
APPLICATION FORM FOR ASSISTANCE
q6r{Rn +( 3rr+q"{ sr5-q

(Healthcare)
(Hrerc teqre) rcHniau

foundation

*|#H?*"*"' lt'NN lzl+/ CI 23t ii#"*H"- 
*'=' 3\\2\W-

ffi'#'#'"on'' \R\\\ D \S
FATHER'S/SPOUSE'S NAME :

ftff7qgru 61 Tq BABI- u D.^q

OCCUPATION:
4AlIq F+nn * g MARRTED (ffi{) / UNMARRIED (qEsrRd)

TOTALANNUAL INCOME :q"'ffi'ffi 35. o--sa- 'efi1Lq) (Attach Proof of lncorne)
(qrc 6.r qTqq vdril

PAN No. eri gm gqr
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appticabte):
Rrr srrr sirq sr qrar t td qrq 61 3q qr s-fi m r{flri'm'ttnr '

Yes / No

arrfr
FAMTLY DETATLS qk{R t{c-tul

Name of Family Member
ckqr d'v<td'fl lrc

Relation with Applicant
3Trdsq d'HrE {tqs

for REQUESTING ASSISTANCE (Tick whichever
sncdr*ffifrrfrqrm

BPL Card
(Attach Card Copy)

Tft-S tqr * *i yqq.n
(yqrq q *1 em sfr qaq ctr

EWS Certificate
(Attach Gertifi cate Copy)

orsl qrq qrf cqlst yd
(ccrur r* ql sm sfr d.qq otr

Ration Card
(Attach Gopy)

aqdm qe
(crrm Td q1 em cfr sqrc Ett

Any Other
Basis/Proof

erq +{ srqc

"PURPOSE" for REQUESTING ASSISTANCE:

s-dTq-dr ?g H qt ffi q1s$sq;

Medical Reports/Prescriptions Attached
ersai-ere,iEa * qrfr qi T{ yfr+fl q* vo'c

ASSISTANCE BEING AVAILED for SAME

w rti{c * *E+g q< sdFrdr ffi srq rdn t toar rcr d?
NAME of OTHER SOURCE

srq d( 6I iFI
AMOUNT ofASSISTANCE BEING AVAILED

d.r{ serwr rnft

Building block of life.



DECLARATIOT{ byAPPLICANT qr*<o gm {qun qi3

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 ass.istance, if any,
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for tha "purpose", as stated in ttris Fom, for which euch 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 amount
for whiqh this assistance is requested.
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AGREEMENT by APPLICANT (ojr+{6' ERr 6.{R)

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 my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any
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 can be made by Koshika 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 entitle me for receiving or continuing the said assistance. 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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AGREEMENT by HOSPITAL ,*** ,r mn)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1 ) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are
requesting to get from Koshika Foundation, to the e1tent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
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 source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienUcase fronn any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & lt's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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