsrfril)

dLoeol (Attach Proof of
(qrq q'l srF

lncome)
gdr{)

TOTALANNUAL INCOME
qe afi-o stn

urdl

murtyoerlrts qfrsR
Sr. No.

mq sEqr
l{ame of Famlly
cftcn t gcd

ilember
'6'I ilq

Age (Yea1s)

sc (sq)
Gender

lerr
Relatlon wfth Appllcant
qr&T + qM gqq

\
is applicable)

116f{rdl * ffi furfr ernm
BASIS for REOUESTING

EWS Certificate
(Attach Certlflcate Copy)

srFI orFI qri yclsl Tr
(ytrM rEt q1 om cfr Ti'.q"t ctr

\ Ratididaro\fnacn Copy)

Bc+ffr ild
(yqrur y, ql crqr rfd d.c-{ 6tr

L*ftfirrer
Basis/Proof

rq qti sRc

Sr. No.

mq vsr
Medical Reports/Prescriptions Attached

erwrmre'itr * qrfr d d yfr+rt qtTl;t

( L,/
a

,Z trtz- A,L.zf _
I

'ra)\ ''

ASSISTANCE BEING AVAILED for SAME

w qtvc + iq.+{ srq rruFrdr
"PURPOSE" from

SrrIffi tstd
Sr. No,

mq-fut
NAIIE ol OTHER SOURCE

qq dr qr qFr
AITIOUNT ol ASSISTAI{CE BEING AVATLED

d Ti qurdr rRfr
1t) , ?tairn

U

AN INCOME
qt qTg slrq i5'{ <kil

No
Tfr

Yes /
al

Card
(Attach Card Copy)

,rffi ror q {e rqu trd

(vcu c? *1 erqt ffi sdq 6tr

"PURPOSE" for REQUESTING ASSISTANCE:
qtrfrr tA H'r4 ffi or s(tw:

I
I

7 -rJ

PAN No. TSIT

qrel se c{ Yd 6I

l'lt A, n ra-c- I < tr)

TqI
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1) I hereby confrm that alldetails in this Form are True to the best of my knowl€dge. Any falso slatsment will rsnder my Application & ongoing assistranc€, if any,
liable tor rejeclion/cancellation.

2) I solemnly confirm that assistance, if r€ceived from Koshika Foundation. will b€ used only for the "purpose'. as stated in this Form. for which such assFtance
was requested by me.
3) I hereby confi;m that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance clmpany, of the amount

for which this assisEnce rs requested
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,,GREEMENT by APPLICANT ( ERI 6m)

1) By aflixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/Dubtish/putup/reproduce my name. address, photo & details of the'purpose', for which such assistance is requested/granted, lh.ough any

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

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or after my t.eatmenl or fulfilm€nt of the 'purpos6'

for which assistance is being requested.
2) I (Appticant) fu.ther agree thal any such use of my name, address, pholo & details of the'purpose", lor which such assistance is requesled/grant€d.

will not automatica y enlitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assislance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will be tinal and acceptable to me.
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By aflixlng hereunder, signature of our Authorised Signatory for recommending this case/palienl for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm E accept tollowrng:
i; that we neither are presently nor will in future avail of llnancial assistance from another NGO or any other source, foa the same patienucase. as we are

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

by'Koshik-a Fo-undatioh. in part or in full, then the Hospital resorves it's right to make up the shortfall from another NGO or any olher sourc€. This

confirmation essentially st;tes that tho Hospital will not avail any duplicate assistancs for the same pationt'caso from any other NGO or 8ny other sourco

ij lhe assistance from Koshika Foundatio; is only financial in nature. The choice of the treatm€nuprocedlre advised/conducted by the Hospital on the

,;tie;1, is based on the arangement between the patient & the Hospital, and is in no way inf,uenc€d by Koshika Foundalion. Hence. the Hospitalwill

issume sole & complete resp;nsibility of the trealment & it's oulcome & safely of the patient, and Koshika Foundation will h€ve no role or responsibility

in the matter.
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