
APPLICATION FORM FOR ASSISTANCE
vardrfir *q e{r+fi qrsq

(Healthcare)
(sr+qq fuqq)

APPLICATION

sEx

6771

ontq" frdt
AGE.YEARS

APPUCATION No.:
en*<a sqr :

NAME ofAPPLICANT
orr+qqr 6r ilq

RESIDENCE ADDRESS :

YdI

IiIT

FATHER'S/SPOUSE'S NAME
i[I :IFT

,lF dh

wl {tosfuf

foundation
Euilding blck of life.

hiL<a

/ UNMARRIED (erffid
OCCUPATION

(Attach Proof of lncome)
(qlc q,I grH Fmrr)

INCOME:TOTAL
qrFfd onc

ETf,I

FAMTLy DETATLS cfrsn
Sr. No.

xq sqr
Name Itlember

EI
Age
gs fdq

Relatlon wlth Appllcant
TItrttl

EttYS Certificate
(Attach Certlfl cate Copy)

016l stFI er{ mq v,
(rcrur r, +1 erql yfr veq ctr

RalionCarf,'--'
lAttaclS,{Iogy)
sqqftr 6rd

(vqq vr +1erq ffi swr qtr rq +i$ srqq

Other

"PURPOSE" for REQUESTING ASSTSTANCE:

Sr. No. Medical Reporls/Prescripttons Attached
Tdrqt qrfr sfr r{

ASSISTANCE BEING AVA]LED for SAME "PURPOSE" from OTHER SOURCESw + srrl+i vtFril CF?Iffi ridE${q t TFIIfdcr dz
Sr. No.

fr-IT
NAME of OTHER SoURCE

qq sla w'nq
AMOUNT of BEINGASSISTANCE AVAILEDd ,r{ {Yfrv6Frdr

PAN No.

1E YOU

3IFI 6{ <Rtr crqd

BPL Card
(Attach Card

'rfrd tor + +i
1vqtq qr qfr Brqr sdrr 6tt

Y{r
Yes / No
art€

ET

i

t.ffiF i

Gender

\

-

___

___

strTilr tE H'rA ffi *r s(trq:

l. U) a-T:---n'l) I lt (\ l/1n (t t 'lt l,/l/r I

\7



OEcLARATlol,l byAPPLlcaNTr erkfi' lim dcql !-r:
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for which assistance is being requested.

2l I (Applicant) turther agree thai any such use of my name, address, photo & details ot lhe 'purpos€'. lor which such assistance is requested/granted,

Jitt noi automaticatty enitle me for receiving or continuing the said assistance. The decision lor granting and/or conlinuing the assistanco will rest solely

with the Trustees of Koshila Foundation, and their d€cision is this regard will b€ final and acceptable to mo
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(Applicant) he.eby agroe & aulhorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such asslstanc€ is requested/granted, through any

soliciling donations lor Koshika Foundation and/or disseminating info'mation about lt's

made by Koshika Foundation betorg or after my ireatrnent or fulfilment ofthe'purpose'
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By affixing hereunder, signature of our Authorised Signatory for recommending lhis caso/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afflrm & accept lollowing:
1)that we neither are pres€ntly nor will in future avail of financial assistance from anolher NGO or any other source, for the same patienucase, as wq are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the .equested assistance is nol granted

by Koshika Foundation, in part or in full. then the Hospital reserves ifs right to make up the shortfall from anolher NGO or any other source. This

confi rmation €ssentiallY states that the Hospita lwill not avail any duPlicate ass iglance for tho same Pati€nucaso frcm any other NGO or any other sourcs

2) The assistance from Koshika Foundation is only financial in nature The choice ol the treatment/proced ure advised/conducted by the Hospital on the

patient, is based on th€ arrangement b€tw66n the pati€nt & tho Hospital, and is in no way influ6nced bY KoEhika Foundation. Honce. the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & salety of the patient, and Koshika Found alion will have no role or responsibility

rn the matter.
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