
VRN - C'-'tx, *,t -0 ZI&

APPLICATION FORM FOR ASSISTANCE

TrgTzrdT +( qr*qn sl.stl
(Healthcare)
(rsnrrq tqqrei

,,9, .l
ItoSl'1tl,aa
foundation

Building block of 1 feAPPLICATION No.

3ffifl g€ql : v ll zu o I37 APPLICATION DATE :

snasr ffffi oq l,rl=u

lu

Pr=+

0I3T) Vlarp

NAME of APPLICANT

sTr+(fi sl crIl ww AGE-YEARS urg-e{ sex fr{

5( F
FATHER'SlSPOUSE'S NAME

fmm#q eT qrq D
PRESENT RESIDENCE ADDRESS *

la!.g rr-ig?) r

PERMANENT RESIDENCE IRIT

a-_
"il'vd

OCCUPATION
qrqrq HEm€ Sx,6ln-*n"l / uNMARRTED (stffi)

INCOME )anotqfi-d o{c

(Attach Proof of lncome)'i-qt q, *iec tm'ri' N h
PAN No, TSIII um +isr
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):

f{r 3{Fr qrq 6-{ (rdr t td qrrl ri vs ci xE1 ql ffifi-i HrnAl

Yes i No

arcA€
FAMILY DETAILS

Sr. No.

rq qwr
Name of Family

oru,.4 s<d
Member

'q;1 1tq

Age (Years)

tss (sq)
Gender

fdq
Relation with Applicant

3iTdffi 4, $q {qq
N

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

*.6mdr+ffifsqfrBTrrrR

: BPLCard
(Attach Card Copy)

'rfl-fr 
tql * ti sqrq qx

(cqu sl al sm vli vert qtt

. EWS Gertificate
(Attach Certificate Copy)

ofel slFI e,i Cqlof tfd

(InM q? qfr 6rqt vfr sifrq sit

Ration Card
(Attach Copy)

Eq*ffr fld
(rqpr vr o1 sm vft re'{ 6tr

Any Other
Basis/Proof

F sti slg

"PURPOSE" for REQUESTING ASSISTANCE:

{Erqdr tE ffi rra ffi rr c$rq:

Sr. No.

E q Tr€ql

L

4Et .q,

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

{q s*{q + t-{.si{ o{ei qrFrdl ffi orq dn t ftrar Tqr d?

Sr. No.

6q qtsfi
NAME of oTHER SOURCE

sr;q Eld 6I qlq
AMOUNT Of ASSiSTANCE BEING AVAILED

efr .ri vgr+fl irsft

I

\

1

t
F&*-

t,-(ftr-]ly

f\n

TV

n*q I



OECLARATION byAPPLICANT: eT{(d 6lfl qfqufl rH'

11 I hereby confirm that all details in ihrs Form are True to the Dest of my knowledQe. Any false statement wrll render myApplication & ongoing
lraolc for relectrort/cartcellatron

2) I solenrnly confirm that assistance, if received from Koshika Foundation will be used only for the 'purpose", as stated in this Form. for which such

was requested by me

3) | hereby confirnr thal I have not & vrill not rn future avail of reirnbursement. rn part or n fu from any other source/employer/insuranoe company, of the
for whrch thrs assistance is requested
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ls of the "purpose , for which Stich assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating informatron about

activittes/achieverTrents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fuifilment of the 'purpose"

for which assrstan0e is berng r€quested.

2) l(Appicarrt) Iurtheragreethat arrysuchuseo[nryr)an]e address,photo&detailso[the"purpose',forwhichsuchassistanceisrequestedigranted,

with the Trustees oi Koslrrka Foundatrorr arrd tlreir declsion is thrs regard wrll be iinal and acceptable to fire.
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AGREEMEI.IT by HOSPITAL (rFmrfl gm fi,.{I{)

By affixing hereunder signature of our Authorised Signatory for recommencling this ca$e/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirnr & accept foll,rwing

1)that we neither are presently nor will in future avail of financiai assistance from another NGO or any other source, for the same patienvcase, as we are
requestrng to llet fronr Koshrka Foundation lo lhe extent that such assrstance rs granted by Koshika Foundation. lI lhe requested assistance is not granted

by Koshrka Foundalrorr, rn part or rn [ull, then the Hospital reserves jl's nghi to nrake up the shortfall [rorn anolher NGO or any other souroe. Thls

confrrmation essentiall)r staies that thc. Hospiial will nol avail any duplicalc assrslance tor the same patient/case from any other NGO or any other source.

2) The assistance frr-rnr Koshiira Foundation is oniy financiai in nature The ch<-iice of the treatnlent/procedure advised/conducted by the Hospital on the
patjent is based on the arrangenlerrt between the oatrent & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conlplete responsibility of the treatnlent & it s outcome & safety of the patlent. and Koshika Foundation will have no role or responsibility
in the rnatter
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