
APPLICATION FORM FOR ASSISTANCE
qEr€ril t( 3Tra|<{ eTsEr

(Healthcare)
(er*rrq toqre)

,,U, . I

KOSNUCa
foundation

Building block of lile.

3ii#ffi-,-"' N I loar |3{ APPLICATION DATE :

s{r+fi frdi O I l0 2. 1

lYe o? 9o9 o1

t\3 g I dwta,rit'*-tdy

NAME ofAPPLICANT:
oTr+q$' 6r rTc Bo*o4o Mry144.x

AGE.YEARS sex frq

_9? H

ffiffffi'iiHE's 
NAME' 

sl o I ; JJ a
PRESEITRESIDENCEADDRESS q qFI sITqF g cHI

ttl)n/1 gn.a )l IttA-

PERMANENT RESIDENCE ADDRESS : KII

r)
7

OCCUPATION

4nlrq
(ffi) / UNMARRIED (srffi)

)tL l- (Attach Proof of lncome)
(olrq 6r gtw rfort)

EIKII

YOU AN INCOME Yes I

alfig qrq ifir qrdl (d qr;q d Y{I c( YA q,I

FAMTLY oETArLs qRqR F{d<vr

Sr. No.

cq risr
Name of Family Member

cft-qndrr<+dmrm
Age

3S
(YeaF)
(ss)

Gender

fti'r
Relation with Applicant

sTr+{fi d mq qqs

t.t ^9; 
l-"

/\i

s) ] . itra. ))r^/ s t'Ivtl
v

wrrm*frtffi3rqR
lTicf whicif,ever is applicable)

EWS Certificate
(Attach Certlficate Copy)

sr6r slrq qrt lcr'r rd
(yrrm rr':r +1 srqt ffi r(c.{ Ett

e^tKa
(Attach Copy)

Bqqtftr 6,rd
(crm vr qi uql !fr dc.{ 6tt

Any Other
Basis/Proof

er;q qN srq

"PURPOSE" for REQUESTING ASSISTANCE:

vorar tg H rri ffi 61g$sq;

Sr. No.

SC B@I

tl

\ tg/

\rlc\6r, 11 )l

ASSISTANCE AVAILED for SAME "PURPOSE'from OTHER SOURCES

w sG[c eti erq wrrar ffi srq d( t ftrq rrq r)?

Sr, No.

Fq R@I

NAME of OTHER SOURCE

eflq {+d EF't qrc
AMOUNT ofASSISTANCE BEING AVAILED

d q{ s.o+m wft

T

TOTAL ANNUAL INCOME i
qfto qrq

No.

BPL Card
(Attach Card Copy)

Tftfr tql * *i vqm vr
(vr{M EI sl Brqt vfr sifi'{ 6it

^.(.a,/'
1r, \I 1 ,t.Yr/ MelA e^ l- n, l) c l<^.

t'A., Vi L

l'4

Medical Reports/Prescriptions Attached

ersarercf€( t qrt 61T{ vitr+ff US lrf,'q

rtl

l,



DECLARATION by APPLICANT: sniq6 ET(I +I!II cr:
,l)l 

hereby confirm that alldetails in thls Form are Tru€ to the besl of my knowledge. Any false stalement willrender myApplication & ongoing assistance, if any,

liable for rejection/cancellation.
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activities/achievements. Such

for which assistance is being requesled

Zl t lnjptican11 turttrer agree-thaiany such use of my name, address, photo & delalls of the'purpos€", for which such assistance is requested/g.anted,

witt not automaticatty enii e me for receiving or continuing th6 said assistance. Tho dEclsion lor granting and/or continulng the assistanc€ will rest solely

wilh the Truslees of Koshika Foundation, and their decision is this regard will bs linal and 8cc€ptable to me.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/palient for financial assistance from Koshika Foundalion, we

(Hospital) hereby affrrm & accepl following:

i)itr;t wi neitndr are presen{ynor will in-future Evail ol Unancial assistance hom another NGO or any other sourc€, for the same patient/case, as we are 
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Oy-ioitrifi fo-rnO"tion, in part or in full, then the Hospital res€rves it's right to maks up the shortfall lrom aoother NGO or any othBr source. This

c6nfirmation essentially st;tes that ths Hospital wlll not avail any duplicaas asslstanqo for thg sam6 patlEnucsse from any other NGO or any oth€r source.

2) The assistance lrom Koshika Foundation is only financiat in nature. The choice of the treatment/procedure advised/conducte! by the Hospital on the

pltient, ii t"seO on ttre arrangoment between lhe patignt & lh6 Hospital. and ls ln no rvay inlluenced by.Koshika 
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Hence, the Hospital will

issume sole & comptete rosp;nsibility of the treatmenl & it's outcome & safety ot the patient, and Koshika Foundation will have no role or responsibility

in the mattet
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thumb impression on this Form, I (Applicant) hereby agree & authorlse Koshika Foundation and il's Trustees to
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