
APPLICATION FORM FOR ASSISTANCE

s6r€rfl e.:E en-+<r sl-sq
(Flealthcare)

({qrerq teqml

,r9, ,l
ltosnlrca
foundation

Burlding b ocx of lrleAPPLICATION No

sn+fi icqr : V Itzo 014,7 APPLICATION DATE

er+fi ftfi 2 i1 2o
AGE.YEARS sEx ffq

t"l*dxo EiV\NAME of APPLICANT
.il+€ sr crq 5+ M
FATHER'S/SPOUSE'S NAME

frtrmgrq 51 1q |\l\.a"U..c^.'$"q S)"+4
PRESENTRESIDENCEADDRESS q

n
t I

)ix
P DENCE CITI

> <.\,zP

OCCUPATION
EftT{IFI F"xrrncrt prEf,tfurnO / uNMARRTED (qRflFc)

TOTAL ANNUAL INCOME

q6 qrffi-+, sTrc tq
(Attach Proof of lncome)
(3{rq 6T qtsq rrdq)

nnrurty oerers gfrgn

wh ca Yes / No

azrrt(d q=l tt m{rdrsTs{I {frTT

qrdlPAN No

ARE YOU AN

3ilq qrq 6-{ Erdr

Sr. No.

m-q rfwr
Name of Family Member
qft-qr + e-cdrfir qrq

Age

sq
(Years)

(sd)
Gender

firr
Relation with Applicant
qr+(+- * qr?j qqrr

I )rr 1S ft I
I I

t lla iln v1?^ C

l-t l/l
)

+ (>
I

(unln€-f,, A"l^)5 I
I

BASIS for REOUESTING ASSISTANCE (Tick whichever is applicable)

F6fffl d fq1d ffia qtm

' BPL Card

{Attach Card Copy)

Tfrfr tsr * ti ccm rrd

(yrru Et at urcr cfd rorq 6tr

EWS Certilicate
(Attach Certificate Copy)

efet +tpt q'ri yq1ot .fi
(rwr sr +1 srcr ffi rrfl.{ +'ir

Ration Card
(Attach Copy)

sq+ffr 6d
(cqtq s{ e1 etrqr cfd rml otr

Any Other

Brq 6t{ srw
Basis/Proof

"PURPOSE" for REQUESTING ASSISTANCE

saq-at tg H'rA ffi ffi s'Srq:

Sr. No.

mq qqr srsrdr-d/sF€{ i qTfr 61 Ti yfd+ql Hclrl
Medical Reports/Prescriptions Attached

rHt

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w Edrt'+ tq.+ orq {6Frdr ffi erq dr t frqr rqr Eiz

AMOUNT of ASSISTANCE BEING AVAILED

d rr{ vo{fl qsfr
Sr. No.

mc dsr
NAME of OTHER SOURCE

errq do m *q

I ' .t)t

VN-c- 9).* o- o13

P"-4 ?xfuh

oL6T)qwJ*\s
S;

,l
t'

;laI r

( I'

k

-F,P-r'n

f ,,+Pn h-

-( -t) *L- \',J1



DECLARATION by APPLICANT: Wti,i1+ 6R1 *qqt T{i:

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement wrli render myApplication & ongoing assistar

liai:le for rejectionlcance'llation

2) I solernnly confirn'r that assistance, if recerved from Koshika Foundation. will be used on y for the "purpose', as stated in thrs Form. for which such a

,vas rcquested by me

3) I hereby confirnr that I have not & villi not rn ,uture, avail of rermbursement. rn part or rn fu . from any other source/employer/insurance company, of
for which this assistance is requested
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AGREEMENT by APPLICANT (qr+{fr Ertt fiR)

11By affixing my signalure or thumb impression on th s Form, | (Applicant) hereby agree & authorise Koshika Foundation and rts Trustees to

use/publish/put-up/reproduce my name, address. photo & details of the "purpose", for which such assrstance is requested/granted through any

medrum, includinq but not limited to verbai prnl. electronrc for soliciting donations for Koshika Foundation and/or disseminating nformation about it's

activities/achievenrents. Such use of my pholo & deta is can be made by Koshika Foundatron before or after my treatment or fulfllment of the "purpose'

for whioh assistance is being requested

2) I (Appiicant) lurther agree that any such use of m;' rame address pholo & details of the 'purpose", for which such assistance is requestedigranted,
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AGREEMENT by HOSPITAL (rgIill.f, 6I{ EFM)

"L
By affixing hereunder, signature of cur Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby affrrm & accept folir.rwing:

1)thal we neither are presently nor will rn future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
recluesting to get frcm Koshika Foundatron to the exteni that such assistance is granted by Koshika Foundation. lf lhe requesled assistance is not granted

by Koshrka Foundatron, in part or In lull, then the Hospital reseTVes rl's righl to nlake up the shortfall fronr anolher NGO or any other souroe. Thrs

confirmatjon essentially states that iire Hos0ita wrll rct avari any dupiicate assrslance for the same patient/casc from any other NGO or any other source.

2) The assistance froni Koshika Foundalion is orrly financial rr nature The choice of the treatment/procedure advised/conducted by the Hospitai on the
patient, is based on the arrangeilrent beiweer) tne iratrent & the Hospilal, and is rn no way influenced by Koshika Foundation. Hence. the Hospital will

assume sole & conrplete responsibility of tne treatment & it's outccme & safety of the patlent. and Koshika Foundation will have no role or responsibility
in lhe matter
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