
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(Ererc tqqro):rr6r{rfir tq. "rr+e 

g[isrt
,

rcHnit.,
foundation

Euilding blck of life.'r3 osp-s o593APPLICATION No.
oTr+qn g€qr .

APPLICATION DATE: --)-
o{r+<r fr{t ff) E F

AGE.YEARS sex frtrNAHE ofAPPLICANT:
sn+(*, q'r rrc 16 F
frtrmgrv 61 11q l-ar;--ri tr--e.;,nrtlt>F.-^,
FATHER'S/SPOUSE'S NAME

PRESENT RESIDENCE ADDRESS ili
( t? t-a-l-o-!-lr' Hbz

AA.

PERMANENT RESIDENCE ADDRESS : !fiI P.oP -P.,rtoP
P99 -CL,e;.,^,,*

OCCUPATION
qdflrq TARRTED (ffi) / uilrrARRrED (qffi)

trs qffiq am
(Attach Proof of lncome)
(orrq 6r qIH Trfi)

TOTALANNUAL INCOME

-
PAN No. gri Om ssr

FAMILY OETAILS

3q
Gender

fdrl
Relatlon wlth Appllcant
qrac6 + qrs ITEGI

Sr. No.

*q uql
,

F t,nr/tttlAlt ,-tz.t>Q- I
It

>r.",'dA. i-a) I

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

T6rrfl+fo4ffiqFm

rrfrfr tsr * *i vqn qr
(yrrm !:r +1 crqr cft nia-t qtt

EWS Ceillficate
(Attach Certlflcate Copy)

srel srFI eri yqror vl
(vclq ci qfi Erql cfr dl.c-{ 6tt

BPL Card
(Attach Card Copy)

Any Ottrr ---
Basie/Proof

erq qit qIFI
(vqpl v* q1 orql vfc d.ryq qtt

Ration Card
(Attach Copy)

sc+ffr ild

"PURPOSE" for REOUESTING ASSISTAi{CE:

rerrm tg H r+ ffi 61s(s;
Sr. No.

sq v@r
Medlcal Reports/Prescriptlons Attached

oTsffdr$m t Enfr 61T{ vftAfi {S riwl

Il.

= CirI -t-t

forAVAILED "PURPOSE"SAIIEASSISTANCE
SFI+ rrEr{rilOrrI ffi+iw

SOURCENAME of
qq da qT 'rqIFII ITg[

No,

frqr qq d?
SOURCES

of ASSISTANCE BEIilG AVAILEO

d q{ qrrqar wft

'ilI
I

I

^RE 
YOU AN

3{lq 3{rq t5,'{ qklr (dqqd sq q{ rfrm f{wl
Yes / No
drrd

I

J1l.r-b
a

q

- I-'<:



OECLARATION byAPPLICANT: iil+Cd' !r( dcufl qrl
'I ) | hereby confirm that all delails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing asslslance, if any,

liable for.electiortcancellation.
2)l solemnly confirm that assistance, if receiv€d from Koshika Foundaton, will be used only for the'purpose', as stated in thls Form, for which suci assistance
was requested by me.
3) I hereby confirm that I have not & will not in fulure, avail of leimbursement, in part or in full, from any olher source/employer/insurance company, ot$e amount
for which this assistance rs requested.
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,,cREEirENT by APPLICANT (3ni(6 !m 6(R)

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and il's Truste€s to
use/publish/pul-up/reproduce my name, address, photo 6 details of the 'purpose", for which such assistance is requested/granted, through any
medium, including bul not limited to verbal, print, electronic, for soliciling donations tor Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & delails can be made by Koshika Foundation belore or after my t.eatment or fulfilment of the 'purpose"
for which assistance is being requested.
2) I (Applicant) fudher agree that any such use ot my name, address. pholo & delails of the'purpose", lor which such assistance is requested/grantgd,
will not aulomalically enlitle me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistanc€ will rsst solely
with the Trustees of Koshika Foundation, and their declsion is this regard will be final and acceptabl€ to me.
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AGREEMET{T by HOSPITAL (Es R lrn 6'{r{)

By affixing hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient for financial assislance lrom Koshika Foundation, we
(Hospilal) hereby affrrm & accept lollowrng:
1) lhat ',re neilher are presently nor will in future avail of financial assistance from another NGO or any other sourc€, for the sam6 pElienucase, as lve are
requesting to get from Koshika Foundataon. to the extent that such assislance is granted by Koshika Fouhdation. lf the requested assistance is not granted
by Koshika Foudation, in part or in full, then the Hospital reserves it's right to make up the shortfall lrom another NGO o. any oth€r sourc€. Thls
conflrmation essentially states that the Hospital will not avail any duplicat€ assistance lor lhe samo patienucas€ from any other NGO or any othgr sourc€.
2) The assistance lrom Koshika Foundation is only financial in nature. The choice oI the treatmenuproc€dure advised/conducted by the Hospitial on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospilalwill
assum€ sole E compl€te responsibility of the treatmenl & it's outcome & safety ot the patient, and Koshika Foundation will hsve no role or responsibility
in the malter.
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