
APPLICATION FORM FOR ASSISTANCE
s6rq-dr t( 3rr+<{ yr6q

(Healthcare)
(€relc toqrd) rcHhik"

foundation

ffi!ENE EFF!]lAllE ot APPLICAflT
qri{+' 6r {q

APPUCATIOI' DATE :

icd<{ ffi to

bl.,
10

PRESENT KII
9\n n

AODRESS

FATHER'S'SPOUSE'S I{AIIE
frtrrr-gx 61 11,

\l. h- frJ I ro rt V.ui-
PERIIANEiIT RESIOEI{CE ADDRESS tifl

o-
Pr{, o P PoSlop
O>8 + SWdhnn

I

OCCUPATION
AFRIFI U ef.d mmrueo (ffir) r uruennreo (eFznFr)
TOTAL ANNUAL IIICOIE
q-o sfif* qrc

(Attach Proot ol lncoms)
(iBrc 6l stH *.rr{)

PAN o. Tq( El? riEqt

Sr. No.
Eq dqr

amily
IKEI

N.me ot F
qR-fi d

fember
ifiI tFr

Ago (Ye.r.)
ss (c{.)

Gend6r
fti'r

R.l.llon wlth Appllcant
fit<6' d crq {<u

\

-

- -

forBASIS ASSISIANCREQUESTING ts(rick appllcsblo )
+F6Rrdl H tuft 3ltm

EWS C.rtic.t
(Att ch C.rltfic.t! Copy)

qF tcrq qrl yqtq !t
(vqM cr a1 a{I rfr d\fi 6tl

R.Uoo C.rd
(Atlrci Copy)

Bcqtfi 6rC
(rqrlr yr d tcl rFd {\m Ill

Any Olhr,
Basi./Prool

qq al{ srg

Sr. llo.
Eq dqr

lredic.l Ropod!/Pr$criptioN Afirchod
xwmdr6f€{ i vr0 d ,rg eFdA<{ Wr R-d,r

TANCEASSTS BEING LED tor ESAM PURPOSE" OTHERftom souRCES
w + 3{:4s*{c {i{ ffiFtrqin d?qrrk fdqrd 4qT d?

Sr No.

*,c d@r
NAIIE otOTHER SOURaE

rrq*rq,tm AlrOUt{T ot ASSISTAT{CE BEING AVAILED
d T{ q[rl-dr {yfl

ril

t

@EE @il

E

-

-

I}II

ARE YOU AN INCO E TAX ASSESSEE Olck whlch6ver i. appllcabl.):
rT 3rN 3rFr 6{ <ra t (d qrq d ss ct sd 6r fril? f,qril

BPL c.d
(Atlrch Card Copy)

qt-4 tq * *i yqrq qr
(vqm cr si snr cft Ra,r dtr

Y.r / l'o
drrfr

FAI{|LY DETATLS qn-qR ffi{ul

"PURPOSE" for REOUESTING ASSTSTANCE:

rara tg H,rt ffi cr s(kq:

APPUCATION t{o. :

qd<{ vcel : B I ost+ln:.,R u
S l-r""\-.J}.,ar.,.^q.- 'k)

I
I)

,1L



OECLARATOI{ by APPLICANT: rart<6 !m *qqr q?:

1) I hereby confirm that all details in this Form are True lo tho best of my knowledge. Any ialse statement wlll render my Applicstion & ongoiru assistance, if any,

liabl€ for rsj€ctiorvcancEllation.
zf i""rirn"fy i"iini, mt assistaocs. if received trom Koshika Foundation, will b€ used only lor tl€ 'purpGe', aE stated in lhis Form. for which such assistanca

was requ€sted by me.
Sit her;oy connrm ha I have nol & will not in future, avail of reimbursoment, in part or in tu

for wlrhh this aEsisiance is requested.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/pul-up/reproduce my name. address, photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my pholo & details can be

lor which assistance is being requ€sted.

zf t leppticantl rurrrer agree-thai any such use of my narne, address, photo & dstailg o{ ths 'purpose', tor whlch such assistance is requested/granted,

jtt noi automaticatty eniiue me for receiving or continuing the said assistiance. The decision lor granting and/or continuing the asslstanco will rest solely

with the Trustees of Koshika Foundation, and their d€cision is this rggard will b€ linal and acceplable to me.
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By affiring her€under, signature of our Authoris€d signatory for recommending this cas€/patient for rinancial assistance from Koshika Foundation, we

(Hospitalthereby afirm a accept lollowingi
'i)that we neither are presently nor will in future avail of financial assistance from anothor NGO or any oth6r source. for the same patient/csse, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not g.anled

by Koshika Foundation , in part or in full, thsn the Hospital reserves it's right to m,ke up the shorthlllro m another NGO or any other source. This

conrlrmation gssentiallY states that the Hospital will not ava il any duplicale assislanc€ for the sam€ Patienucase lrom any other NGO or any oth€r gourc€

2)The assistan€! from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on tho arrangom€nt botwoen th€ pati€nt & th€ Hospita l, and is in no way inf,usnc€d by Koshlka Foundation. Hsncs, tho Hospital will

assume sole & complete responsibi lity ot the tresgnont & it's outcome & sslsty of the patient. and Koshika Found stion will have no role or responsibility

(Applicant) heroby agree & authorise Koshika Foundation and it's Trustees lo

ls of tho 'purpose', for which such assistance ls requ€sted./granted, lhrough any

soliciting donations for Koshika Foundation and/or disseminating lnformation about it's

made bt Koshika Foundation belore or arter my treatrnent or lulfilment ol lhe 'purpose'

in the matter.
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