
APPLICATION FORM FOR ASSISTANCE

€-6r{il ?-{ err+<r vrs-q
(Healthcare)
(enq< is'qrd;

-rrur,,
ltosntka
foundation

APPLICATION No

3{r*fi sqt ;
0611 ) oqs6N .2 a8

APPLICATION OATE

r{r}<1 |ilfr
eoe-velns +ng ed/ sEx frrl

c):JoT-o 6o F
FATTTER'S/SPOUSE'S NAME

fromgrr q1 ar" /hl,^;t o.l-o
PRESENI RESIPENCE,ADDRESS F

K .r", .,-. ".{n K z
t TERMANENT RESTDENcE AooRESS : efi ur<r$+ rut

I

OCCUPAlION
q-{grq Coo6. 1

meCireo (ffi1 , ,nro.",ro irffi,P
q-a Ff{ qrc 3,.9ooo

(Atlach Proof ot lncome)
( 3{rq 6r Hrqc Rdrr)

TOTAL ANNUAL INCOME

PAN No. QlIi ErdI (tsfl

FAMTLY oETArLs cfr-cn t{d{vr

Sr. t{o.

6'q riwr
Name of Family Member

cft-{R * t.+d E6r rc
Age (Yoars)

sc (s{)
G€nder

iflr
Rolalion rvith Appllcanl

s{T+<+ d {lq qqq

.L /1

BASIS for REQUESTING ASSISTANCE (Tick whichovor is applicable)

wp-a * ftri ffia o[qR

BPL Card
(Altach Card Copy)

,Tffi igr * *i vmq q:
(ccu Yr 61 srqr tfi g-frq 6ir

EWs Cenificats
(Anach Certlric.te Copy)

irf, fiq c{ rcFr sr
(ccrq Er B1 gm vfd d.rq 6ir (yqtvr cr 61 Ercr !fr qd.i 6tr

(Attac opy )

sTd

Ration C o"r6'
Bt d(.tPtoot

€rq ri{ stsq

wrl-mfuftrd,raffiotr({q:
"PURPOSE" for REQUESTING ASSISIANCE

Sr. No.

Sq E@I

Medlcal Repons/Prescriptlons Attached

xs{eGi€{ { To +i ri cFilie" Ffr n-arr

r)

n

,0\

ASSISTANCE BEING AVAILED for SAtIE "PURPOSE" from OTHER SOURCES

{q 3<yq + tt qE rq qaq-m ffi 3{q sla i fdqr rql d?
Sr. No.

fic q@l
NAME of OTHER SOURCE

r< da a zrq
AMOUNT otASSISTANCE BEING AVAILED

efr -ri rrrrar nvfl

-4tl;t#

--

-

-

-

l-rzi-I5rr
il,f,a7.^-

i(!-Ga.aEan.'^-

P6eoP pogl oP

o

\RE YOU AN INCOME

3llq 3{rrt 6-{ (Iifl
TAX ASSESSEE (Tick whlchover is appllcable):

t fn qrq d m qr qfr cl f{a'" drlFi' arnl

NAI,E ol APPLICANT :

sn*<* or *q

I

I

,

, -a \

t 7-LZ



DECLARATION by APPLICANT: .TT*(6 E] T]ISIN E,:

l) I hereby confirm lhal alldetails in thrs Form are True to the best ol my knowledge. Any false stalemenl wrll render my ApplrcatDn E ongoing assislance, il any,
liable for reiectiorrcancellaton.

2) I solsmnly confirm that assislance. if received from Koshrka Foundatpn, willbs used only for lhe "purpose'. as stated in this Form, for which such assislanca

was requested by me.

3) I hsr€by confirm that I have not & will not in futur€, avail of reimburs€ment, an pan or in full, from any olher source/employer/insuranca company, of ths amount

for which this assisbnc€ is rsquertEd.
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AGREEMENT by HOSPITAL (Tgdla Tm qm)

By afriring hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, rve

(Hospital) hereby affirm E accepl followrng:
1) thal we neilher arg pres€ntly nor wrll in lulure avail of financial assislance lrom another NGO or any olher source, for the sam€ patisnucass, as wa are
requesting to got f.om Koshika Foundation, to the exlonl lhal such assistance is granted by Koshika Foundation. ll the requosted assistance is not granted

by Koshika Foundation, in parl or in lull, then the Hosprtal reserves it s nghl lo mak€ up the shortfall lrom anolhBr NGO or any othar source. This
confirmatron essentially stales that the Hosp lal will not avail any duplcate assislance for lhe same patrenucase kom any other NGO or any other source.
2) The assrstance lrom Koshrka Foundatron rs only Inancral rn nalure The choce ol lhe keahenvprocedure advrsed/conducted by the Hospital on the
patrenl, is based on the a angemenl belween lhe patrent & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospilal will
assume sol6 & complgte rosponsibiljty ol the lreatmenl & it s outcom€ & safety of the patienl, and Koshika Foundalion will havo no role or rosponsibility
in lhe maner
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1) By afiixing my signature or thurnb impression on lhis Form, I (Applicant) her€by agree & authorise Koshika Foundation and il's Trustegs to

use/publish,/putup/reproduce my name, address, photo E details of the'purpose', tor rvhich such assistance is requested/granted. lhrough any

medium, including bul not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating inlo.mation aboul il's

aclivitaes/achievements. Such use ot my photo & details qan be made by Koshika Foundation before or after my treatment or fullilment of the "purpose'

Ior which assistanca is berng requested

2) I (Apptrcant) furlher agree lhat any such use ol my name address. photo & delails ofthe "purpose'. fo. which such assislance is requastsd/granted,

will not automatically enlitle m€ tor recerving or conlinurng th€ said assrstance. The decision ,or granting and/or conlinuing lhe assistance will rgsl solgly

with the Trustees ol Koshrka Foundalron, and lherr decrsion is lhis r€gard will be final and acceptable lo me
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