
rcHnia
foundation

APPLICATION FORM FOR ASSISTANCE
q-arq-er ?-t err+<{ srsq

(Healthcare)
(er*qq tsqm)

APPLICATION No
r,n*<l {wr : o6 Lolr+51 6o!it

m!:6:t:r'liEl FE Iffi:I
o

b

RESIOENCE m

NAME ofAPPLICANT
qr*<* ql lrc

FATHER'S/SPOUSE'S NA E

fremgq 61 *

PERMAiI ADDRESS : lifl w"( -f-t* "r
06\/ ^ v:r'[lqgan

OCCUPATiON
q{grq -auif6-ta"att r uumnreo (uffi{

rn (Atl.ch Prcot of lncon.)
(fiq 6I qrq €tlr{)

TOTALANNUAL INCOME

ta qfit+ qrq

PAN No. cqr{ grdr riErfi

FAMTLY oETArLs cn-qR f{d{ul
Sr No.

mc q@r
tlamo of Famlly
cftqn + s<d

llombor
i6t Itr

Age (Yoart)
Ts (s{)

Gondar
fur

R.l.0on wlth Appllcant
qr+<q d arq qqq

Irl Cl:\aar,\,\,,.e-

BAsrs ior REOUESIIT{G AssEtAt{CE
<rq-o*Hffic:BFIR

(tlck whichowr i. applicrbb)

-./
EWS Co,llflcrl.

(Attach Carliffcatg Copy)
,rw lcrc s{ rcrlr rr

(IqIII !x 61 sa !fr d.{.r 6ir

,.6t*o
(Att ctr Co?y)
Bc*fi ErC

(vclq !? d ,cI rfr {f,r{ 6tl

*d
B{3it/Proof

rr< qlt erq

Sr l{o.

oq riwr
Modlcal ReporuPrilcrlptlor! Attachod

*screrder i qrfr d d eFilt6r qfl s-d,q

LL .7 ,/ o /,,1

v

,7>
-t

ASSISTANCE BEING AVAILED fo. SA E ,.PURPOSE,,'rofi OTHER S(ruRCES
Es Bdvq + t-( 6tt sFr niFrdr ffi em *< t kqr rcr d?

Sr. No.

rq rier
NA E of OTHER SOURCE

qq qtt qt qrc
AXOlrt{I ol ASSBIAIICE BElllc AVAII."EO

rft q{ srqm wfr

1
c \_P a&b I-

/

@Er@il

S-iurE-EIEii1:Efi?i-

W

r

- --
-

-

-
-

---rE-

-

-@Ed@ruzt
-z-ad?2lkdaG-tirJrn

-T

-

E TAX (IlckARE YOU AN

4ql 3itq 3iTq qr <nr i (d qrq d Sg IR
whlch6v.r b appllcablell
€6 6I f{rn 6rnil

Y*/
al

BP
copy)

T0-d tgr d +i rqm .rl
(vqq \a B1 srqr vfr darr cir

"PURPOSE" for REQI ESTIIG ASSISTAI{CE:

rnca tg H rt fir*fr w rltw:

R
APPLICATIOi DATE :

f , rfLn U' l/ /r,L ^ L

t

Lt)(,/l. /se (

( I L , fal,{-a-,Ia-r/l

ll ) lz1 l-{



OECLARAnON byAPPUCAtiI: qli(6 m sistfi cx:

1) | hereby confirm lhat alldetails in his Form are True to the best of my kno{ledge. Any talse stiatement will rsnder my Appllcatirn & ongoing assistanc€, lf any,

liable for rejeclion/cancallation.
2) I solemnly confirm thst assistance, if received from Koshika Foundation, will be us6d only for the'purpose', as stated in this Fotm, ror whidl such assistanc€

was requested by me.
3) I her;by confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance clmpany, o, the amount
for whici this assistance rs requestgd.
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By afflxing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, wo

(Hosprlal) hereby affirm & accepl followrng:
ilitrit 

"6 
nuiGl, 

"ru 
presen{yno. wi in-fulure avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 

.

rJquestin! to get from foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

Oy-ioinit"a fo-undafion. in part or in full. then the Hospital reserves it's right to mrke up the shortfall from another NGO or any othsr source. This

c6nfirmation essentially sdtes that thg Hospital will not avail any duplicaae assistanca for ths same patienucase from.any other NGO or 8ny othor source.

