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OCCUPATION:
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(Attach Proof of lncome)
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ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
flt SIFI slrq HT <rcr i t,ir qrq EI ts{ qt var qr tflrri 
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Yes / No
arrfr

Name of Family Member
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

BPL Card
(Attach Card Copy)

Tfrfr tql d *i ycpr c1
(vqm Y{ q1 Brcr ffi se'r ctr

EWS Certificate
(Attach Certificate Copy)

erel qrq wf cqTor c-d
(cI{M {r c1 Ercr yft go.t +ir

Ration Card
(Attach Copy)

sc+ffr 6rd
(vrrm T{ q1 err cfr noq qir

Any Other
Basis/Proof
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"PURPOSE' for REQUESTING ASSISTANCE:

wnm tg H rr+ ffi ql s1quq;

Medical Reports/Prescriptions Attached
er{q'drmffi t vrfr ft1rri yfil+fi qfr $m,q

ASSISTANCE BEING AVAILED for SAME'PURPOSE'from OTHER SOURCES

Vs v<trq + tq.sti srr vaFrdr ffi ef,q dd * tf,cr rrcr dl
NAME of OTHER SOURCE

erq T+d ffi qrc
AMOUNT ofASSISTANCE BEING AVAILED

tfr 'ri q-er+ar nvfr



DECLARATIoN by APPLICANT: End(fi gm qlqual q1;

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

" r]aore i<ir ieiection/cancellation. !-..--^^^n ^- a+-
2) I solemnly contirm tnat assiJiance, if received from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such 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.

l){dqolls(Iltfdwrr6qnRnrr+qfrfd{{q+tqr{drtdqunsflqisfrtrqRqt{rq-d(orFi6sFrsFrflqHIErIiil*dtfr{Er{dlf{rRdtqIvrfr
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-upireproduce my name, address, photo & details of the "purpose", f"tYll:1.:l9i :.:.]::T:l::qi,:ll"il:l1,1T*.T,l3iflj^tlluse/puDllsn/pul-uprreproquce lIly llalIrEt 6usrEoDr Prrvu I

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Fouridation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can ue maoe b-y Kostrika Foundation before or after my treatment or fulfilment of the "purpose'

for which assistance is being requested.

2) I (Applicant) further agree thai 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 continuing tire said 
"rii.t"n"". 

The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisi6n is this regard will be final and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFTTHUMB IMPRESSION :

qr+{*.+rRIIqRqI u$mfwm

AGREEMENT by HOSPITAL ,.* Um am)

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

(Hospitalthereby affirm & accept following-: r, ^ ^- ^-., ^lk^, -^,,raa rar +ha e,m6 h.rianr/^aco ae we
1) that we neither are pn"."n"tiv"noi niiiiin"t trru avail of financial assistance from another NGo or any other source, for the same patienvcase, as we are

requesting to get from Koshik; Foundation, to ttre extentinai such assistance is granted by Koshika Foundation' lf the requested assistance is not granted

by Koshika Foundation, in pil ;ii" tull, ttrin tre Hospitai ieserveriii ,lght to ,ike up th6 shortfall from another NGo or any other source. This

confirrnation essentially states that the Hospital wilt not avait any oufuiry,i,r assistance ior the same patienucase. from any other NGo or any other source'

2) The assistance from Koshika Foundation is only financiil in riature. The choice of the treatrnenUprocedure advised/conducted by the Hospital on the

patient, is based on the anangement between ttre patieni a tre Hospital, and is in no way influenceg uy.Kosnira.Foundation. Hence, the Hospital will

as$ume sole & complete responsibility of the treatment a ifs oui.oni" & safety of tne patient, and Koshika Foundation will have no role or responsibility

in the nnatter.
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