
APPLICATION FORM FOR ASSISTANCE
q-6rq-dr t( 3Tr+<r qr6q

(Healthcare)
(slerq iqqB) rcHniu

foundation
APPLICATION No
orr+<r sgt , aloos-x lot tt APPLICATIOI{ DATE

3{r+fi ffi
lcr-veens arg d sEx liirlNAIIE of APPLICATT

eflt(6 6r rrc hfrkn)n Lq H
FATHER'S/SPOUSE'SI{A E

fra,cge 61 1q C lo r^adD;dA
pREsEt{T RESTDENcE ADoREss {iqn .rrsr*q rdl

H-. r\
-7

pER AiENrRESroElcE AoDREss, R(:crsidq rdr

kadn,'n L

Post OpPre oP
o7i7

OCCUPATION
qiRllq Ca*L)> r uxmnrueo (offi)

3irq 6t EIE Vdr{
Prool ot lrcornr)

AR€ YOU AN ltlcoilE TAXASSESSEE (tlck whkh.vlr i..ppllcablc):
iF[ s q ffiq or srdr t (S qrq d vs c{ qfr 6r B{rq qqdl

Yr. , tao

zirrd c-/
FAI{ILY oETArLs cfi.qn ffi$l

N.mo ol Famlly
cfisR + E<d

liLmber
6t :rsl

Aeo (Y.ar!)
Br (c{)

Gondo,
ftiI

Sr t{o.
rq nql

R.L on wth Appllc.nt
qdq6 + qM qqq

Lfrn c.,I 1.r r) o \p 1\-

BASIS for REOUESTIi{G ASSISTA'{CE (Tick rvhichov.T i3 .PPllc.ble)
qErqdr *ffi ffi qun

Any O&ol
r EsaLl?t@l--
Cs*iffi

EIVS C.dfcrt
(Attrch C..tfrc.t Copy)

qg qrq s{ yqq ct
(vqq cr ql uqr fr {.{.{ Til

lilodlcal RopodrrPrr.c.tptlon. Attachd
3Tqdrereiry( t qm ci ql effli€ qf, €f,r{

"PURPOSE" for REQUESTI G ASSISTAI{CE:

trTqilt(Hrtffi6r<tl:
Sr. t{o.

Eq d@I

SAlttElotAVAILEDBEI t{GASSISTAT{CE
F{FTdI3r.rl+ 6tiqs t(T(t{q

AXOUNI ol ASSISTAIICE BEIXG AVAILED

d d umn q{friIAIE ol oTHER soURcE
rq qta qt an

Sr. o.

6q {sr

At6ulMrrI!.It',lJt7,t ;ilfrd t rtzlt-[ frlrm
INalEIlYrE-]&itzt'lt

r-ttfl grilf clf t}it'.)DD

- -

I(ETI

--

--
--

-

iI

TOTAL AI{I{UAL II{COIIE
q-a afit* fiq

No. EfiI qtsN

BPL Card
(Attach Card

,rA-{ tgt d st
(Ycr"r .ri nl aql fd ta'r 6r

L5

-

r.

Rloon Crd
lr.tt.ch CoWl -.-'

^sc*fld/
f mnr @-5il-r{-rn *r.r *r

from
IFIIFdcr drdd tir{ffi



DECLARATIOII by APPL|CAilI: qr+<6 Em dcln Td:

1) I hereby confm that all details in U s Fo.m are True to the best of my kno$/edg€. Any falso statement wSl rsnder my Applft:atjon & or{olng a$lstancs, it any.
liable for rejec{on/cancallation.

2) I solemnly confirm that assistance, if received fiom Koshika Foundation, will be us€d only for the 'purpos€-. as statd in thls Fodn. for whldr sudr assbtaoce
was requested bY me.
3) I hereby clnfirm that I have not E will not in future, avail of reimbursement, in oart or in full, from any other sourc€/emplgyer/insurance coinpsny, ol ths amount
for 'xhich this assistance is requesled
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l) By afiixing my signature or thumb impression on this Form, I iApplicant) her€by agree & authorise Koshika Foundation and it's Trustoes to
use/publish/pul-up/reproduce my name. add.ess, photo & details ol the 'purpose-. for which such assistance is rsquGted/granted. through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my pholo & details can be made by Koshika Foundation b€fore or after my treat nent or fulfilmont of tho 'purposo'
for which assistance is being requested.
2) I (Applicanl) further agree that any such use of my name, address. photo & dolails ol the 'purpose'. for which such assistancs is request€d/glant€d,
will not automatically entitle me for receiving or continuing the said assistBnce. The decision for granting and/or continuing the a$istanca will rest solely
with the Truste6s of Koshika Foundation, and thgir decision is this regard will be frnaland acceptable to me.
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By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospilal) hereby afllrm & accept following:
1) that we neither are presenlly nor will in future avail of financial assistance from anoth€r NGO or any other source, fgr the same pati€nucasg, as we ar6
requesting to get trom Koshika Fcundation, to the exlent lhat such assistance is g.anted by Koshika Foundation. lf the requesled assistance is not granted
by Koshika Foundation. in part or in tull, then tho Hospital reserves it's right to mak€ up the shortfall from another NGO or any othor sourca. This
confi.mation essentially states that th€ Hospital will not aveil any duplicate assigtanco for ths same patienucase from any other NGO or any other sourc€.
2) The assistanc€ from Koshika Foundalion is only financial an nature. The choic€ of the treatmenup.oc€dur€ advised/clrducted by the Hospitial on the
patient, is based on the anangement betwgen the patient & the Hospital, and is in no way influenc€d by Koshika Foundation. Hence,lhe Hospitalwill
assume sole & complete responsibility ot the treatmsnt & it's outcome & safety ot the patient, and Koshika Foundation will have no rolg or responsibility
in lhe matter.
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