iitne assistance from Koshika Foundation is only financial in natu.e. The choice of the keatmenuprocedure advised/conducled by the Hospilal on lh€

pitient, is based on the anangement between thepatient & the Hospital, and is in no way influenc€d by Koshika foundation. Henc€. lhe Hospilal will

assume sole & complete resp;nsibility of the treatmenl & it's outcome & safety of the pati€nt, snd Koshika Foundation will have no role or responsibility

in the matter

1) By afitxing my signature or thumb impresslon on this Form, I (Applicant) her€by agree & authorise Koshika Foundation and it's TrustEes to

use/publish/put-up/reproduce my name, address, photo & details ofthe "purpose", for which such assistance ls requested/granted, through any

med;um, including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemlnating information about it's

activities/achievemenls. Such use of my photo & d€tails can be made by Koshika Foundation before or after my treatmqnt or fullilmgnt ol lhe'purposE'

for which assistance is being requsstod.
2) I (Applicant) further agree that any such use of my name, addrgss, photo & d€tails of the 'purpose', lor which such assistance is requ$tsd/grantod,

will not automatically entitle me for receiving or continuing the said assistance. The decision for glsnting and/or continuing the assislanca will rest solsly

with the Trustees of Koshika Foundation, and their decision is this rogard will be fnal and acceptable to mo.

l) 5q ycd c( lcci r{ q{ q d,r} +1 sn q,n61, d (qrn(d) qqn xrqft d Se {(nI tcq'qit!fl s'dt{R qt( 3{r+ qr*d 'ui erfftll rrm (fr in m,
q-<r, std et{ ni rcapr S{ yqe { dft-a *, qt'atRmr" gqqs, qn, qrrrvqr (d a(iYq t Yd,'fdt{H *( Bc€FlaI + ffi frd { c{R etqc

t yfiRd e'ri + tdc {fu-td tr ii vll or frcroT tt rar-c * wa qI cl< i o'd + frq "qift{I srsdrl' c 'ar$ 
qtrtd tr

zl t tqr+461 1g an t r6m (f6t{I nq, q, Etd qt( trd{lr d f6 {rqar + 3(ixqi t rfiid tSnTrrd: {trtlill6I rlEII( id mdll iss{q{
"ettrcr" qq ssd afirql or ,erotq .ctdc et( ilor6r0 dqlr

rct qfu{a, r€lq.t 61 ek C $rdit fr qi'61Rr6r qrs-€Ilr" t frf{q {f,I{dr t( ffiI 61 qrd t, frd rq (renral 6q v51d er< I T++n 6,rt tr

r) q[ f6 r ii {dcfl ekld qFq { frf(c sr.r ffi +r {{6Tt dRlqqlffi ir< ra]< tsn rhft/qlc-d { dn qId dl, +* fr f,qi "r6}fiIfi sE-*{H'

i ffiflffi rft + {!dq q'dRr6r qrirdw' um v< tg ft tr vft'+ttsr qEr+flr" E{I sirm finfr ,!flftrf,..lraiH t{ qan ed Fqr cRtI t d qenrq

ffi g1q tn s55rt rfp11 qr ffi ;p,r sq1tn t su{rdt di 6r qFr6R $frfl rufi tr re 1fu { ee eu vrn I fo .:rwtrq ffiq q<< Ext tfr/crqd t( tFt
Jlr <rerfr t'er qr ftrS qq mm t rfi d,nd,tt

2. 
.61frr6r srr€{tr" t d ,ri sirrdr dsB fsfdq y{fr +1 ir trt qr rsara al { 'ri mu qr fr.t 'rd sc-srt/9ffi,'cl i6r Enq tfr cq rwdrs

* ql-s 61 fq{q i !ut{ "6ifyr6r srr+{i'rm ffi r-+rr fl ct{ rss rfi | rsH urrcre { t't * rer< grm ict{ eri cri q1 RTt f{C<it t'ft qc rEdls

30-11-2024

t
RECOMMENDED FOR ACCEPTENCE

(A unit

d Etfl !c\'ctfir6r'd 6ti tfu6l qI frffi Yq qrqd d rri rtfrt


