
APPLICATION FORM FOR ASSISTANCE
rs-6rrdr e-(

D bJqo= 96 1l,p

(Healthcare)
1s1pm fuqrd;

APPLICATION No
qr*<r tqr :

APPLICATION DATE :

efiiqr fdt

-rru, .,
ltosnlrea
foundation

lce-ve,ens rng-a{ sex f iNA,IE otAPPLICANT
sn*<+ qr qrq 6o .-o
FATHER'S/SPOUSE'S NA['E
fatmgsl 61 11,

PRESETIT RE ADDRESS

PERttiANENT RESIDENCE ADDRESS : @ffiTdt
B-.of-?"*{oP
4tt I - l/-,tA*F,

OCCUPATION
qiRIFI Zoo Loa MARRTED (ffird) / UN ARR|ED (sffi)

&teo f (Attach Prool of lncom!)
( 3fiq 6r srH t\aT)5a affi* am

€rdT {gtl

FAMTLY oETArLs qfi-dR fT{{vr
Sr. No.

rq {wr
Namo of Family Momber
qfu* * s<ed er m

Ag. (Year3)

sc (s{)
Gender

fcrl
Rolatlon wlth Applicant
qtilciF * €tq TEru

-(1 L'

BASIS for REQUESTING ASSISTANCE (Tick whichovor is epplicsble)
q6rq.dl*HffifdqFrR

EWS Certificate
{Attach Codncab Copy)

rrtq qrq s,l yqlq rl
(vqrq rr 61 srqr rR {frq 6tr

Ration Card
(Attach Copy)

sc+ffr 6rg
(ccM Tr sl Erql rfd {q'{ 6tr

Any othel
Basls/P,oot

:rq cH snc

Sr. ilo.
mq {cqr

Mrdlcal Ropoitr/Pr6criptionE Attached
qsdrd/Bi€{ i clt sfi'ri cir+" q.* tfi{

I r<e: - .-,-rr-^ ,<.Cjl

,A)

ASSISTAXCE BEING AVAILED Ior SAME "PURPOSE" from OTHER SOURCES

Es B*{q * k6ii erq s[r<.dr ffi q-e dr t kqrrqr dl
Sr No,

fi,q {@l
tlAtrlE ofOiHER SOURCE

rrq da ql rrq
A OUUT of ASSISTANCE BElt{G AVAILED

d d wrqm wfr

- -t-

-

-

-i-

-
-

-

iRE YOU AN INCOME

fiq qlq q'{ <rdl

TAXASSESSEE (Tick whlchever is applicable)
t td qrq d rs c{ vd 6r ffln fi'nAl

Yes / No

ri rr&

BPL Card
(Attach Card Cgp'ff-

. ^.4rRlifl t€l S Tlil CqIEI y,
(Yqrq cz 61 Brqr rfr td'r 6tr

rrrdrfuHdfficrattw:

r.r ,r
t,

fl

t\

IOTALANNUAL I COTIE:

PAN No.

"Pt RPOSE" fo. REQT ESTING ASSISTANCE:



DECIARAnoN by APPL|CAi{T: ritiqir m dcqr v{i
1) I hereby confrm lhat all details in this Fo.m are True to the best of my knowledge. Any false statement will render my Application & ongoing assistanc€, if any,

liabls for rojectiory'cancellalon,

2) lsolemnly ionfirm ural assistance, if r€ceived from Koshika Foundation, willbE ussd only for the "purpos€", as Etated in thl6 Form, tor whldr such assistanc€

was requested by me.
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1) By affixing my signature or thunrb impression on this Form' I

use/publish/put-upkeproduce my name, address, photo & detai

medium, including but not limited to verbal, print, eleclronic, for

activities/achievements. Such use of my photo & details can be

for vrhich assist]ance is being requested.

2) I (Appticant) lurther agreJthat any such use of my name, address, photo & details of the 'purpose", Ior which such assistance is requBsted/granted'

will not automatically entifle me tor receivinl or continuing the said asiistance. The d€cision for granting and/or continuing the assist8nco will rsst solely

with the Trustees of Koshika Foundation, and their decision is this regard wili be linal and acceptable to me'
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By affixing hereunder, signature of our Authorised signatory for recommending lhis case/patient for financial assistancs hom Koshika Foundation. rYe

1)th
pilalthereby aftirm & accepl following:
at we nerlher are presently nor will in fu ture avail of financial assistance from another NGO or any other source, for the same patient/case, as we are

Koshika Foundation. lf the requ€sted assistance is not granted

(Hos

requesting to g et from Koshika Foundation, to the extent that such assistance is granted by

by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other sourc6 This

conf irmation essentially states that the Hospital will not ava rl anv duolicate assistanc€ for the same patien
r in ;ature The choice of the treatmenu0roced

Vcase from any other NGO or any olher sourca

2)The assistance lrom Koshika Foundation is only financia ure advised/conducted by the Hospital on the

patient, is based on the arrangement between the Patient & the Hospital, and is in no way innuonced by Kosh ika Foundatioh. Hence, the Hospitalwill

assume sole & comPlete respansibility of 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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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustoes to

ls of the "purpose", for which such assistance is requested/granted, through any

soliciting donataons for Koshika Foundation and/or disseminating intormation about it's

made bt Koshika Foundation belore or after my treatment or fumlmgnt ol the "purposs"
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