
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(er*qq tsqmlq6rdr<n t( s{r+<-{ srsq rcHnia"

foundation
Euilding blwk of lifc.APPLICATION DATE : f

sn+qrffi l.lIr)zr
APPLICATIONNo.: I t
sn+qr$qr , 14 / OAfuE I Oq AZ

sex fuir
Y\rlwde bpPet-

NAME ofAPPLICANT
sn+ss fil rrc g>

^1FATHER'S/SPOUSE'S NAME

frarle-Eq m rq
ch LoI e Hqri rrcdappc.

Iil-{ Eil-ERPRESENTRESIDENCEADDRESS qi qcil
-+- tr r f)lr .Lr1

a roo ll I Ta- oLl'I'ro-
PERMANENT RESIOENCE ADDRESS cil

)
Pra oP Pos+ 0P
0 5 G3 rtuha/.evrtPPa

OCCUPATIONqd{H Un:r.,p(ouool rrrARRrED (ffi) / UNiTARRTED (,xffifl
TOTAL ANNUAL lNCOitE :

5s qfr* ena
(Attach Proof of lncome)
(qrc 6.r qrH €drl)

I{

PAN No. rerdl

Yes / No

arrfr

Gender
gccfrqn tName of

ARE YOU AN INCOME
iFII 3IIq 3nc q{ Erdl

Sr. No.
uq rfwr

wrrar * fei ffic slrtlr(
BASIS for REOUESTING ASSISIANCE (Tick whichever is applicable)

Any Other
Basis/Proof

qq qlt srH

/-
Ration Card

(Attach Copy)

scr+ffr 6d
(v{q tn qt uqt cfd r(t-t ctt

BPL Card
(Attach Card Copy)

'rt-4 tqr * *i vqrer w
(yrm w q1 erql cfr se'c E6tt

EWS Certificate
(Attach Certlflcate Copy)

orer srnt cd ymr vd
(crrg vt +1 em yfr rtcr{ 6tr

ffiI tg H,rt ffi l51 v$q:
"PURPOSE" for REOUEST]NG ASSISTANCE:

Sr. No.

oq vqt
Medlcal Reports/Prescriptions Attached

orwdre/f€( t qrt 61'r$ cfter {* rd,T

N \)

o-) r r,l .t+A O F l-^

"PURPOSE" from OTHER SOURCES

ffi qq dd t ffiqr rrqr d?
forAVAILED SAME

+ IIEFTdISraIw 6tiuttw t(
AIOUNT of ASSISTAi{CE BElilG AVAILED

rft q{ ulrmr wft
NAilE ofOTHER SOURCE

qq *c q,t qlq
Sr. No.

fiq qqr

9C ) d)/)D
tc

FAMILY DEIAILS

TAX ASSESSEE (Tick whichever is appllcable):

t tsl crrq a ss qr s6 61gqrH ffi;

frh sn+f6 + {M :gtrNJI

If a^ Ll-.^.

I a^ hh^n

I



DECLARATIOT{ by APPLICAI{T: qr{<6 !m dcqr cx:

I ) I hereby contirm that all details in this Form are True to the best ot my knowledg€. Any false statement will render my Application a ongolng assistanco, if ahy,
liable for rejectiory'cancellation.

2) I solemnly confrm ttlat assistance, if received from Koshake Fouhdation, will be used only for the "purpose'. as stated ln this Form, for whldl such assistance
was requested by me.
3) I hereby confirm that I have not & wiil not in fulure, avail of reimbursement, in part or in full, from any other sourc€/employer/insurdnce comp€ny, of flg amount
for which this assistance is requesled.
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1) 8y afilxing my signature or thumb impression on lhis Form, I rApplicant) hereby agrce I authorise Koshika Foundalion and ll's Trustees to
use/publish/pulup/reproduce my name, address, photo & details ol the 'purpose", lor which such assistance is requestgd/grant€d, through any
medium, including but not limiled to verbal, print, electronic, for soliciling dohations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation b€fore or after my treatment or fulfilment of the 'purposg"
for which assistanc€ is being requested.
2) I (Applicant) fudher agree lhat any such use of my name, address, photo & details of lhe 'purpose", for which such assistance is requestgd/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 lheir decision is this r8gard will be tinsl and acc€ptable to me.
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By affixlng hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundatioo, we
(Hosprtal) hereby affirm E accept following
1) lhat we neithe. are presenlly nor will in future avail of financial assistance from another NGO or any other source, for the same patienucas€, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistanc€ is not granted
by Koshika Foundation, in part or in full, then the Hospital reservos it's right to make up the shortfall trom another NGO or any other sou.c!. This
conllrmation essentially statos that the Hospital will not avail any duplicate assistancs for the same patienucase trom any other NGO or any othgr sourc€.
2) The assistance from Koshika Foundation is only linancial in nature. The choice of the keatmenuprocedure advised/conducted by the Hospital on the
patient, is based on lhe anangement between the patient E the Hospital, and is in no way influenced by Koshika Foundatlon. H6nce, the Hospitalwlll
assume sole & complete responsibilily of the lreatment E it's outcome & safoly ol the patient, and Koshika Foundation will have no rol€ or responsibility
in the matter.
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