
APPLICATION FORM FOR ASSISTANCE
g6r{r(rr +{ 3Tr+ea{ qrs-q

(Healthcare)
(Rr(gr4 tqqrd) rcHnia

foundation

fra,o-gx 61 1q

0
EI!X

at-
C a

,!G!:dli:tliElNAME otAPPLICANT
on4<+ ql rrc

APPLICATIOiI tlo
srd(l {€qr :

APPLICATIO'{
elriqr fd{i ,

RESI TiII

NT RESIDENCE ADDRESS : ITdI

t,

67-11

tdt! -
no g

p
1

elo(
OCCUPATION
qfRlFt Hocn-q atn l^N u6'nreo (kfin) iu***^'.o lnno,roff

(Attach P,oof o{ lncom.)
( srq 6r srH vdr{)

TOTALAN}IUAL II{COIilE

tra afi-* an

FA TLY oETAlLs qfi-qR Ffi{q
Sr. No.

mq Ewr
l{ame ol Family Memborqfr+r*s<duw Age (Ye.r!)

^sc 
(s{)

GEnder
ftf,r

Relatlon wlth Appllcant
iqrt<q i stq sqq/{ 'r) :f ) I A t 

^,Ak't 
,/n fY

( F)\ ) a')\_7

BASIS for REQUESTING ASSISTANCE (Tict vrhichovor i3.ppllc!bl.)
qrrqardffiffii{MR

EWS Cortificete
(Attach Cortifl cal. Copy)

ore qrq q,f cqrq Tr
(cqq vr 61 Brqr rfd Fsq ctr (rq vr q1 s[ql !h {ar{ 6tr

*rqni/
Berl'JProof

q-{ 6t srq

un<-<rfuHriffi6r<w.
"PURPOSE" tor REOUESTIt{G ASSISTA},ICE:

Sr- ito.

6!t9--...
lr.dlc.l ReportdPralcrlpdo[ Attlch€d

qsararefm 1vrfr 61 Ti &+<r q.A da'? 
^tL./

\lt ,,fOt W

ASSISTAIICE BEING AVAILEo to. SA E "PURPOSE" lrorn OIHER SOURCES

T{ B<t{q * tt qt{ qq mrq-o ffi er< Fin t faqr rcr d?
Sr. No.

mqcq^
i{AME ofOTHER SOURCE

erq*amm
AMOUNT oIASSISTANCE BEING AvAlLE0

d, d ${rrdr {{fr
I \t)

@cil@ilGII'iliE
il

IqJEIT.IETYftfrJTEIZEi-fi 
-

-

-
-

-

-

-' l{ No GIrdT ttsn
YOU AN INCOME TAXASSESSEE (Tich whlchever l! appllcable):

Rrr srFr srFl qT <ra t (d qr-q i ss qr rd w frrnr drrril
Yes / No
1ll /

BPI- Cad
(Att ch C.rd Copy)

'd-A tet *+i
(vqpr sx 61 Eql ctr

lt D

FATHER'S/SPOUSE'S NAME :

Vtin ). 't vf

la

-

il \

R.io Catd --/-(Atbch Cqrrr-
Bq&(-qrd

t) P^ C\ ln f t_

,J



DECLARATION by APPLICANT: qd<T, ERr qilqr rr:
1) I h€reby conflm that all details in lhis Fom are True to the best of my knowledge. Any lalse statement will rendor my Application & ongoing asslstance, if any,

liablo for rejectiory'cancellation.
2) I sol€mnly clnfirm that assistance, if received frem Koshlka Foundation, will b€ used only for he'purposo', as stiated in this Form, for which such assistance

was requested by me.
giineriOy contu; hat I have not & wifi not in tuture, avail of reimburs€ment, in pad or in tull, iom any other sourcd€mplcyet/insuranc€ company' ol he arnount

for ,rhich this assistance is requested.
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By afiixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, vre

(Hospital) heroby afllrm E accept lollowing:
i) tnit we neitner are presen(y nor will in future avail ol linancial assistahce from another NGO or 8ny othor sourco, for thg same patjenucase, as lve are

requesting to get from Koshik; Foundation. to the extent that such assistance is g.anted by Koshika Foundalion. lflhe requested assistance is not granted

by koshik; Fo;ndation, in part or in full, then the Hospital reserves it's right lo make up the shortfall hom another NGO or any other source. This

c;nfirmation essontially st;tes that th€ Hospitalwill not avaal any duplicatg assistance for the same palignucaso from any olh6r NGO or any othor sou.ce.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on lhe
p;tient, is based on the arrangoment between tho pati€nt & the Hospital. and is in no way inlluenced by Koshlka Foundallon. Honc6, the Hospital wlll

assume sole & complete resp;nsibility of the tr6at nent & it's outcome & safety ofthe pstient, and Koshika Foundation will hav€ no rol€ or responsibility

in the matler

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agr€e & aulhorise Koshika Fouodalion and it's Trustees to

use/publishi put-upiieproduce my name, address, photo & details of the 'purpose', for whlch such assistance ls requested/granted, lhrough any

meaium, inciuding oui not timited to vorbal, print, electronic, for soliciting donations for Koshika Foundation and/or diss€minating lnformation about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundatlon before or aftgr my treatment or fulfilnenl ol the 'purpose'

for which assistanca is being requested.
2) I (Applicant) further agree that any such use of my name, addre$, photo & details ol th€ 'purposs', ,or which such assistance ls requested/granted,

wi nol automaticatty enti0e me for receiving or continuing the said assistance. The docision for granting and/or continuing lhe assistance will rest solely

with the Trustees of Koshika Foundaiion, and thear decision is this regard will b€ llnal and acceptable to ms.
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