
APPLICATION FORM FOR ASSISTANCE
q-6r{dr +( err+*r YrsIr

(Healthcare)
( ERqq teqa) thahS

foundation
APPLICATION No

oTriqr €@r : rtlor,;elong APPLICATION OATE

3n*q? M
lor.vrrns qq-q{ sEx E{NAME ofAPPLICANT

rcr+(fi 6r rc 0nko-ror"'o-
n2- la

FAIHER'9SPOUSE'S NAME

fi-amgq 61 * -/o Ro- Jan n a.-

pRESENT REsroENcE ADDRESS qdqn 3tsrfrn Edr

f\ cr. m o. n rr i^ /14
^4.tr 

r

PERMANENT RESIDENCE ADDRESS

F
*lI

r/tlnnrso (ffia1 / uNMARRtEo ($fudlF )U orP r",o \. e !

ooo
(Attach Proot ol lncome)
( 3nq 6r Erq{ gfrrr)

OCCUPATION
qirgPl

TOTAL ANNUAL INCOME :

Ee efif{ inc

GIdI ITSII

Sr. l,io.

i'q {'@l
Namo ol Family Member

cft-{n d Erd al arc
Age (Y6ars)

3E (4q)
Gender

Ffl,I

Rslalion wilh Appllcant
eT+(fi d {tq sqq

t\ ,,1 l tN\ I u s. h.' h./,
\_)

1a r\ (

m (an

EASIS tor REQUESTING ASS

srrq-o * ffi iqfa
ISTANCE (Tick whichover is rpplicablo)
3IItm

BPL Card
(Attach Card Copy)

ri-fi tot + rti yqrq v*
(vclq Yr +1 sm fi d,qq 6tr

EWS Coniticato
(Anach Certlf lcato Copy)

re srq q{ ycM c-r

imn rr +1 ercl fd ddr{ 6tr

Ration Card
lAtlach Coqyl-./'
Tc"t-ftr dd'

(rqm ll sl srqr rfd { r{ 6tr

Any Other
Basis/Prool

:r< ei{ srcc

Sr t{o.

*q g@r
Mgdical Ropor'ts/Prescriptions Attachod

3rwdrfl.Si€ g qm 6l ,Ii cftir." Tqr TIiT,i

ASSISTAiICE BEING AvAlLEo tor SAME

{s EdYq + t1 ei{ rq qtrq-o
"PURPOSE" from OTHER SOURCES

fsfid 3rq rdn i fuqr rqr ii?
Sr. No,

FC q@I
NAME of OTHER SOURCE

rq *< ol rq
AMOUT{T of ASSISTANCE BETNG AVATLED

e'i .ri wr+m nrfl

D

-----r-+ltr}lrrErEft lil-Gtctr.EG=GiE-ffi

WI
-

Mrilrcll;f,-

-

-

-
-

-

FeoP Poet c,2

s9A

ARE YOU AN lNCOllE TAXASSESSEE (nck whlch€ve. is applicable)
iFIr qTq 3irq m <rm * f i qrq F Tc c{ 

"'6 
6 qqg 6rpi'1

Yes , No

arrd
FAMTLv oEtAtLS cfr-qn fss@1

"PURPOSE ' for REOuESTlllc ASSISTANCE

rrr+afuHrrtffi*rr(vq:

c 
^(

l') ra ^ 4,.. Atr adlr^a t

.)\

?
r-\

I

I
I

I



DECLARATION by APPLICANT: 3ir(s ;m qlqln !I,:ll

1) I hereby confirm thal all detarls rn thrs Form are True to the besl ol my knowledge Any false statemenl wrll render my Applrcation & ongorng assistance. if any.

liable lor relection/cancellatron.

2) I sotemnly confirm that assistance. it received from Koshika Foundation. will b€ ussd only for th€ 'purpose", as stated in this Fo.m. for which such assistaocs

was requested bi me.

f) f'6,iOy conn,in ttrat I hav€ not & t{ill not in future, avail of reimbuEement. in part or in lull, frqm any olher sourc€/employqr/insurancf company, of the amount

for which this assistanc€ is requgsted.
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1) gy afiixiog my signaturc or thumb improssion on this Form. I (Applicsnt) hereby agree & authorise Koshika Foundation and its TrusteeE to

use/pubtish/put-up/;eproduce my name, address, photo & details ol lhs'pu.pose', tor rvhici such assastance is requested/grantsd, lhrough any

medium, inciuOing bui not timitgd to verbal. prinl, electronic, lor soliciting donations lor Koshika Foundation and/or disseminating lnformation about it's

activitaes/achieve;ents. Such use ol my photo & details can be made by Koshika Foundation betore or aft6r my treatment or fultilmenl Of tho 'pu.pose'

tor which assistance is being r€quested

2) I (Appticant) funher agree thal any such use of my name. address. photo & details ol the 'purpose" for which such assistancE is .€quested/grantEd,

wi n(rt automaticalty enti!6 me for recerving or conlinurng the said assislanc€. The decision lor granting and/or continuing the assistanco will rest solaly

wrth lhe Truslees ol Koshrka Foundatron. and lhelr decrsron is thrs regard will be final and acceptabl€ to me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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By allixing h€reundg., signature of our Authorised Signatory lor recommqnding this case/patient for financial assistanc€ from Koshika Foundation. we

tHospital) h€r€by aftirm E accepl lollowing:

i; ttrit w6 nertner are presenty nor wilt inJuture avail of financial assistance lrorn another NGO or any other source, lor the same patienucas€, as we ar€ 
.

r6quesling to get from Koshik; Foundation, to the extent thal such assrstance is g.aoted by Koshika Foundation. lf the requesled assistance is not grantod

Oy-foiniX"a Fo-unOafion, in parl or rn fult. then the Hosprtal resorves rls nght to make up lhe shortlall lrom another NGO or any other source. This

i6nnimatron essentiatty st;tes thal the Hosprtal will nol avarl any duplicaie assislance Ior the same palienUcase lrom any olher NGO or any olher source.

ijtfre asslstance trom Koshrka Foundatron rs onty frnanc at tn ;ature The chorce ol the treatmenuprocedute advis€d/conducted by lh€ Hospital on the

oatrent. is based on the arrangement between thspallent & lhe Hospilal. and is in no way influenced by Koshika Foundalion. Hence. the Hospital will

lttrr" iof" Ciorpf"ie resp;osrbitity of the treatment & it s outcomo & salety of the patient, and Koshika Foundalion will have no rolg or responsibility

in the matler.
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