
APPLICATION FORM FOR ASSISTANCE
Trar{ril e-t er+<-r srs"Er

(Healthcare)
(Hrerq tqqrol htha

foundation
Euilding block of lifo.

APPLICATION No.
en*<r qsr : ondsq fd'n

AGE.YEARS sex fdqNAME ofAPPLICANT
qr+ff ql rq h rfio L

o
FATHER'S/SPOUSE'S

iF.I iFI

PRESENT

PERMANENT RESIDENCE cdl

-0(l P)s-l et?

(OCCUPATION :qrsrq MARRTED (8a61, (ilffid
TOTALANNUAL INCOME

Ea qrffi-+ qrq (Attach Proof of lncome)
(qrq i[I HIFI qtTEr)

PAN No. uroi e@r

ts(Tick
qrq g{IEt q{ vfr t{flH6l Hrnd

ARE YOU AN INCOME
stTrl slrq if-{ <ktl

Yes / No
arrfr

FAMILY DETAILS fqilur
Name Member

' 6l itg
of Family..

$ F<gl
Age (Years)

3H (q{)
Gender

-frrl
Rela.tion w.ith Applicant
3r{fitF'IIIq {qqfl1-

It6rl
.,) 'Dn f 1ncn ) n Or rTlO I

lc! ) \ ll- r l( b{(,t ,ll\: ,,/ ,
v

BASIS for (Tick ts
3TTqR

BPL
Ration

Tfl-fr *i yqrq c?

*ffi

erq qi$ ucq(yrrm tr +1 erqT yfr +ro'l otr

copy)

(IFIM !:T ql srqr rfr {e'{ str
6d

EWS Certificate
(Attach Certificate Copy)

er6l stFI s,t rqlq y,
(qrrrq *{ ql erq yfr sh.{ str

Medical Reports/prescriptions Attached

,FOqeFtr+flsrsmErcis{ qrfr sf

q, ,t '1

ASS STANCE BEIN u AVAILEO tor SAME from
..PURPOSE"

OTHER SOURCESw dBRw 3rqs+{ F6FTdIt( ffi srat EIIiI fmqrt rizTTqI
Sr. No.

s-q
NAME of OTHER SOURC=

erq da ql qrq
NTAMOU of ASSISTANCE BEING AVAILEDd ld NYfr

Sr. No.
s-q

..PURPOSE' for REQUESTTNG ASSISTANCE:

F6rcrdl +g H TA frtfl ol ydrq:
Sr. No.

L-

cfuR
.{ '-' t) t

,n
/(

envosd/
Bqgif/Proof



1) I hereby conlirm that all details in this Form are True to the besl of my knowledge. Any false stalement rvill render myApplicalion & ongoing assistance, iI any,
liable for reiectiory'cancellation.

2) I solemnly confirm that assistance, if rec€ived from Koshika Foundatioo, will be used only for the 'purpos€'. as stated in this Form, for which such assistance
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbuEement, in part or in full, from any other source/employer/insurance company, of lhe amount
for u/hich this assistance is requested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorisq Koshika Foundation and it's Trustees to

use/publish/put-upreproduce my name, address, photo & details ol the 'purpose', for which sugh asslstance is requested/granted, through any

medium, inc,uding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'
Ior which assistance is being requested.
2) I (ApplLcant) further agree that any such use of my name, address, photo & details of the 'purpose'. for which such assistanc€ is requested/granted,

wall not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuingthe assistance will rest solely
wth lhe Truslees of Koshika Foundation, and their dgcision is this regard will bs flnal and acc€ptable to me.
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By affixing hereunder, signature of our Authorised Signalory for recommending lhis case/patienl for financial assistance from Koshika Foundation, we
(Hosprlar) hereby afrirm & accept following:
1) that we neither are presenlly nor will in fulure avail of financial assistance lrom anothgr NGO or any other source, for the same palienvcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospatal res€rves it's right to mak6 up the shorltall trom another NGO or any othor source. This

confirmation essentially states that the Hospjtal will not avail any duplicate assistance for the sam€ patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trgatmenuprocrdure advised/conducted by the Hospitat on the
patient, is based on the arrangement bet'l,een the patient & the Hospitial, and is in no way inffuenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete resp;nsibility of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibiiity
in the metler.
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