
APPLICATION FORM FOR ASSISTANCE
TrErztttr eq. e{r+.F ytsrr

(Healthcare)
(ererq fucr€) rcHnitu,

foundation
Building blwk of lifc.APPLICATION No.

s{ra(l {qr : b32-S tt-ot+ B-
APPLICATION OATE rrlCaserr*fi frqt

AGE.YEARS sex frirNAME ofAPPLICANT
er+(+. Er qrc

='3 t')
frarmgq w ln
FATHER'S/SPOUSE'S NAME

PRESENT RESIDENCE AODRESS qi

PERMANENT RESIDENCE ADORESS KII

Aolg -
T?-oP

OCCUPATION IARRTED (ffi) / UNMARRIED (qffi)
TOTALANNUAL lNCOtrlE

Ea afra aru
(Attach Proof of
(3{rc i[,r (IH

lncome)
vffr)

PAN No. um vqr
ARE YOU AN INCOME

*rr 31Fr qrq i5.t <rdl

TAX ASSESSEE (Tlck whlchever ls appllcable):

t tsr crq d vs c{ {d q,r frvri Hrral
Yes / No
arrd

FAMILY DETAILS qfrqR fud{Ul
Sr. No.

mq gqt
Name of Famlly
!fiqn * qqd

itlember
'6'I ilq

Age (Yea1s)

Ys (sq)
Gender

frq
Relatlon wlth Appllcant

"dq"q 
* qlq IIEN
,

rV
L-/

I --l))Y

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

wrrer*ffiffisilm
EWS Certificate

(Attach Certlflcate Copy)

oral oIFI srl yqtq y,
(yrlu rlit +1 erqr yfr d,a-r qtt

Ration Card -"(Attach Copy)

sq*ffr q,rd
(vqm vr tl srcr cft riic-r Etr

Any other -/--Basis/Proof

erq rit qnn

srrrdl tg H'il ffi fl s1tvq:
"PURPOSE" for REQUESTING ASSISTANCE:

Medlcal Reports/Prescriptions Attached
srwtrerci'et t qrt 6i .,r$ vfr+ff qfl Fc'i

rY
(.

?

ASSISTANCE BEING AVAILED for SAilE "PURPOSE" ftom OTHER SOURCES

s{ ult{c + tq6t q< ntrrdr ffi qq Eild * fffi rm d?
Sr. No.

sc {qr
NAIIE ofOTHER SOURCE

qq qtc qt qn
AIIOUNT of ASSISTANCE BElilc AVATLED

d q{ qrrmr wft

4t> J-/

BPL Card ./
(Attach Card Copy) v

'r0-fr tqt * dt vqrpr vr
(vclq vr ql erqr cft neq qtr

t-

ir

2- A* frd

-t E JaA' ^ , ,.-7@r t

Sr. No.

oq sqr

,lia-
c)

=('d-



I ) I hereby confim that all dehils in this Fom ar€ True to lhe besl of my knowledgo. Any false statement witt rendEr my Apptication & ongoing assbtanc€, if any,
liable for rejectiodcancellation.

2)l solemnly confirm hat assistance, if received from Koshika Foundation. willbe used only for the "purpose'. as stalBd ln thls Fonn, for whldr sudr assistance
was requested by me.
3)l hereby cldlrm that lhave not & willnot in future, avail of reimbuIsement. in part or in full, from any other source/employer/insurance company, ol the amount
lor which thrs assistance is requested.

l ) I shqr 6,r { f6 w yr5c i Rq 
.rd qq fr{Ill +0 qrrsro + qtsR 1r{ qd {ta tr qR q}i i{d{q qi 6tn lrsf, crcl critl t ni +t {(rcil fnrr 61 v srfr tr

2)itrr(iil{trrrdr{fu"dRr{rsE-CrF",{dqrIdt,Bsdrrcqi{rdrkca1{t+Hf6qrcriqr,siEqr6q{c(rrcr*r
3) dSfr6f tt6 id{ snqdr ig c[ vT+{ 61'ri t, ss {Rr qt cfrrfi cr {.F( twr ffi q-{ * Fr+r6/*qr rq{ t l ni ftqr t ekcO qfrq{tll

oECLARATION by AppLtCANT: sn+f6 RRr dsEn c?:

,.GREEMENT by APPLICANT ( Em sIR)

1)By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshlka Foundation and lt's Trusteeg to
use/publish/put-up/reproduce my name, address, photo & details ol the 'purpose", for which such assistance is rcquested/granted, lh.ough any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or aftsr my tr€atment or fulfilmsnt of th€ 'purpose'
for which assistance is being requostbd.
2) I (Applicant) further agree that any such use of my name, address, photo & detaiis of the 'purpose', for which such assistance is requggtgd/grantod,
will not automatically entitle me for receiving or continuing th6 said assistancE. Th€ decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their d€cision is this rogard will b€ final and acceptabl€ to me.
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patienl lor financial assistance from Koshika Foundation, rve
(Hospital) hereby affirm E accept following:
1)that we neilher are presenlly nor will in fulure avail ol financial assistance from another NGO or any other sourcS, for the samB patienvcase, as w€ are
requesting to get from Koshika Foundalion, to the extent that such assistance is gra.ted by Koshika Foundation. lf the requested assistance is not qranted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortlall lrom another NGO or any other source. Thls
confirmation essentially states that the Hospital will not avail any duplicste assistancr ior the same paliont/case lrom any other NGO or any othqr source.
2) The assistance from Koshika Foundataon is onty financial jn nature. The choic€ of the treatmenuprocadure advised/conducted by the Hospital on the
patient, is based on lh€ anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. H€nce. the Hospitalwili
assume sole & complete responsibility of the treatmgnt & il's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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