
APPLICATION FORM FOR ASSISTANCE
q-6rq-dr e-{ qr+<{ nrsq

(Healthcare)
(qrprq fuqro) rcHnia"

foundation
APPLICATION No
rqr+<{ qqr : 00 ),e,l,r lLq.

APPLICATION DATE
orr+€ fa{

a6E-yEas5 iArg-Ed sex fr,rNAME ofAPPLICANT
rqr+6 6r nrq L*.h G-*,.t . .ts- rn
FATHER'S/SPOUSE'S NAME

frmregq a1 lt, f\^l*.,.r* -!o'lpnEsenYEg oeHceldDREss qdqE qrsrtrq {dlN

l\-p t- ,(.1
PERMANENT RESI0ENCE ADDRESS i IqI i qrdrfrc trdl

I

OCCUPATION :
qtr{IFI mannreo (ffia) r uHurnnreo (uffia)

(Attach Proo, of lncome)
(qrq Er srH €Err)

TOTAL ANNUAL INCOII4E

q-o qfi|+ om

PAN No €rdl qtsr

($i
TAXRA YOUE AN MNCO E AS SE E icheve I(Tick appl

rMFI .-.tdST3IqFII -4i{s]rq 6 grq sddsrfri

FAMTLY DETATLS qMfufiol
Sr No.

sq qql
Name of.Family..
qrsr 6 Tr(sl

Menber
qIq

Age {Years)
TE (qd)

Gender
fur

Relation with Applicant
qFr(fi 6, RIq SE{q

in

t\
U

a-f

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
vn+nBHfq-tfrqqn

BPL Card
(Attach Card Copy)

:rt-fr tor * d-i qqroi ql
(vciq .r, si tsrqr rh {k'{ 6ti

EWS Certificate
(Attach Cedficate Copy)

elq anq s,i mq c"r
(Iqm r{ si Erqr vR {ffi str

Ration Card
(Attach Copy)

sq+fir qlg
(ffim iri ql Ercr fd {rflr 6-{

Any Other
Basis/Proof

erq qt{ slq

c6rdr fu H ?rA f.rfiit 6r rd[q;
"PURPOSE" for REQUESTING ASSISTANCE

Sr. No.

xq n:qt
Medical Reports/Prescriptions Attached

3fi{drfileiar * irfr qi 
"$ 

eftiqr qf, dqr{

c

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

vs sliw + +( +E oFr vtFrdr ffi :rq slc t fuq m d?
Sr No.

Fq €@I
AluoUNT of ASSISTANCE BEING AVAILED

d q{ raq-a nvft

\
V(

MI'EIllJ\\-

!-IrF.rt[Er!il-

-

M;[

IgI

-I

-

aI

II

-I

G

Preop
0043

r.lA

Tg c{

\rr l.l

r\

.+

NAME ofOTHER SOURCE
er;q *t m riq

Postop
Ramesh Chand



DECLARATToN byAPPLiCANTT eir+{s Ero dqvfi Td:

1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false slatement will render myApplication & ongoing assistance, ifany,
liable for rejection/cancellation.

2) I solemnly confirm thal assistance, if received lrom Koshika Foundation, willbe used only forthe "purpose", as stated in this Form, forwhich such assistance
was requested by me.
3) I hereby confrm lhat I have not & will not in future, availof reimbursement, in part or in full, from anyother source/employer/insurance company, of the amount
forwhich this assistance is requested.
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AGREEIIENT by APPLICANT ( 3r.q{6 dilr sil{)
1) By afilxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-upheproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including but not limiteC 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 Foundatjon 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 lheir decision is this regard wjll be flral and acceptable to me.
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RECOII4MENDED FOR ACCEPTENCE
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By affixing hereunder, signature of our Authorised Signatory ior recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affrm & accept follow rg:
1)that we neither are presently nor will in future avail of financial assistance from anolher NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted
by Koshika Foundation, in part or in lull, then the Hospital reserves it's right to make up the sho.tfail from another NGO or any other source. This
confirmation essentially slates that the Hospital will not avail any duplicate assistance for the sarne patienucase from any other NGO or any other source.
2) The assistance lrom Koshika Fo!ndation is only financial in nature. The choice of the treatment/procedute advised/conducted by lhe Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshjka Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & at's outcome & safeiy olthe patient, and Koshika Foundation will have no .ole or responsibility
in the matter.
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