
APPLICATION FORM FOR ASSISTANCE
sErq-dr t( e{r+<{ srsq

(Healthcare)
(<Fqq t€qq) foundation

hrhas

B q9'slooo'+0
APPUCATIOI{ OATE: I

edq ffi .thr.r i ror.r-
eoe-vans erg-d[AT',E o' APPLICAI{T :

qs<r qr rrq Uan r"rogl-,i
Se

RESIDENCE AI'DRESS

sEx frir

O n b',.-
PRESENT RESIDENCE ADDRESS

n roo

L,

lil

cil I

FATHER'95POUSE'S NA'iIE
fra,o-gq 61,

Preoo ?osloo

OCCUPATION:
EFrqrq llo r^ g r",' a-L o ,r- / uil ARflED (q@

(Attach Proo, o, lncomo)
(icrq Er {lR t{r{)

TOIAI ANNUAI- INCO,,E :

qa nffo an rr ooo

FA[itLy DErAtLs cftqn kqtgr
Sr. No.

c sqt
Namo ol F6tnlly

cfr-{R + F<d
irsmbor
iEI IFI

Ag. (Yoarr)

Bc (stl)
Gandar

fd.l
R.l.0on wtth Appllcsr
qd<6 d qrq sqq

1. D t-,, .r I fv.t

--I' nc f A^r-'i
!

r,) t| rorr.- r\

ASSISTANCESASIS for REQUESnilc (Tict whlcli.v!. b.ppllcrblrl
wrq-eidHfnfaqrqR

'Elvsc.rofrcrt!
(Attach Crdmcat Copy)

lcEq qrq !,1 yt[q yr
(rqM cf a1 Eq !fr dEr{ Ett

(.Att ch Copy)

zqqt*tt 6rt
(rqM qt d u{ rfr d8t{ Etr

Ration
Any Othrr

8.5b/Proo,
q< qif stq

"PURPOSE,,or REQUESNTG ASSISTANcE:

rnm tg H ri trrfi et z(trq:

S,. l.lo.

Fc dqr
Medlcal Rgportr/Pnrcrlpllom Attachert

qmraafer t v0 q1 
'ri !fri<< q.* rifirr

r)

ASSISTAIICE BEING AVAILED to. SA E

Ig E\tYc + k 6tt snt r[Frdt
"PURPOSE' from OIIIER SOURCE3

fuift sr< qtd * ffrd Tqr d?
Sr. }{0.

Fq {Er
ilAflE ot OTHER SOURCE

rrq qta qt rc
AXOUIT ot ASSISTA}{CE BAlrc AVAll."Eo

d q{ wrq-o wft

t\

rll!-

- -

rErlliEtET,

-

-

-
-

JCD-

-

--

E

-LI

-

PAN No. qr ({,l
You All tNcoME raxAssESsE

e{c €f,rc s'{ lrfl t (i Tq d

BPL Card
(Atbch Crrd Copy)

,rt{ tsr * +A yqq yr
(Yqrq vr d uqr rfr dEi? 6tl

Yer / No

arld

APPLICATIOI No. :

qs<{ Tiqr :

hJ^ ?l ,61 .\ r.

umnl4r16mr)

Eg c{ i6I

L

L

q

t



DECLARATION by APPLTCANT: i{Ftqs' m SqEn yil

1 ) I hereby confirm that all delails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongolng sssletencs, It any,
liabls for reJectiodcancellatlon.

2) I solemnly confrm lhat assistance, ff roceived from Koshlka Foundation, will be used only for the ?urpose', as etated ln lhb Fo.m, lbr whlch sucfi ssslil&ce
was requesled by me.

3) I hsr8by confirm lhat I have not & will not in future, avail ot roimbursem€nt, in part or in tull, fiom any othsr source/employer/insuranco comp$y, ca lio smorrnt

fo. whidr thls ssslstancp is requested.
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AGREEMENT by APPLICANT ( Em 6{R)

.l) 
By afrxing my signature or humb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Truste€8 to

use/pubtish/put-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistance ls requested/granted, through 8ny

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemlnating lnfomatior 6bout it3

activltiei/achieve-ments. Such use of my photo & details can be made by Koshika Foundalion belote or after my lreatment orfulfilment olths'purposo'

lor whlci asslstance is being requested.

2) I (Agplicant) further agree that any such use of my name, address, photo & details of the 'purpose', for YYhich such assistanc€ ls requsslgd,/granted,

witt noi automiticatty eniitle rne for recelying or continuing the said assistance, The decision for grantlng and/or contlnulng the asslstance wlll red sololy

with the Trustees ol Koshika Foundation, and their decision ls this regard wlll be flnal and acceptable to me,

t) ys yri c{ irci 6{dr6( qr d,rd ql arc End{, { (ln+<+) srrn T6cfr El gE 6rd' tcd "6ifrt6l sri3{rt qt Esd qrfrci 'Ei qE{i r[,cr tflr t{ ilc,
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APPLICANT'S SIGNATURE OR LEFT THIJMB IMPRESSION
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AGREEMENT bY HOSPITAL (r$d|f, 6II E'M)

By affixing hereunder, signature of ourAuthorised Signatory tor recommending thls case/patient for llnanclal asslstance from Koshlka Found8uon' wo

(Hospltal) hBreby affirm & accept following:

i) itrit *i nlitt dr u," presen y nor will in-future avail ol llnancial assistance lrom anolher NGO or any olher source, for the same pationucas€, as we arc 
.

niquiiting to gei fror'foshik; Foundation, to the extent that such assistance ls granted by Koshika Foundatlon. lf !!e roquestod assistanco lsrot grant€d

U-y-i6itifi io,-unariton, in pert or in tutl, then the Hospital reserves it's rightto m;ke up the shortfall from another NGO o. any othsr sourco. Thlt

;nfirma on essentia y st;les lhat the Hospital will not avail any duplicaie assistance for the same patienucase from any other NGO or any o$or sourcs.

Zffni assistince froniKoshika Foundatio; is only financial in ;ature. The choic€ of ths treatrnenvprocedlre advised/conducted by the Hoslital on thr

p;Ue;t, i; b;sed on the arrangement between the patient & the Hospital, and ls in no way Inlluencsi by.Koshika foundallor. Hence, th6 HdspltallYfll.

lisumi sote a complete resp;nstb lty ot the treatient & it's outcoflie & safety ofthe patlenl, and Koshlka Foundatlon wlll have no role ot tesponslblllly

in the matt6r.
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