
APPLICATION FORM FOR ASSISTANCE
q-6rqifr t( 3rr+<{ yrsq

(Healthcare)
(Ererq +€qrd) foundation

hthaS

APPLICATION No
sn+qi qcqr ' t3 loe *c lol rl APPLEAnoI DA'E : ;TJ-wi66,4 J lb l4

lce-ve.ms urg-d ssx ftht{AltE ofAPPLICANT
:cr*(6 fl arq

trl O, 80 F
FATHER'S/SPOUSE'S I{Af E
ftoro'ge ar rrr

I

PRESENT qdt

PERIIAT{ENT lrdl

P'fe, DP ?ost 0?

lno4 Wjrtlhatmw

I

occuPAT|or{
aFrsrq fl.rtzrnolnu/) rennreo (Eatur) r ,**nnr:o@t1

ARE YOU AN lNCOilE TAXASSESSEE [flck whlchov.] t..rplcabh]:
ipfl 3{q qTq q.r +m i tri qr< a ss c{ qd 6r tflr; ilmit '

FAmtLY oErAtLs cftsR f{d{ur
Sr. l{o.

rq {qr
Namo ol Famlly
qRq( + q<d

Hombor
t6I dq

A96 (Yo.rr)
3s (ctl)

Gondrr
fdrt

R.l.tlon wllh ADpllc.nt
qt<r d mq vqq

7Z

BASIS tor REOI ESTI|G ASSISIANCE fncr whlch.vrr lr l!l!,ltc.bh)
suq-adHffiqrqr

ElryS C.,tlffc.le
(Att ch C..lth Copy)

ore , c cd yqtot ri
(vcrq cr +1 aq vft dqq q'ir

R.tlon C.rd
l\ft.ch Cow)..'
Bqclil-{6

rvqrq €-16 va d,r.{ f,tr

8as

mqc

Any (Xh.r

iledlc.l Report /PrBcrlptlon! Att ched

:rmmrsl{a t qrt 61 'r{ vftr&q dtsT

"PURPOSE" f or REQUESnt{G ASSISTAI{CE:

<wca tg H'ri ffi ot u(w:
Sr. No.

rq qcqt

r

t.^l--

OTHERfrorn souRcEsforAVAILED ?URPOSE"SAMEsTAt{cASSt BEITTGE

*dEFZI f{qri riT'II ?rrrl ffid {wrdl6i$vs E*Yq t(
AIIOUNT ol ASSISTAIICE BElilG AVAILED

'r{ s[Icln wfr
tlAtaE of oTHER SoURCE

:rq r*c a rrq
Sr. l{o,

rq {@l

T

ffi JI*Irriltilt-
IEIZ |rrr*rat-ft EJ'*'I*V"I2T'D-

EE

-
-

-

E

-
-

-

-
-

'-4vr-r'Irt7-l
-gr)-{fi9il.1unf-D

,I'I Iirrrrrrr-

TOTALAT{NUAL II'ICOME

tra aft-+ om

lo. erd srm risr

(Atbch PrDo, ol lncfi.)
( qrq 6r qrq si{q)

tlildin! blocl ol lii..

r\

f I
Yrt r l{o
rirrfl

BPL Card

l &ach}ard Copry'
,ri-4 tel +g@-Ifu re

(vqrq Tr qi sqr rfr S.aq rl



oEcLARAnO[ b, aPPLlcaIT: eri(6 AIt dcql c-d:

1) I hgreby confirm that all details ln this Fo.m arc True to the besl ot my knowledge. Any falsq statement will Gnd€r my Applicalion & ongoing assistance. il arry,

liable for rejection/cance{ation.
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i""ni. urai assistance, if received lrom Koshika Foundation, will be used ooly for the 'purpose', as stated in this Form. fur whict sudl assistance

was requested by me.
iiif,",iOi*nt,i" ff"t I have not & wilt not in future, avarl of reimbuFement, in part or in full, from any other sour@/employer/insuranc€ company, of fie amount

tor which ih,s assistance is requesled.
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1) By afilxing my signature or thumb impression on this Form. I

use/publish/put-up/reproduce my name, address, photo a debl
medium, including bul not limited lo verbal, print electronic, for

activitisJachievEments. Suc-h use of my photo & dstails can be

iApplicant) hereby agtee & authorise Koshika Foundation and it's Trustses to

ls o[ th€ 'purpos6'. for which such assislance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundalion before or afte. my treatment or fullilment ot the 'purpose"

for which assistance is being requested.

2) I (Applicant) fudher agrse lhat any such use of my name, address. photo & details of the 'purpos€". for which such asslstancs is roque3t€d/grantod'

witt noi automaticatty eniifle me for recEiving or continuirtg the said assislance. The decision for granting and/or continuing lhe assbtanc€ will rost solely

with the Trustees of Koshika Foundation, and their decision is this rega.d will be final and acc€ptabls to me.
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By affi)(ing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation. we
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presenufnor rvill iniuture avail of financial assislance from another NGO or any olh€r 9ourc6, for the same patient/cas,€' as w€ arc

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

UV iosfriXi fo-rnOation, in part or in full, then th€ Hospital reseNes it's right to m,ke up ths shortlall from another NGO or any other sourc€. This

i6nRimation essentiatty st;t6s that the Hospital will not avail any duplicaa€ assistanca br the sam€ pstent/case lrcm any ofhor NGO or any olher sou.c8

iittre issistance troni Koshika Foundatio; is only llnancial in ;ature, The choice of the treat nenuffocadure advised/clrducted by th€ Hospitalon lhe

llfi"r,t, ii u"iea on ir'" arangement between thspatient & the Hospital, and is in no rvay inlluenced by.Koshika foundation. Hence, tho Hospitalwlll

lisume sote & complete res6nsibitity of the treatment & it's outcome & gafety of the patient. and Koshika Foundation will have no role (r rosponsibility

in the matter
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