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foundation
APPLICATION No.: Mh^n )o (r<^ APPLICATION DATE : Building block of life.

:
AGE-YEARS 3TT^-^ SEX 1#TNAME of APPLICANT :

3TT^3> ^iT '114 1o-
FATHER'S/SPOUSE'S NAME: 
fIldl/<»)^«l HR knt j-h

i
PRESENT RESIDENCE ADDRESS TOH tmm m

MSE PASTE PHOTO HEREfyn/i puv f h'N- kUrfi
'Tclif

HE rs
PERMANENT RESIDENCE ADDRESS: mj m

n-hrvJg.

OCCUPATION : MARRIED (forffcT) / UNMARRIED ('5lf^lftn)-^M'vvo /wxikrrY
TOTAL ANNUAL INCOME :

dlf^kb 37R
\ (Attach Proof of Income)

(3TR Hi! TPH TfcFf) fv •'>
-eimi itPAN No. TSTlf TgRH fj A

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable):
HHT 3tro arra HJT wt (oit HR? HR Hn f^RlH ePTl^l

fio\
Nt

Yes /
/

FAMILY DETAILS HftHR f^T
Sr. No.

wn
Name of Family Member

$ WHf Hil HR
Age (Years) 
SB (^f)

Gender Relation with Applicant 
frl^Vfr ^ RRfeR

T M XfYYl

Roiko.4 lLIk

£A OrYVM Pin>AyA4-^

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
f^dRl 

BPL Card
(Attach Card Copy)

'I<141 4l4 khi u i
(WH HW HTt wn Hfif  RHR Hit  I

EWS Certificate 
(Attach Certificate Copy)

aTFH 3HH H7! 3RFT HH 
(3RTH HH Hit WHI 3ltcl RcFf Hit  I

Ration Card 
(Attach Copy)
HHHtHHI HiTsj

(1RFI HH H)t WHI 3lfH RcFT Hitl

Any Other 
Basis/Proof

3TR Hit^ RI^H

“PURPOSE” for REQUESTING ASSISTANCE: 
RFTHfll ^3 ^ ^141 Hi!

Medical Reports/Prescriptions Attached
^ Rift Hit Hf <^41 TRRH

Sr. No. 
HR RIsHT

I \m% kI fs<0)w Li) /' at4fly:0 ( Pft tu

Cocf^Wci r>L( d ■-

XUb\U ‘VtQi’Y^rT RT^ kirc X

ASSISTANCE BEING AVAILED for SAME ‘^PURPOSE" from OTHER SOURCES 
■^R ^ ^3.Hit^ 3FT R^THHT f4i41 3TR <4ld ^ felHT HHT ¥t?

AMOUNT of ASSISTANCE BEING AVAILED
eft RFTHHI TPfft 

Sr. No. 
HR WU

NAME of OTHER SOURCE 
3RH <4td HiT H1H

^crertj p•nftr ^\



DECLARATION  by  APPLICANT:

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance 
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount 
for which this assistance is requested.
1) 4 'sjfro ^ fonjs urerq ^ ^ ^ ti ?? fnft $i ■qft ^ few wr ararq w oirar $ tit wren fetr ^ twh ! ti
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AGREEMENT by  APPLICANT  gm wm)

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it’s Trustees to 
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it’s 
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose" 
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, 
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

1) Iprt RT ^4-1 TOJ15R 3RI^ efit WI ci'li'M, STHT WRftT 3?lT ^ fe HIM,
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2) I (3tfe^») to ^ RTOd ^fe In 'tin, nm, 'tfH slR 1few ■sft fe wrrh  ^ 13nf*fci ■! wd: nFRTcn n>r -tit oh kiii  to  Tnnn I
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APPLICANT’S SIGNATURE OR LEFT THUMB IMPRESSION :
If swi^R m ®rj I nn feiR

AGREEMENT by HOSPITAL (TORira 5RI wm)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we 
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter.
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