
Tr6rzltil +( eTr+<r srsET
(Healthcare)
(Hrerq teqr€)

APPLICATION FORM FOR ASSISTANCE rcHhih"
foundation

Building block ol lifc.APPLICATION No,

or+fi Hcqr : a o
APPLICATION OATE :

"Ldor*fi fddt >o
AGE.YEARS sex fr+rNAME ofAPPLICANT

errlw qT rrc V&, C
I

(r 2- /}.
FATHER'S/SPOUSE'S NAME
fuarmEq a,l rn t

s tlitr"PBt\- of, ..O l.-O

PERMANENT RESIDENCE qdl

trtL.( - r*,'l- "r
ffit- ft\he&^q

I n^OCCUPATION
qdqrq Anrfrt-tn-o'nO / uNuARRIED (€rfs<rnd

(Attach Proof of lncome)
(o[rq E'I slw s.f,rr)

PAN No. ukfl vgtr

FAMILY DETAILS qft.qR fTfiUI
Sr. No.

*q egt
Name of Family Member
cRsR * v<d ur rn

Age (Yea.rs)

ilr (sq)
Gender

fdrl
Relatlon wlth Appllcant
sn+ffi + rrtq qrqq

r\ !o*n, lo^ *tt .(

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

rerq-dr d fui ffi emm ,- -1
^ffi(an.ictr Copy)

Bq$ffr q,rd
(yrilq c:r ql em cfd re'l qtt

Any other
Basis/Proof

sm qii srq

fr,,a
(Adch Card CoPY)

^ ^/.rRIsl tql 6':Ilil FIIq SI
(vcm Yr q1 ercr vfr dvq qtt

EWS Certificate
(Attach Certlflcate Copy)

orFr qEr +i rqrq rn
(vqlur rr +1 orqr vfr d,c.{ 6tt

"PURPOSE" for REQUESTING ASSISTANCE:

Ftrrdr t( H rn ffi ot g(isq:

Sr. No.

sq g@r
Medlcal Reports/Prescriptions Attached

sTsdrercim t srfr sl Ti crr+qq$ vdT

--7
Ar) 

^.7\
F./t \Glt>

I

SOURCESOTHER"PURPOSE" fromAVAILEDBEING SAMEforASSISTANCE
dd3r:I tscrt dtTFIIIT6FTiII3TEI ffi+ sf{lH iqt{c t(

AIIOUNT of ASSISTANCE BEING AVAILED

d 'r{ qrrcilI wfr
NAME of OTHER SoURCE

erq da fi ctr
Sr. No.

frc riqr

)1 b(

ARE YOU AN INCOME
3{tC ailq 6I qrdl

TAX ASSESSEE (Tick whichever is applicable):

t tsr qrq a ss cr sfi 6l faqrn d'rFtl
Yes /
tfrcd

RESIDENCE
I

h

r- -J

t(oso
TOTAI. ANNUAL INCOME :

qtffi* onq



DECLARAflON by AppLtCANT qd<tr m dsq T{:
1 ) I hereby confirm lhat 8ll details in this Form are True to the best ot my knowiedgo. Any false stalement will ronder my Applicatlon & onqoino asslslance. if any,

liable for rejectiorvcancellation.
2) I solemnly confrm that assistance, if received from Koshika Foundation, willbe used only for the'purposo', as stated in thls Form, lor whlcfi such assistranc€
was requested by me.
3) I hereby clnfirm that I have nol & will nol in future, avail of reimbursement, in parl or in full, from any other source/employer/insuranca comp8ny, of the amount
lor which this assislanco rs requestd.
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l) By afflxing my signature or thumb impression on this Fonn, I iApplicant) her€by agree & authorlse Koshlka Foundation and it's Trustecs to
use/publishi put-up/reproduce my name. address, photo & details of the 'purpose', for which such assistance is requssted/granted, through 8ny
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlonnation about it's
activitievachievements. Such use of my photo & details can be made by Koshika Foundation belore or after Iny keatmgnt or fullilm€nt ot the "purpos€"
for which assistance is being requestgd-
2) I (Applicant) further agree lhat any such use of my name, address, photo & details ot the 'purpose", tor which such assistrance is rsquegtod/grant€d.
will not automatically entitle me for receiving or continuing the said assistance. The d€cision for granting and/or continulng tho asslstanca vrill rest solgly
with the Trustees of Koshika Foundation, and their d€cision is this rogard will be tinal and acceptabl€ to me.
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By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
(Hospilal) hereby afrlrm E accept following:
1) that we neither are presently nor will in tuture avail of financial assistance trom another NGO or any othgr aourca, for the same pationt/case, as w€ ar€
requesting to get from Koshika Foundation, to the extent that such assistancc is granted by Koshika Foundation, lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall fom another NGO or any other sourcs. ThiE
confirmation essentially states that the Hospital will not avail any duplicata assistgnc€ for th€ same p€ti€nucass from 8ny other NGO or Eny oth€r sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproctdure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital. and is in no way lnf,uenced by Koshika Foundation. Hence. the Hospilal will
assume sole & complete responsibility of the treatment & il's outcome & safety of the patient, and Koshiks Foundation will havo no rols or responsibility
in the matter.
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