
APPLICATION FORM FOR ASSISTANCE
€-6rq-dr t( 3Tr+<{ qrsq

V.^h"]^u^,*

t6 APPLICATION DATE: . ^qr*<{ fdiff lAb 3rL u
AGE.YEARS 3Tg- sEx fri'r

o

(Healthcare)
(ererq teqml

APPLICATION To
qr*<< rqr :

i{AME oIAPPLICANT
sn+{s 6r rrc

KoIhi,,,
foundation

FATHER'S/SPOUSE'S NAME
ftmrl;ge 61 1q Ualrrr,a B-N

L.
PRESENT ADDRESS lifl

PERMANENT RES IDEN CE ADDRESS lifl

P-< 0f P.4
U."h&

((o*u'OCCUPATION
qq{lrq

MARRIED (ffin) r utnmnreo (effir)
(Attach Proot ot lncome)
(rcrq qI snq trr{)

TOTAL At{NUAI II{COME

6o afih e+t

PAN N g@llqrdlTrni

FAMILY OETAILS cftqn lfirqSr No.
mq q@l Mom116r

EI IFI
Nam6
cft{R

ot Family
d s{d Age (Yoars)

re (sq)
Gender

liTrr
onRolati wlth Appllcrnt

SH

ASSISTANCElotBASIS TIREQUES NG (Tick ichever ts pplicable
+ H ii=rFd qItTR

EtrVS Certiticste
(Attach Codmc.tg Copy)

ere qrq c,f rqtq !-r
(rqM qr fr1 cM rfr ddr{ 6it

Rstion Card
(Attach Copy)
Bc+ftr 6rd

(rqrq rr 61 Ecr rtr {Er{ 6tt

Any othar
Basky'Proot

erq qti srg

Sr. No.

6q x@r
Medicat Attrchcd

alElqsild/st€{ i vrt si d yfd+fi

PU RPOSE from OTHER SOURCESffi €rrl F+d t fdql rFII ?dSr. t{o.

nq iqr t.IAME ofOTHER SOURCE
erq rta qr qn i,OUNT o, ASS|STAtIcE BEIN AVAILED

rfr .r{ {lFrdl wfr

ARE YOU AN INCOME
sIFl 3tRI ifi <rdl

BpL Card
(Attach Card Copy)

rr€-{ tq * +i ycrq T{
(vcM Y{ 61 crqr rfr rilrr{ Eir

Yes / l{o
rrld

"PURPOSE,'ior REQUESTING ASSISTANCE
rarmtg Hrt fu* rri a(wr

tr

w BIkq
for

iral v6rqifi

crq Eg c{ sti 6r



1) By afiixLng mY signatu re or thumb impression on this Form, I lAPplicant) hereby agree & authorise Koshi ka Foundation and it's Trustegs to

use/Publish/Put-uP/ reproduce my name, address. photo & details of the'PUrPose
i, for which such assistance is requ ested/granted, through any

medium, including but not lrmited to verbal, Print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievemen ts. Such use of mY Photo & details can be made bY Koshika Foundation belore or after my treatm€nt or fulfilment ol the "purpose

for which assistance is being requested assistance is requ€sted/granted,

2) I (Applicant) further agree that any such use of mY name, address, Photo & details ol the 'Purpose' , tor which such

will not automatically entitle me for receiving or continuing the said assistance The decision for granti ng and/or continuing the assistance will rosl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By afiixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundatbn' v'o

1)that we neither are presently nor will in future avail of flnancial assistance lrom another NGO or any other sourcc, for the same patienvcase , as we ale
(Hospital) hereby afllrm & accept following

requesting to get from Koshaka Foundation, to the extent that such assistance is gran red by Koshika Foundation. lf tha requssted assistance is not granted

in part or in full. then the Hospital resorves it's right to make uP the shortfall from anoth €r NGO or any other sourc€. This

by Koshika Foundation,
that the Hosp ital will not ava il any duP licate assistance for the same Patienu case kom any other NGO or any other source

confirmation essentiallY states
Foundation is only llnancial in nature The choice of tho treatmenUProcedu re advised/conducted bY th6 Hospital on the

patient, is based on the arrangement between the patient & the HosP ital, and is in no way influenced bY Kosh ika Foundation Hence, the Hospital will
2) The assistance from Koshika

& salety of the Patient, and Koshika Fou ;daton will have no role or responsibility

assume sole & com plete resPonsibility of the treatment & it's outcome
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