
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(er+rrq fuqro>yan* *( frr+fi yrsq

',,U, .t
Itosl,ltRa
foundation

Building block of life.

NAME of APPLICANT : ftirr

,J d
KII

AGE-YEARS

or+qs- ol qrq

APPLICATION
exrdqi fd?ii

FATHER'S/SPOUSE'S NAME :

i6,I ilq

APPLIGATION No.
e{-+fi gcqr :

PERMANENT ADDRESS cil

_-, %k#r;*
1

OCCUPATION:
qdflq tr'lou-l rfi-lt lrrr-( *offro (ffi) r ,*ro**,Lo (qffi)
TOTAL ANNUAL INCOME

Ea qrfr*, s{rq
(Attach Proof of lncome)
(qrc 6,r qrH vmq)

PAN No. ETdI ITGII

FAMTLY DETATLS qF|qR fdrq{ur
Sr. No.

fic riqr
Name of Family 1

qiGrR d T<d
Member
ifiT ;Irq

Age (Years)
ss (q{)

Gender
fffi

Relation with Applicant
qraq+. d'{Pi {qtr

\

BASIS for REQUESTING ASSISTANCE

strrdr+Hffiqnm
(Tick whichever is applicable)

EWS Certificate
(Attach Certificate Copy)

$rel SIFI qrt yqrq v*
(firsr q{ +1 sm yfr eb'{ 6tr

aatio#
(Attr(6 Copy)

J6#nr End
(IFIM v{ +1 srq lfc {,.qq qit

-...Mner/Basis/Proof

erq sti {IH

Sr. No.

FC {i@r
Medical Reports/Prescriptions Attached

ory-o@r t qrt 61.rr{yt+q q-S sq,T
/

t-)

t.f- r'A4llHrlJ.t,r{lU ?-r'L-l) ',fit\lfilrlWtryT' ( ) L-L7:-il_rrr. t}i; 'rr'rilrrlll , [--r-i-, ^

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w Etkc d tq.sii errr v6rn-dr ffi erq d( i tim rcr d?
Sr. No.

mc@
NAME of OTHER SOURCE

srq r+d m rq
AMoUNT ofASSISTANCE BEING AVAILED

tfr T{ wrrdr,rrvfr
t)t4L\ {,f)f)f) f ,-'

ARE YOU AN INCOME
3IFI 3IFT if-{ <KII crqd T{I q{ vd 6,r

BPL Card
(Attach

,rfrfr ter YITM Y'{
(IFIM Y{ c1 EHr ch d*'{ 6tr

Yes / No

trl

"PURPOSE" for REQUESTING ASSISTANCE:

vdrffir tE H rr4 ffi +r u{trq:

PRESENTIREYI DEN C E ADD R

H I lUfr ('v t ( t (-.I W . 6)D 
"ItXO 

(nn lli )l',rf l() ,f I ll-
7-Z --_-.J\c

\

I

____



oECLARATION by APPLICANI: qr+q6 Em qiqrn vd:

1) Ihereby clnfirm that alldetails in this Form are True to the best ot my knowledge. Any false statement will render my Application & ongoing assislaoce, ifany,
lable for rejectiorvcancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpos€', as stated in this Form, for which such assistance
was requested by me.
3) I hereby conlirm that I have not & will not in future, avail of reimbursement, in part or in full. from any other sourae/employedinsurance company, of the amount
for which this assistance is requested.
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1) 8y affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-upi reproduce my name, address. photo & details of the 'purpose", for which such assislance is requested/granted, through any
medium, including but not limited to verbal, print, elecfonic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation berore or after my treatmenl or fulfilment ol the "purpose'

lor which assistance is boing requestod.
2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpose', ,or vvhich such assistance is requesled/granted,
will not automatically entiue me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By afflxing hereunder, signature of our Authorised Signatory for recommending this case/patient for llnancial assistance from Koshrka Foundalion, we
(Hospital) horeby afilrm & accept followlng:
1) that we neither are presently nor will in future avail ol llnancial assistance from another NGO or any other source.lor the same patienucase, as we are
requesling to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in pad or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicato assistance tor th€ sams patienvcaso from any other NGO or any other source.
2) The assistance from Koshika Foundation is only flnancial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient. is based on the arangemenl between the patient & the Hospital, and is in no way inrlu€ncsd by Koshika Foundation. Hence, tho Hospital will
assume sole & complet€ responsibility of the troatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility
rn lhe matter.
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