
APPLICATION FORM FOR ASSISTANCE
vgrdrcn *t eTr+fi 9r5ET

(Healthcare)
(ererq teqro) rcHnitu*

foundation
Building block of lifo.APPLICATION No.

on+fi Tr@r 038\ APPLICATION DATE: ,
ffi"#il"^"^+J,1lzc

Ona-ra4pS e{r{_ ' sex frir

f\Aa.,t:,.ro [o **^
NAME ofAPPLICANT
eqr+(fr m rrq

fI

4t f
fqdlffi'gttr HI Tq rtlo .(L,r.. han r\9--
FATHER'S/SPOUSE'S NAME

bResrxr neSrornce eooRerL ,n
lrl^\,,-,^l a

PERMANENT RESIDENCE Iiil - ?a,L-[-P

n*J:*b'l
( *"f
0L8l -

-t{" n^l M.-a,h-{.
OCCUPATION
qdrgrq (f<61 / UNMARRIED (qF{'Fc)

tr6 ffif* ura
(Attach Proof of
(qrq sr {rH

lncome)
vflr)

TOTAI- ANNUAL INCOME

PAN No. eri um vsr

FAMILY DETAILS CfuqR fuqtq
Sr. No.

mq s@l
Name of Famlly
qRen + v(d

llember
'6,1 rq

Age (Years)

sc (s{)
Gender
ftfl

Relatlon w.lth Appllcant
qrqqs'6 Hrq qqg

I

t(- (* r\ .Ca n

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

wrcdr * ffi ffia elrtlr{ -/
EWS Certificate

(Attach Gertlflcate Copy)

srel $tFr +i yqm q
(vqpr ri q1 orq yfr w.r qtr

a"a#
(&l5ch copy)

sqqtfir 6rd
(rFilq r{ d srcr vfr {,sc Etr

o^rK-
Bafs/Proof

erq qt$ srsg

wrqat tg H ri fffi *,l s$q:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

mq *iqr
Medlcal Reports/Prescriptions Attached

er+ardrdreiri t qr0 *1Ti yfr+fl € {rilq

4-
r.>

OO

ASSISTANCE BEING AVAILED for SAME

vs r(t{q + t-q.+ srer vcrrdr
"PURPOSE" from OTHER SOURCESffi erq da r{ frcr rqr dz

Sr. No.

xq rfqr
NAME of OTHER SOURCE

qq r+d ql rc
AMOUNT of ASSISTANCE BEING AVAILED

d Ti wrfrr nrfr

,4l)- l) (1 (

AN
slrc alrq 6{ <rdl tdqqd 3g rn vd m'r

Card
copy)

.rtd tqr $ fiQ yqq q1

(vclvt rrd sfl 6rqr ffi wrt qtt

ts
ttvrn

Yes

6l/ q-fr

)

.t Ll

ft" rl -{-=



o€cLARATtON by APPLTCAIT !Cri<6 rr{ q}Cqr y{:

1) I hersby confirn that all dstails in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongolng asslstancs, if any,
liable f or rejection/cancellstion.

2) I solemnly confirm that essistance, if recsived fton Koshika Foundatlon, wlll bo usod only for the 'purpo6e', as statsd in thlg Form. for whidt suct .ssist6nc€
was requested by me.
3) I hereby confirm that I have not & will not in future, availof reimbursement, in part or in full, from any other source/employer/insurarrce company. or$e amou
for which ttiis assisbnce rs requested
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1)By affixing my signature or thumb impression on this Form, I iApplicant) he.eby agtee & authorise Koshlka Foundalion and it's Truste€s to

use/publish/put-upkeproduce my name. addrcss, photo & delails of the 'purpose', for rvhich such assistance is requssted/granted, through any

medium, inctuding bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating intormation about it's

activities/achievsments. Such use of my photo & details can be mads by Koshika Foundation bofore or aft€r my treatlhent or lulfilmsnt of ths 'purpos€'

for whach assistance is being requestsd.
2) I (Applicant) fudher agroe thal any such use of my name, address, photo & details of the 'purpose'. lor which such assistance is rgqu€sted/grantsd,

wi not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will rest solely

with the Trust€es of Koshika Foundation, and their decision is this regard will be llnal and accaptablo to mE.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we

(Hospital) hereby aflirm & accept following:
iytnat we neittrer are presentlynor will injuture avail of financial assistance from another NGO or any other source, for lhe sam€ patignvcass. as wa are

r;questing to get fiom Koshiki Fcundation. to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistBnce is not granted

b'Ko;hik; Fo-undation, in part or in full. then the Hospital reserves it's right to make up the shortfall from another NGO or any othor source. This

c6nfirmation essentially sdtes that the Hospital will not avail any duplicaag Bssistsnce for the same patient/case lrom any oth€r NGO or ony othsr sourc€.

iittre assistance trom Koshika Foundation is only financial in nature. The choicr ol the treatmenuprocedure advised/conducted by tho Hospitalon the

pltient, is based on the arangement between thepatient & the Hospital. and is in no way iniuenced by Koshika Foundalion. HEnce. the Hospitalwlll

issume sote & complete .esp;nsibility of the treatment & it s outcome & safety oI the patienl, and Koshika Foundation will have no role or responsibility

in the matter
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