
ARE YOt AN INCOME T.AX ASSESSEE (Tick whlchever is applicable)
qr 3Tq qrq 16.{ qrdr t (!I qrq dl Ts q{ {6 61 6{p{ qqql

BPL Card
(Attach Card Copy)

'I8-d tgl * EI
(FIM FI cfr td.r 6tr

Yes / No
EI/

"PURPOSE" for REQUESTING ASSISTANCE:

stPrdr tg H ri ffi Er E(t{q:

(Healthcare)
lerem furrel

APPLICATION FORM FOR ASSISTANCE
v6rdrdr ?-( 3{r+<r qlriq

foundation
ltLtaS

>6
APPLICATIOt{ No.
iflr+fi E@r :

tg luAPPLICATION DATE :

ecr*cl ffi
AGE.YEARS -q{ sex ft,I

o
NA E oIAPPLICA T
:cr+{6 6r nrc

FATHER'S/SPOUSE'S NAlilE
frorq-Sq 6r qrq

qifl

PxeoP P oP

+050
o

OCCUPATION
4qqrq r urrltenareo (vffic)

5o alffi'o orv
lncolno)
xiF{)

TOTALANNUAL II.ICOME otProol
6I3tFl srH

srdr ri@r

FAtrtlLY oETAILS qfr-qR FS-d{ul

Sr. No.

6c {@r
Name ot Family Member
qfrqR * F<rd 6r qrq

Ag. (YoaIB)

Ts (sq)
Gendor

fti,l
Relatlon rvith Applicant

gtr+r+ d qrq qqq

BASIS for REQUESTING ASSISTANCE Crick ryhichov.i is applicable)
ror<r*ffiffiqrqir

(Attach Cedmcate Copy)

ire qrq q,f rqrq yr
(Iqrq rr nl Ercr rfr dd'r 6il

Certificate
--------#ry€tE/r-

Ba8l8/Proo,
qq +tg gtq

Sr. l{o.

*,c tqr
iiodical Reports/Proscriptions Attachod

qsnrereim ri qit E1 d yfil+<r {qi tfr'r

-tl^t9 a f I
,

It9l \l r Qallfltl LK (-tl-tlhhr.r I
t

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

rq qt{c + &. e+{ irq srrdr ffi qq qtr t fuqr rqr d?
Sr, No.

Eq dqr
I{AME ot OTHER SOURCE

er< da qt erq
AMOUNT ofASSISTAICE BEING AvAlLEo

d ,ri strq-o wfr

Nlrr^.. ?t ld!-tl$IEtir-Elllmrt^r-
airLt7, wrnal-El7drlil-^7lDlItI[vElE!A

rgrfll

-

-

-

LtlIilv.[..'INll,t-,?a-Jl,

-JnEAt-

a
-

-
-

.,1

I

i

rt
T

PAN No.

Ration Card
(Attach Copy)

scqfttjEl-------------
lry-frd-aqr vfd {drr Etl



-.'-&- --

1) I hereby confrm thal all details in this Form are True to the besl of my knowiedge. Any false statement will render my Appli6tion & ongoing assisriance. if any,

liable for rejection/cancellation.
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l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

,r"lprutirw'prt-rpli"produce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, inciudlng uut not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its

activities/achievements. Such use of my photo & details can be made b, Koshika Foundation belore or after my trcatm€nt or Iumlment ol the 'purpose'

for which assistance is being requested.

2) I (Applicang further agree thai any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted'

,nilt noi ,utomatic"tty enii e me for receiving or continuing the said assistance, The decision for granting and/or continuing th8 assistanca will r€st solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accaplable to me.
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By affrxing hereund er, signature of our Authorised Signatory for rocommending this case/patient for financial assistance from Koshika Foundation, wo

(Hospital) hereby affi rm E accept following
1) that we neather are presenlly nor will in fu ture avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Fou ndation. lf tho requested assistance is not granted

by Koshika Foundation, in part or in full then the Hosp ital reserves it's right to make up the shortfall from anoth er NGO or any other source. This

conli rmation essentially states that the Hospitalwill not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducl€d by the Hospital on th€

patient, is based on the arrangement between the patient & the H ospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sole & complete responsibi lity ol the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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