
APPLTCATION FORM FOR ASSISTANCE
€-6r{ril +( 3Tr+<{ srs.q

(Healthcare)
(eltqq tsqsl

0e Z
FLX

a(
-s{

,?

AGE.YEARS

APPUCAflON ,,1o.
qr+<{ ri@r :

t{A E oIAPPLICANT
orr*c6 6r arq

APPLICATION
i{r&-{ M

)

hthaS

l-swo0

ESIDENCE

peaulxem nestoelc

\) r
PRE D S

MARRIEO (ffir) r unnaanreo (effia)

PAN XO. I T{ EITdI TiGlI

FATHER'S'SPOUSE'S ?{AME
tvtormgx 6, ,*

(Attach Proot o, lncofio)
( slrq 6l qrH Efrrr)

OCCUPATION
q{grq
TOTAL A}INUAL INCO E

Ea qfitd' erc

FAMTLY oETAILS qn-qR t{q{q
Sr.l{o.

Eq (gI amilyName of F

cfuR * ember
SI IFI

Age (Yea.s)
rs (s{)

Gender
fti'r

Relatlon Y,lth Appllcant
6 qlq ERq

\

STANCEtsAAS foa REQ ESTINGU ASSt (Tick is ic.bloapplM ffif,+ 3{tIR

atd
(
Ration Card

v: d erqr fd iH'{ sir

copv)
EWS C.rtffcrte

(Attach C..tHc.to Copy)
er* wc s,f rcm y{

(Y{q rr d acr rfr t .r 6ir

Anyothsr_....--
Sa.ltPrd

q{''irlt Erq

Medi cal Repo,ts/Prescription! Attached
Enrffirsl€( { vrt q1 d ffiA<? S-+

BASSISTANCE NEI G AVAILED SAfor EM PURPOSE' from OTHER souRCES+{q 3ITI+{ gfi{dl qrlffisdw cFiak IFIIfdqr d
Sr No.

d@r
NAME ofOTHER SOURCE

rrq sla q rn ASSISTANCE BEIIIG AVAILEOAMOUNT of
d {ttqdr {rt

lLllrl
I

EIt*tll

-
-

-

--

ARE YOU AN INCOME TAX ASSESSEE (Tlck wlrlchever l! appllcable)
lqqqrqo.tqra+ (qt qI{ 6t frvtn d'ndl

BPL
(

,rtd * rti ycrq q{
copv)

(iIqlq cr al ucr rft d.rr{ str

Ye! / No
El/

''PURPoSE" for REeUESTTNG ASSISTANCE:

mrq-m iE H,rt ffi er u(w:

)_
foundation

a
I

L

\-l

'\

!r

c
I

fi
L.
t 

, ,/:-

S.. No.

i;I.[tsr

ss qt rrfr qr



l) By af,ixing mY signature or thumb imPression on this Form, I (ApPlicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/Pu!u p/;oproduce mY name, address. photo & details of the "purpose" , for which such assistance is lequ ested/granted, through any

medium, including but not limited to verbal, Print, electronic. for soliciting donations for Koshika Foundation and/or isseminating information about it'sd

for which assistance is b€ing requested. a, {6r whtch such assistance is requested/granted,

2) I (Applicant) further agree that any such use of my name' address' photo & d6tails of the 'purpose'' lor whlctt such assigtan'

wi, nol auromatica,y entiue me ror recervrni-or Lni'inring th" ,"io 
""iist"n"e. 

fire iJiiio-n iJ !,"iting anaot 
"ontlnuinE 

lhe assistance will rest solely

with the Trustoes of Koshika Foundation, an-itfreir oecisi-on is ttris regard will b€ final and acceplable to me'
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activities/achievements. Such use of mY Pholo & details san b€ made bY Koshika Foundation belore or after my treatme nt or fulfilment of lhe 'PUrPose'
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By afflxing hereunder, signature of our Authori sed Signatory for r€commending this case/palient lor financial asslslance from Koshika Foundalion we

(Hospital) hereby affrm & acc€pt lollowing

1) that we neither are prese ntly nor will in luture avail of financial assistance from another NGO or sny othor source. lor lh€ same Patient/case. as we are

req uesting to get from Koshi ka Foundation, to the extent that such assistance E gra nted by Koshika Foundation. lf the requested assistanct is not granted

by Koshi[a Foundatioo. in pad or in full. then the HosP ital rese.ves it's right to make uP the shortlall from another NGO or any othe r source. This

nfirmation essentiallY states that the Hospita I will not avail any duPlicate assistance lor the sam€ Patienucase from any othsr NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted bY the Hospital on the
co

arangemont b€twoen tho pati€nt & th€ Hospital and is in no way inlluencod bY Koshika Foundation. Hsnce, the Hospital will

assum e sole & complete responsibility of the treatme nt & it s outcomg & safety of the Patient, and Koshika Foundation will have no role or .osponsibilitypatient , is based on the
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