
.' C.-zo '-l -CD

APPLICATION FORM FOR ASSISTANCE

sardrdl tq sdrq-<-{ qrscr
(Healthcare)

(rqrprq toqrol

,r9, ,,
Itos,,1tl'aa
foundation

Building block of life.APPLICATION No

erTdfi vcqt r I \zo al25 APPLICATION DATE

oz \l LV\on+fi fffft I
AGE-YEARs e+rg-et SEX frI

61 FRq,If dq
NAME of APPLICANT

oTr+ffi Hl lrq

FATHER'S/SPOUSE'S NAME

frwo-gq 61* /rJeey N'tg4nnu**,
PRESENT RESIOENCE ADDRESS

U

arir-l{-
RESIDENCE AOD qfll

rcr.G

fr--F t*l*
(azrWJs

p6i 1n'<raO / uNMARRTED (srffi)OCCUPATION

TOTAL ANNUAL INCOME

q-6 qrffi-s s{c l8 u-6",- G*;,ly)
(Attach Proof of
(o{r{r 6I qtH Sffi"NA

PAN NO, ul-dl

ARE YOU AN INCOME

*[ 3Tg sTrq 6'{ (ril
TAX ASSESSEE (Tich whichever is applicable):

t tqr qr',q a sq c{ vfr HI t{YrH f,rnql

Yes/No 4artrtVz
FAMILY OETAILS

Age (Years)

ss (sq)
Gender

fr'l
Relation with Applicant

3i1-{6 s qrq gqq
Sr. No,

mq q@r
Name of Family Member

ckqn d rqpd qir ilq
\4Y."f M

tL€IiU/(-)

BASIS for REQUESTING ASSISTAtICE (Tick whichever is applicable)

snqdr*ffifrfaqqn

Ration Card
(Attach Copy)

Bqliffir e,rd
(v$n c? o1 ercr cft voq str

Any Other
Basis/Proof

erq +ti snc

' BPL Card

(Attach Card Copy)

,rfl-fr tgr * ti ccror qd

(cqm-!t:t a1 srqt ffi gort atr

EWS Certificate
(Attach Certificate Copy)

s16rl sl1q e,i yCFI .fd

(vqm w{ +1srqt vfr wq +i't

"PI.,RPOSE,' foT REQUESTING ASSISTANCE:

qtFmrtgftrAdffimc<iwr

Sr. No.

sq s@r

Medical Reports/Prescriptions Attached

ereir-oretEs{ t srt 6.l T{ vtd+fi q-d r-dq

/.-:

BEING AVAILED for SAME "PURPOSE" from OTI-IER SOURCES

qq E{t{q * tq.+ 3rq vdFril ffi 3rq dn t lcrfl'rql d?
ASSISTANCE

AMOUNT of ASSISTANCE BEING AVAILED

d'ri wrrrdr {Nfr
Sr. No.

frq SGII

NAME of oTHER SOURCE

erq dr m trq

\ la IIFI 3]IEM q !-aI
F

pa

I.,

ft.\:
^i\

rn

ts

el

"*<f'r't

ili(t ) t{i-



DECLARATION by APPLICANT: 3rT+{d RtI F{fquII Yi'

11 I hereby confirm that all details in this Form are True to the Desi of my xnowledqe Aiy lalse statement wrll render myApplication & ongoing

iaDle for rejectro,t/cancellatron

2) I solenrnly confirm that assistance, if received from Koshika Eouncatron v,i i I be usec on l for the "purpose", as stated in this Form. for which such

was requested by me.

3) lherebyconfirnrthatlhavenot&vrill notrnfuture,avail of rernb..rrsement r0ai''l or niu fromanyothersouroe/empioyer/rnsuranoecompany,of the
for which tnis asslslance is requested
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11By atfixino my signature or thumb impression on this Form. l(Applicant) hereby agree & authorise

use/publish/put-uplreproduce my narTre, adoress, photo & details of the "purpose , for wrilcl'r such assistance is requested/granted, through any

medium. including but not lrmited to verbal, print, electronic, for soliciting donations for KcshLka Foundation and/or disseminatrng information about it's

acrivities/achievements. Such use of my photo & details can be made by Koshika Foundal cn before or after my treatment or fulfilment of the 'purpose"

for whioh assistanoe is.berng requested.

2) I (Applicanl) fui"ther agree that any such use o[ my name, address, photo & details of the purpose", for which such assistance is requesled/granted,

wili not ?lulomatrcally entitle nre fr.)r receivrng or conlinuing the said assistance. The decis on for granting and/or oontinurng the assistance will rest solely

wtth the Trustees of Koshika Foundation, and their decision is this regard will be tlrtal and acceptable to nre.
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AGREEMENT by HOSPITAL (Ewdrfl ERr 6'{R)

By affixing hereunder, signature of ourAuthorised Signatory for recornrnending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept fotlowing

1)that we neither are presently nor will in future avail of financral assistance from another NGO or any olher source, for lhe same patient/case, as we are
requestrng to get frorn Koshika Foundatron, to the extent lhat such assistance rs granted by Koshika Foundation lf the requested assistance is nol granted

by Koshrka Foundation, in pari or in iull. lhen the Hospital reserves i1 s nght lo nrake up lhe shortfall fronr another NGO or any other source. This

confirmation essentially statcs tnat the Hosprtal will not avail any duplicatc assistance for the same patient/case from any other NGO or any other source.

2) The assistarrce from Koshika Foundatron is only frnancial in nature. The chtiice of the treatment/procedure advised/conducted by the Hospital on the
pattent. is based on the arrangenlent between the patrent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assunte sole & conrplete responslbrlity of tne treatrnent & it s outcome & saietv of the patrent, and Koshika Foundalron wrll have no role or responsibility

rn lhe ma[er
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