
oundation
Buildi.s blo.k o, lil..

APPLICATION FORM FOR ASSISTANCE
rsrgrq-fl tE err++I srsq

(Healthcare)
(Ererq fuErd)

APPLICAION OATE: 
^ 

rl,qirfi ftIqIl ./-n lr
APPLICATION No. :
qr*<a qqt r

Preop Postop

0072 Prem

NAME ofAPPLICANT :

:qr+{s 6r rrc

FATHER'S/SPoUSE S NAlttE I
ft- rfigq EI 1Ic

MARRIED (FqtK) / UNMARRIED (EF{EdOCCUPATION:
q4qrq

{Attach P.oot of lncome}
(3{rq 6r qrH dflq)

GITfl q@IT

ARE YoU AN INCoME TAX ASSESSEE (Tick

wc d Es c{ (id fl finri'Eqral

Any other
Basis/Proof

3p 6t{ sw

Ratlon Card
(Attach Copy)

sc+trt 
"Frd(rcm c-, q1 Brqt sfr {fir{ sf|

(Attach Certlfi cate Copy)

emq nrq e,l rmq q{
(vclq !? 61 Erqr vh {\fli 6tt

BPL Card
(Atach card copy)

,ri-4 ter * {i rclol qr
(cqlq tli qt Brcr ffi *dr{ qtr

"PuRPOsE" for REOUESTING ASSISTANcE:

T6T{fl ig fd.{ Ta ffi +r:rdrq:

ASSISTANCE BEING AVAILED for SAME "PURPoSE'from OTHER SOURCES

{s B<yq + t( qt$ rrq rrdFfif tr$ qq s]d i fucFrqr dz
AMOUNT ofASSISTANCE BEING AVAILED

d .ri ro+<t ttfr
NAME otOTHER SOURCE

erq da fi ltq

lce-wlns urg-<{ sEx fth

So lrt
:-,- 

^lnrr'.rr Kn r^-,0

. . h . r pnesexr nestoelce moness {dcB srFdg s -,]-ffi --T€ hsi l '. Hord l

cll,or'-l r a tt/&)-
PERITANENT {EsrDENcE ADDRESS : er$ olfirdtq lrdt

- 
TTff lBo\Fr *

I . L, .-----
TOTALANNUAL INCOME :

qq sfit+ €Erq Si,ontr \-- N6

Yef4 N

EIV T
FAMILY DETAILS gft.qR rE{Ei

Sr.
Fql qI

I ne of Family Member
AR q E{EII i5T iFI

Age (Yer

sc (s
s)

)

Gender
fdrl

Relr
EII

ion with Applicant
<s' * spr €Err

I )
f n Frlr. I\ Ita \ON

' ltoMte
Krr ! rt r r.t> It< |'l \N N\
C\( t'\a I r-eg t6 r) \ON

.-J

BASIS fot REQ

vdFrdt l
EiSilFEETEI wh-iaherer G applicabte)
I STTIR

Sr. No.

rq rgt
Medical Reports/Prescriptions Aft ached

3{enrdri€{ i qrt 4i 
'Tg 

sftFrqi rf$ €-d'1

A An 

-

I l\r/rrrt4iir\ 

- 

Kl"* I t

J ruIvt\\_

A
L,

-LE* 

.\-l-t.\+-"trq
L-/ *-l

Sr. I

FqI
o.

@1



oEcLAMTIoN by APPI-IoANT: qr+<6 EK slsqr Tl:
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any,

liable for rejection/cancellation.
2) I solemnry;onfirm that assistance, if received from Koshika Foundation, witlbe used only for lhe'purpose", as stated in this Form, for which such assistance

was requested by me.
il in",.ity 

"""n,i" 
ttr"t I have nol & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Tftrstees to

uie/iublistr/put-upiieproduce my name, address, photo & details of the "purpose", ,or which such assistance is requested/granled, through any

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

activities/achiev;ents. Such use of my photo & deta,ls can be rnade by Koshika Foundation before or after my treatment or fulfilment ofthe "purpose'

for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details ofthe "purpose", for which such assistance is requested/g.anted,

witt noi automaticatty enti$e me for receiving or continuing the said assistance. The decision for granting and/o. continuing the assistance will rest solely

with the Trustees of Koshika Foundaiion, and their decision is this regard will be final and acceplable to me,
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APPLICAI{T'S SIGNATURE OR LEFT THUi,tB IMPRESSION :
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AGREEIiIENT by HOSPITAL (Et,{dlt{ lr{l fiF)

By afflxing hereunder, signaiure of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we

(Hospital) hereby affirm & accept following:
ir rtir we neihdr are oresentlv nor will in-iuture availof linancial assistance from another NGO or any olher source, for the same paiient/case, as we are

,Jd;i;; i;;;i;;'iiirriil r"-r"irJtiiiri, i" r'e extent ttrit sucrr assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

iy'io"t if.i io'rna"tio", in part or in full, th;n the Hospital reseNes it's right to m;ke up the shortfall from another NGO or any other source This

c6nfirmation essentiatty st;bs that the Hospilal will not avail any duplicaG assistance tor the same patienucase from.any other NGO or any olher source'

iii;;.3.|til;;;i"# (o"Ni" Founc"tioriiJonly financial in nature. The choice of the heatmenyprocedrrre advised/conducted by the Hospital on lhe

plti"nt, i" o""uA on t 
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arrangement between the'patient & the Hospitat, and is in no way influenc.e-d by.Koshika ,Foundalion 
Hence, the Hospital will

ilrr.i -f" a 
"orpt"te 

respinsibitity of the treaiment & it's outcome & safety ofthe patlent, and Koshika Foundation will have no role o. responsibility

in the matter.
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