
APPLICATION No. 

NAME of APPLICANT : 

OccUPATIÔN: 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME: ALI MOMD FATMeR) 

Sr. No. 

E0324 0l62 

ULRA 

TOTAL ANNUAL INCOME: 

PAN No. FeTS GII HI 

Sr. No 

Sr. No. 

DEla24-03-5504 

MoHD HASAN 

TANDA. UUARplhoeI 

BPL Card 
(Attach Card Copy) 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

PRESENT RESIDENCE ADDRESS qrH 3TATÁY YII 

LABOUR R (PATIER) 
4, 20, 000 CAMER) 

Name of Family Mermber 

AMLA CeRB AO 

PERMANENT RESIDENCE ADDRESS: IGT04 YGI 

UCSAAN 

APPLICATION DATE 20s|2Y 

EWS (Attach Cericate 

(Healthcare) 

AGE-YEARS 3T4-d SEX feit 

Copy) 

2 yeARS 

4 

NAME of OTHER SOURCE 

Yes / No 

FAMILY DETAILS yfar fgGU 
Age (Years) 
3A (a (a) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

MAE 

MARRIED (faaifer) / UNMARRIED (fAaifea) A 
(Attach Proof of Income) 

Gender 

MALS 
FEMALE 

FeMAE 
A4ALE 

"PURPOSE" for REQUESTING ASssISTANCE: 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

DIANO0- RETTNOBLabMA 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
found ation 
Building block of life. 

Relation with Applicant 

T3 ROTR 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLICANT: 3àK# AI HqUTT : 
1) l 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 a liable for rejection/cancellation. 
2) I solemnly confirm that assistance, if received from Kosnika Foundation, will be used only for the "purpose, as stated in this Form, for which such assistanc was requested by me. 3) l hereby confirm that) have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amour 
for which this assistance is requested. 

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to Uselpublish/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 activitieslachievements. 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) 1 (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. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

AGREEMENT by APPLICANT (3<5 BU HU) 

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: 

Date of Surgery 

15-08-2023 

(LTof Maa) 
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 

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 2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the 

any duplicate assistance for the same patientUcase from any other NGO or any other 
patient, is based on the arrangemnent 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. SOurce. 

AGREEMENT by HOSPITAL (TreE GU ) 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

Dr. CHAAQGUPTA 
DMÓG/RQ0745 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

Dr 
DepR (Name, Designation & Staip of Authorised Signatory on behalf of Hospital) 

3AIRA 3ye Ne Deln-i10002 
SIGNATURE of TRUSTEE 2 
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