
APPLICATION FORM FOR ASSISTANCE
qrr'rdr iE.

(Healthcare)

r qFqq irgqrd )

ot0k loptr
APPLICATION DATE
'qi<q fM O 7

loe-veenS ,rq-ad sEx fr.rTIAME oT APPLICAN]

nr*<+ an lrq '3 ttr*L"Xda,l- 64 fr4
'g 16 ,1".b. il"coA"taL l|iltahlaopkfuaa3rq q erq

FATIIER'S/SPOUSE'S NAM

PRESENT RESIOENCE APORESS 4 CiIT

0 Ituj uv Q,Lt)1-' u n

rcElnihu
foundatron

L,n

poa{upprc ,rf
PERMANETIT RESIDENCE AOORESS , l{{TE 3{rqrdC rdl

o ^t

occuPATrolr
a]?rq[q Uo

J I (Attach Proof of lhcome)
( qFr lFl xrFr { rr)

TOTAL ANNUAL INCOME

e-a sfilg 3nq 000

FAMTLY DETATLS cfi-qr ffi{.'l
Sr. No.

6q ri@r
Name ol Famlly Member

cft-snds<qlnrq
Agc (Y.ar!)

f,, (sq)
Gender

tfr,'
Relallon wlth Applicant

3{!t<6 6 qrq (qq
^t a0l\ hn nU A m.rfid t-.JJ'

lS tor REQUESTI G ASSISTAiICE (Tick whichovor ls applicable)8AS

mrra '*ffi ffi 3{N(

EWS Certific.t.
(Anach C.dflc.t. Copy)

ere $Tq E{ TqM cr
(vqq sr 1grqt rtd { rr 6ir

Ration Cerd \ ---r'
(Atlach Copy) -
sc*ftr fid

(ccrq c-, 61 sM rfr dd'r 6tr

An, othcr L--'
Barit/Proof

qq q1{ qlrq

''PURPOSE foT REQUESTIt'/G ASSISTAtiCE

wn-a fu H ,rt t*r6ar "*.
Medical Reports/Prescriptions Attached

3Tgrdr6,ei€{ i 
"rfi 

6i ,ri eft}<q q-qt Hfi,r

I

aSSISTANCE BEING AVAILEO lor SAME 
,PURPOSE ,from 

OTHER SOURcEs
5q r{..rq + tr{ 6t 3rq Fa.r{r4r fd :ra pjn i t{qt 'rqr 6t?

Sr. l{o.

rq qet
AMOUIIT ot ASSISTANCE BETNG AVATLEO

d rr{ rdrr nyfl

frI,l'tEr&rrrzlu

-r.lIB?J---

--

- -
-

-n

-

'qN t{o. rqd €rd riEqr

E YOU At{ lt{COME TA.I ASSESSEE (T'ck whrchever rs applrcable)

rFI 3iT.r 6{ crin ir rat qrq a rq c, v6I cr t<vm aqrqr arrd
(

EPL C.rd \-,--'
(Att ch CTd Copy)

Tt{ tgt + rti mq vr
t vqtq vr d wql rft ri,nrr clt

,i)
-L> Ol-r"c g

APPLICATIOtI t{o.

3n+<? tgt :

'()f v1 K,

lr n

rulnnreo (ffir) r ulnraareo (qmd !

Sr. No.

rq q@l

t{AlrlE of OTHER SOURCE

rrq eia a lrq

7*

t0.q Jhiva

t



1) I hereby conlrm lhal all delarls rn lhrs Fo.m are Tru.. to lhe besl ol my knowl€dge Any false slalement will renc,er my App[cation E onoorng assistance rf any
hable for releclion/cancellalion

2) I solemnly contrm thal assaslance.rl ,ecerved hom Koshrka Foundat@n. w l be used only for lhe 'purpose". as stated rn thrs Form. tor whrch such asgstaflce
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1)8y a,trxrng my srgnature or thumb rmpresslon on this Form. I (Applicant) hereby agree & authonse Koshika Foundation and its Trustees to

use/publish/pul'upreproduce my name. Bdd.ess. photo & details of lhe 'purpose . lor which such assislance is requesled/granted, lhrough any

medrum. rncludrng but nol limiled lo verbal, p.int, electronic, for solrcitang donalions lor Koshika Foundation and/or drsseminalrng inlormalon about it's

activrties/achievements Such use of my pholo & detaals can be made by Koshika Foundation belore or after my keatment or fulfilment of lhe 'purpose'

for whrch assislaoce is being requesled

2i I (App|canl) further agree lhal any such use ol my name. address. pholo & delails ol the "purpose-. for vrhich such assislanc€ rs requested/granled,

will nol automalrcally enlitle me for recervrng or conlrnuing lhe said assrstance. The decision lor granlrng and/or continuing th€ assistanc€ will rest solely

wrlh the Truslees o[ Koshrka Foundatlon. and lher decision is lhis regard will be final and acceptable to me
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By alfixrng hereunder srgnature ol our Aulhonsed S€natory tor recommendrng thrs case/palienl lor frnancral assrslance from Koshika Foundalion, we
(Hospital) hereby affirm & accept follovring:
1) lhal we neilhor are presently nor will an tlture avail ol financial assislance frorh snoiher NGO or any other source, for the same patienucase. as r{e are
requesting lo gel from Koshika Foundalion. to the extent lhat such assistance is granted by Koshika Foundation. lf the requesled assistance is not granled

by Koshika Foundation, in pan or in lull. then the Hospilal reseryes it s right to make up lhe shortfall ftom another NGO or any other source. This

conllrmalion essentrally stal€s thal the Hosprlal will not avail any duplicalo assistance for lhe same patienucase from any other NGO or any other sourco.

2) The assislance lrom Koshrka Foundat@n is only financral rn nature. The choice ol lhe lreatmenuprocedure advised/conducled by lhe Hospitalon the
patrent. is based on the affangement belween lhe patienl t the Hosprtal. and rs in no way ,nfluonced by Koshika Foundalion H6nce. th6 Hospilal will

assume sole E complete resoonsrbr|ly ol the lrealmenl 8 rt's oulcome E salety of lhe patienl, and Koshika Foundation will have no role or responsibrlity

in the matler
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