
APPLICATION FORIU FOR ASSISTANCE
qETqtn +E err+q srs.q

(Healthcare)
(rarerq tertq) rcHniu*

foundation
0uilding blodr of lifa.

NAME ofAPPLICANT: sex fth
sn*<m m rrq

APPL]CATIO'{

ffi
AGE.YEARS

a

APPLEANOil No.
qr+<r t€qr :

FATHER'S/SPOUSE'S NA]IIE :

t6I;IFI

PRESENT I

{AW -o0
,olAA

Pog$t opl
l^uanALLllnTOCCUPATION md.o mtmO , ,** .,r0 (,ffi)

INCOME lncome)
fiar{)

olProof(Attach
qFI in qRqqrFf6 i[rc

PAN No. urdl

Sr,, No.

s@rF.
ilsmber
i[,I:IFI

Age (Ye.n)
vc (c()

Gondcr
_frrl

Appllcant
qEr= l I)\7 l-

BASIS (Itck lr rppllcrbh)for REQUESTII{G ASSISTAilCE

* ki fir<fc qrsr

(Attach Card
,rfrfr ter + +q q':I

(ylilq c:[ {qrr 6tr

BPL Gard EWS Gedfrcete
(Attach Cortlfr crto Copy)

sr6l srq c{ rqq cr
(rqm cr +t uq yfr frrr ctt

Rrtlon Ced
(Ao.chCJm
Bffi-6rd

twfrr uqr ffi sgq r['{t

Any other
Barl@*oof

*-6.-elt srg

Sr. No.

ryryr r- ,., - -. .- ffidY,{.ffid(ffiq*fu
Medical Reports/Prescrlptlonr Attached

+w BrGw snt smrdr ffi w *c { frqr qqr
for from

Sr. No,

mq s@r
I{AME of OTHER SoURCE

r-< da urrn
AII|OUNT of

suril rtvfi
BEING AVAILED

,r' -

ARE
iFII TTFI SIFI 61 qTdI qqd sq qt rf,I

ls Ycr
d

No
ifi

FAI{ILY DETAILS

"PURPOSE" for REQUESTTNG ASSISTAI{CE:

Trrrdr tE H rrn frilft 6r sd{q.

.y '.t K r)t)t
Vl /Y1 lt, tt -(a

i: 'it

t

I



mes uested byreq the amounttanslr ncea othern rt inor from source/em Ployer/in ava pahave &notrmcooll that3 hereby
h as ssislance sthfor

(if,-eqt61 +t+rgqriflqrql di {itFrdl+ri{ret +fff{ltFd cRqffirfr{tn,ri f{q{!I ccn9I6q kiqson{ 6{dI
q{ld t1Fndtqr !161H t6qt vqTSsvql,rgId d TFN 3kqt $"61frr+l{ftlii g6FftNdlm2 {q}r qGq6t6q-d d tfr{qrstd/ffid*,Act q'nffi6I qI tql61 3q {Rtrrtir ,rtCEtq( (lFTdI{ *(Stu

AGREEMENT bY gI{I 6',{R)(

!cr+6 d1i m trm+ qI

AGREEiIENT bY HOSPTIAL (TFiI!II BT( 6(R)

RECOMTIEiIDED FOR ACCEPTENOE

+ frq {<fd
Menager Outreach

hslihjte lor Diabetes & EYo Ca't

r s {q Eflnrd qarw otffi
I

orennavar
c

Date ol Surgery

Sctm 6i irfrq

i.p1
FOR INTERNAL USE ol KOSHIKA FOUNDATION

qlnft-s icdi'r t(
SIGIIATURE ol TRUSIEE 2

qld rwm z
SIGNATURE OfTRUSTEE

qrfr rmn t

l) By afiixing mY signature or thumb impression on this Fotm, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees 1o

use/publish/puf uP/reprod uce my name, address, photo & details of the 'purpose' , for which such assistanc€ is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshi ka Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation b€fore or altet my treatment or fumlment ofthe'purpos€'

for which assistanc€ is being requested.

2) I (Appticant) fudher agree that any such use of my name, address, photo & details of the 'purpose", lor which such assistance is requested/granted'

will not automatically entitle me tor receiving or continuing ttre said asiistance. The decision fot grsnting and/or continuing the asslstancl wil! rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will bs final and acceptabla to me'
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospital) hereby afilrm & accept following:
1)that we neither are presently nor will in futu re avail of financial assistance from another NGO or 8ny other source, for lhe same patient/case, as we are

requesting to get from Koshika Foundation. to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundatloo in part or in full, then the Hospital rcsewes it's right to mrke up the shorthll from another NGO or any other source. This

confi rmation 6ssentiallY states that the Hospitalwill not avai I any duplicat8 assistance lor the same patient/caso from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproced ure advised/c.hducted by the Hospital on the

patient, is bas€d on the arrangg ment betwosn the patient & the Hospital, and is in no way influoncsd by Ko6hika Foundation. Hence, the Hospital will

assume sole & comPlete responsibility of the keatrnent & it's outcome & safety of the patient, and Koshika Found ation will have no role or responsibility
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1) I hereby clnlirm lhat all details in this Form are True to the best o, my knowledge. Any false siatement will render myApplication & ongoing assislance, if any,

lEble for rej€ctiory'cancellatjon.
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