
APPLICATION FORM FOR ASSISTANCE
q-6rq-fl i-( 3rr+f{ vrsq

(Healthcare)
(ER{[c tqqa) rcHnia

foundation
APPLICATION No

3T*<i {gt : R /oae, /euo, ,, (.hrAPPLICATIOI{ DATE
iiri<? ffi

ace.veans uq-<{ sEx Fh[AraE otAPPLICANT
rcri<6 sr rn (o^1J-k"'n

6

.16 M9Yo.".o9oodrFATHER'S/SPOUSE'S ItAI{E
fq-dr/6gq 6r TI

ADORESS \itl

PERMAT{E}fi RESTDEiTCE ADDRESS : g( emrft rtt

I

p{o 0P Posl gP

oq,oe 6*reho,A
LeoYt' *nm6-Ou,nO / ur{MARruED (effi)

ra afif+ anq 3o.ooo 1-
TOTAL ANNUAL INCOME

PAN No. Flr{ gE[ isr
ARE YOU AN INCOI{E TAX ASSESSEE (Ick whichrv.r i! .ppllcrbh}:
iFr qrq 3irq irr <ra t ts] qrq Eq q{ gfr a F6 arrrir

G€ndet
fd'l

{d

a9e R.latlon wth Applh.nt
6 qM qqq3q

t{.me ot F.mlly
cftsR + €(d

Xemt or
6T IFT

,1 \Oh./l)r.*kd JO r

BASIS ,o, REOUESING ASSISTAICE (Iick whichov.r l. rpplicrblc)
sfi{fl*HfrrrfdqNR

Any OthG.
aerltl"tr

rd +$ srcq

EWS C.rdfclte
(Attach Certlffc.t Copy)

qE qrq q{ yqtq cr
(mq Yr 61 cr ffr A{.r str

R.don C..d 

-
(Attach gprr-
Ec+{il 6rd

(rqpr rr 61 qr rfd frs'r 6ir

BPL Card
(Att.ch Card Copy

(vcrol rr +1 dqr rfd r(r'r qtr
qt,ri-4 ter +

Sr. No.

Fq gql

r)

)a ?- A ,-o\

ASSISTANCE BEING AVAILED for SAME "PURPOSE" trom OTHER SOURCES

vs qtrq + hqit q< sfi{dr ffi qq dc t frqrrqr lil
AIOUNT o'ASSTSTA CE BElt{G AVAlLlo

d d s[cdr qrn
NAIE o{ OTHER SOITRCE

qq qtr qt en
Sr No.

sq {qr

,noo,)

r\.Eilffi irkErrlilf It!-:rltltfil

--

E

-
--

-

-

Sr No.
Fq ri@r

FAr{rLY oETArLs cft-cn i€tq

"PURPOSE" tor REQUESTING ASSISTANCE:

smdr *{H'rt tra. **.

c
D

tl
h

OCCUPANON:qfirq
(At9.trtroo, ol lncofltt)
(frq 6r sr tdr{)

edlcal Roportr/PEtc.iptlon! Attachod
{sf,rd/zfer t qr0 61 

'r$ 
!f{kn $ dd.{



OECLARAnON by APPLICA r: on+<(' !I{r qiqqr Tr:
1 ) I hereby coofm lhat all details in this FoIm are True to lhe best of my knorNledge. Any fals€ statement witl render my Appticatoo & ongoing assistance, if any,

liable for rejecliodcancellation.
2) I solemnly confirm that assistanc€, if received trom Koshika Foundation, will be used only tor the 'purpos€'. as slatgd in hls Form. tor whidt sudt assistance
was requested by me.
3) I hereby confirm lhat I have not & will nol in tulure, avail of reimbursement, in part or an full. ftom any other source/employer/insurance cort|p6ny, of the amou.t
for which this assistanc€ is requesled
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hergby agree & authoris€ Koshika Foundation and it's Truste€s to
use/publish/pul-up/reproduce my name, address, photo & details ol the 'purpose", for rvhich such assislance is requested/granted, through any
medium, including bul not limited lo verbal, p.int. electronic, for soliciting donatlons for Koshika Foundation and/or disseminating information aboul it's
activites/achievemenls. Such use of my photo & d€tails can be mado by Koshika Foundation betore or afts my lreatment or fulfllhent of the 'purpos€"
for which assistance is being requested-
2) I (Applicant) funher agree lhat any such use of my name, address, photo E d€tails ofthe'purpose', for which such assistanca is rsquestodlgrant€d,
will not automatically entitle me for recliving or continuing the said assislance. The decision for granting and/or contlnuing ths assistanco wlll rsst solely
with the Trustees of Koshika Foundation, and their decision is this rggard will b€ final and acteptabl€ to ms.
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APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION

qri<c d rem o *@ el firm

By aftixing hereunder, signature of our Authorised Signalory for recommending lhis case/patient for financial assistance from Koshika Foundation, we
(Hosoital) hereby affrrm & accepl following
1) that we neither are presenlly nor will in future avail of financial assislance hom another NGO or any other source, for the same patierucosg, as w€ arc
requesling lo get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundalion, in part or in full, then the Hospital reserves it s dght to maks up the shortfall from another NGO or 8ny othEr sourc€. This
confimation essentially states that the Hospital will not avail any duplicat€ assistance for thg same patignucass from any olher NGO or ony other sourca.
2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuproc€dure advised/clnducted by the Hospital on the
patient. is based on ths anangem€nt between the patient E lhe Hospital, and is in no way inlluenc€d by Koshika Foundation, Hsnco, ths Hospitalwill
assume sole & complote responsibility of the treatment & it's outcome & satety ol lhe patienl, and Koshika Foundation will have no role or rgspodsibility
in the matter.
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