
D
E

l 

C
-

2
|-

0
8

-

0
0

8
I Koshika 

fo
u

n
d

 
a
tio

n
 

Building 
block 
of 

life. 

(H
ealthcare) 
(TaTEY

 
u

e
)
 

A
PPLIC

A
TIO

N
 

FO
R

M
 

FO
R

A
SSISTA

N
C

E 

A
PPLIC

A
TIO

N
 

N
o. 

: 

A
PPLICA

TIO
N

 
D

A
TE: 

E
0

5
2

4
 

| 00
3

7
 

N
A

M
E 

of 
A

PPLICA
N

T 

SEX 
fem

 

A
G

E-Y
EA

R
S 

31 3Y
EA

R
S 

FEM
ALE 

BAey 
N

o0R
 

FATIMA 

FA
T

H
E

R
'SISPO

U
SE

'S 
N

A
M

E: 

CPATYER) 

JU
B

E
R

 
AHM

A 
D

 PRESEN
T 

RESIDENCE 

ADDRESS 

H
T

 

3
1

A
T

s 
Y

l 

B
A

Z
A

R
 

SA
D

A
R PER

M
A

N
EN

T 

RESID
EN

CE 

A
D

D
RESS: 

s 3
H

G
Y

 
G

I 

MARRIED 

(aafea) 
/ UNMARRI�D 

IRarfe) 
N

 

0CCU
PA

TIO
N

: 

LABOURER 

FAM
ER) 

30,000 
(PD

eR
) 

(Attach 

Proof 
of Incom

é 

TOTAL 
ANNUAL 
IN

CO
M

E: 

PA
N

 

No. 

13 

CTGII 

H
A

I 

Yes 
/ No 

ARE 

YOU 
AN 

INCOM
E 

TAX 

A
SSESSEE(Tick 

w
hichever 

is applicable): Relation 
with 
Applicant 

FAM
ILY 

DETAILS 

R
aR

 

faG
U

 

Gender 
fel 

Sr. 
No. 

N
am

e 
of Fam

ily 

M
em

ber M
A

LE 

Age 
(Y

ears) 
39 
(q

) 53 

A
L

IM
D

 

BA
SIS 

for 

REQUESTING 

ASSISTANCE 

(Tick 

w
hichever 

is applicable) 

Any 
ether Basis/Proof 

Ration 
C

ard 
(A

ttach 
Copy) 

(A
ttach 

Certificate 
Copy) 

EW
S 

Certificate 

BPL 
Card (A

ttach 
Card 
Copy) 

"PU
RPO

SE" 
for 

REQUESTING 

ASSISTANCE: 

M
edical 

R
eports/Prescriptions 

A
ttached 

Sr. 
No. D

IA
C

N
O

-
RENNO 
BLASDAnA 

ASSISTANCE 

BEING 

AVAILED 
for 

SAM
E"PURPOSE" 

from
 

OTHER 

SOURCES 
AM

OUNT 
of ASSISTANCE 

BEING 

AVAILED 

NAME 
of 

OTHER 

SOURCE 

Sr. 
No. N

 



DECLARATION 
by A

PPLICA
N

T: 

T
 H
U

 

q
 V
: details 
in 

th
is 

Form
 

are 

T
rue 

to
 

th
e
 

best 
of 

my 

know
ledge. 

A
ny 

false 

statem
ent 

will 

render 

my 

A
pplication 

1) 
I hereby 

confirm
 

that 
all liable 

for 
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e 

T
rustees 

of K
oshika 

F
oundation, 

and 

their 

decision 
is this 

regard 

will 
be 

final 

and 

acceptable 
to 

me. 

A
PPLIC

A
N

T'S 

SIG
N

A
TU

RE 

OR 

LEFT 

TH
U

M
B

 

IM
PR

E
SSIO

N
: 

A
G

R
EEM

EN
T 

by 

H
O

SPITA
L 

(64G
IT 

AR G
)
 

By 

affixing 

hereunder, 

signature 
of our 

A
uthorised 

Signatory 
for 

recom
m

ending 

this 

caselpatient 
for 

financial 

assistance 

from
 

K
oshika 

Foundation, 
we 

(H
ospital) 

hereby 

affirm 
&

 

accept 

follow
ing: 

1) 

that 

we 

neither 

are 

presently 

nor 

will 
in 

future 

avail 
of financial 

assistance 

from
 

another 

N
G

O
 

or any 

other 

source, 
for 

the 

sam
e 

patientcase, 
as 

we 

are 

requesting 
to 

get 

from
 

K
oshika 

Foundation, 
to

 

th
e 

extent 

that 

such 

assistance 
is granted 
by K

oshika 

Foundation. 
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reserves 

it's 

right 
to 

m
ake 

up 
the 

shortfall 

from
 

another 

N
G

O
 

or any 

other 

source. 
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