
APPLICATION FORM FOR ASSTSTANCE
Trar{ril e-* err+qq srsEr

(Healthcare)
(rqrerq toqml rcHnia,

foundation
Building block of life.ii#"#in"' Bl o3"-s_i qtBZ APPLICATION DATE: r

ffi;'#"""^i3-1 ali
sex frilNAME ofAPPLICANT:

ffi"H'#'"^" " -Sln a,-, t{axSo *Ja 6s ft1
FATHER's/sPous E's NAME, 9 lO &D,@l-/ e=A oq)do\
fuilmgrv 6l rc

ADORESS lir

ht& *3/na*.rrn"g"

!-, '-oF r e-51 .f

OCCUPATION ;

4fiIrq G. L^'e-r MARRTED (ffid / uNMARRIED(€nfffi)

(Attach Proof of lncome)
(o[rq fl ww veq)tSloo-oINCOMETOTAL

qfiffr snq

PAN No. urdl

FAMILY DETAILS

Sr. No.
mq sql

Name of Family
YR-qR + v{d

Member
in ilI

Age (Years)

ss fsdl
Gender

fdrt
Relatlon wlth Appllcant
3nq65 d qM TEs

wrcdr*le4ffiorrm
is applicable)BASIS for REQUESTING

EWS Certificate
(Attach Certlflcate Copy)

srfl stFI e{ yqlut Y*
(vqtq vr ql erql cfr qrr.r otr

Ration Card
(Attach Copy)

Bc.tffr q.rd
(!FrM Er *1 em yfr riiq'{ 6tr

v- L--
Any Other

Basis/Proof

erq qli srsil

wr.m tg H ri tfffi *r s(lc:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

mq s@t
Medical Reports/Prescriptions Attached

arsrcrareiri t qr0 s1'ri yfaaqr qS rd,i

/(tl
.J

L

I'A
(J

ASSISTANCE BEING AVAILED for SAME

ss E{+{q * i-q.+ orrr veFrflr
SOURCES"PURPOSE" from OTHER

ffi orr{ dil i fdcr rrcr d?
Sr. No.

!5.C Ti@r
NAME of OTHER SOURCE

erq r+d ql rrc
AMOUNT of ASSISTANCE BEING AVAILED

d'r{ wrm rnfr

o(\

YOU AN

RIr slrq 3nc m"{ qrdl

BPL Card
(Aftach Card Copy)

,rt-fr tqr $ fQ yqq q1

(cqrur Er sfi Ercr yfr d.crr Htr

Yes / No

arrfr

AGE-YEARS qrg-s{

,

r

qrq sq ci rd SI

'a.c.ba .F7

:a_trTtla-. \-



DECLARATIO by APPLICANT: ETi<f E( dqql vi:
1 ) I hereby confirn lhat all details in this Form are True to the best of my knowldge. Any false statement will rendEr my Appllcation & ongolng asslstanc!, if any,

liable for rejectiorrcancellation.
2) I sol€mnly confrm that assistance, if received lrom Koshika Foundation, will be used only for the 'purpose', as stat€d in thls Form. for which suci assistance

was requested by me.
3) I hereby confirm that t have nol & will not in future, avail of reimbursement, in part or in full, from any other source/employe./insurance cornpany, ofh9 amount

for which this assistance rs requested
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1) By amxing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustaes to

use/publish/pufup/reproduce my name, address, photo & details of lhe 'purpose", for which such assislance is requested/granted, through any

medium, inctuding but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul it's

activitievachievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfilment of the 'purpose"

for which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name, address, photo & details of lhe "pu.pose", for which such assistance is rEquested/granted.

will not automatically entitle me for .eceiving or conlinuing the said assistance. The decision lor granting and/or conlinuing th€ assistancc will rest sol€ly

with lhe Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for fanancial assislance from Koshika Foundation, we
(Hospital) hereby aflkm & accept following:
il thit we neither are presently nor will in future avail of financial assislance lrom another NGO or any other sourc6, for the same patienucase, as we are

requesting lo get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lflhe requested assistance is not granted

bykoshik; foundation, in part or in full, then the Hospital rese.ves it's right to make up lhe shortfall from another NGO or any other source. This

c;nflrmation essentially states that the Hospital will not avail any duplicate assistanc€ for the sam€ patienvcase from any olher NGO or any other source.

2)The assistance fiom Koshika Foundation is only financial in nalu.e. The choice ofthe treatmenlprocedure advised/conducted by the Hospital on the
patient, is based on the anangement between the patient & the Hospitai, and is in no way influenced by Koshika Foundation. Hence, the Hospilal will

assume sote & complete responsibility of the treatment & it's outcome & saloty of the patient, and Koshika Foundation wiil havs no role or responsibility
in the matter.
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