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FATHER'S/SPOUSE'S NAME :
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ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabte):
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' Yes / No
arrfi

FAMILY DETAILS CkdR td{tui

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

BPL Card
(Attach Card Copy)
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EWS Certificate
(Attach Certificate Copy)
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Ration Card
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Any Other
Basis/Proof
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"PURPOSE" for REQUESTING ASSISTANCE:

wrq-m t-g H'rn ffi 613(3q3

erwdrd/ei€( t qrt 6i rri rir+fi lH w,r

ASSISTANCE BEING AVAILED forSAME "PURPOSE" from OTHER SOURCES
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NAME of OTHER SOURCE
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AMOUNT of ASSISTANCE BEING AVAILED
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DECLARATION by APPLICANT: qr+fo gnr dqu[ Td'

t ) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false staternent will render my Application & ongoing assi$tance, if any,

' iiror. i,j,, i"i"ition/cancellation n-..--^^^, ^^ a..
2) I solemnly confirm that assis;nce, if received from Koshika Foundation, will be used only for the 'purpose" 8s stated in this Form, fur wlrich auch assistance

was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the

for whiqh this assistance is requested.

t) t qtsw Effi,(fu w n6q n fd Tt q* ffi{q +t qrrdrfr t s-{sR Ts qi Td ir qR d{ tq-d{Er c{ rwr{ sT{rdl cm qil * d +t sdFrdl f{R 61q1s+-fr tr
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3) { Efu -Frdr {fu fus rdrcdl ig zrr cFfrI 61 T { t, ss IIRI EI qfrro ql qsf, f6€{I

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce *y n,,e, address, photo & details of the .purpose'', f.'Y|].ll':Y1 1.:.]::1.:]:r"q:.::.:*jltl?'1,ji:'I::?:".:I
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 ;;n be made b-y Koshira Foundation before or after my treatment or fulfilment of the "purpose'

for which assistance is being requested.

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

will not automatically entifle me for receiving or contir.ruing the said aisistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisidn is this regard will be final and acceptable to me'
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESS]ON :

on+qr- * 6$ts{ qI et$ ot fwm

AGREEMENT by HOSPITAL ,.** * ein)

By affixing hereunden signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following-:
1 ) that we neither are prct"ffioi 

'iii i."t 1rt9 avail of fi.nancial 
-"Tl:l-':"-" I9a9:-*"1I9^o^:.::"J^",I::,;::'",:,*t..:};,::,T^t fii:ilXli;i; iit1ffif inar we neltner a[e IJIeSEI

requesting to get from rosniri Foundation, to the extent that such assistance is gfanted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part oiin tuil, th6n the Hospitai ieserves it's right to mike up the shortfall from another NGo or any other source' This

confirmation essentialty states that the Hospital witt not availinv orpri"rl" assistance ior the same patienucase. from any other NGO or any other source'

z) The assistance from Koshika Foundation is onty Rnanciai in riature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the anangement between ttre patieni'a in" ioipit"r, and is in no way influence-d by.Koshika Foundation. Hence, the Hospital will

asslrme sote & comptete r"r6;aibiiitt;i ttre treatirent a ir. ort*.i" & safety of the patient, and Kosnika Foundation will have no role or responsibility

in the matter.

Eqli qeqd, ERIcIt 6t *{ * q[Tdrtlt Ei -61ftr6l srs€{rl" t frfrrq imrmr tS firsrRYI d q* t, ffi aq (rwcra) fte r*n t qm e rf+n mi tr

r) {16f6qd{dqt?siltrd qrcq{frftqwr{rilftd}ft{.6rtn+qnqrffiqqdatg-*tfr/qr{d{diqrd{t+,+tFdEqi"fr1ftrfiI56{s5qtr
* ftFfiiR{r/ffid B-{a + (qq {.qiRrfl rnire{rrx Em E(( ft rd, tr qR "q1frm srs€{Frtr ERr s6r{fl ffi 3rRrfi/ff6-d ?g rg rfi trql srdl t d emrdrd

ffi .+rrq t{ €r*rfr srqr qr Fn* srq F;gpd{ t wrrm 6tr 6 qfi6n g{fta rffi tr w lfu { sq qa qmr t fo sleam fdfrq q<( g?fiI {hfi/crcd ig ffi
i{ {c*rfr spli qr ffi sriq ql$fi t r& tndrftt
z. .61fr[sr vrs*vRn t rfr "r{ s6q6 di{o tcFfi rqfr ql tr tfr c{ Estilq Eru t rr{ qor6 sr tsi ,r{ sqqpqf*'qr 6l Eilq t't qs Ewdl€

* *q qr f{cc * *{ uoifrrfi qrs-*ivn" Er{ f6S rfiR rfl ati s-dn q-d tr vsfffn rwre { rtt * rsm g{sr at{ sri qr+ d ert tv4qt t'fr G rmro

s1 Er,fr oft uqJftrsru d d{ $5r cr frC<tt Tq crc-d { rd d,frt

RECOMMENDED FOR ACCEPTENCE
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