
APPLICATION FORM FOR ASSTSTANCE
Trerdr.tr +q err+<q ersq

(Healthcare)
(er+crq fuqal foundation

Building block of life.

htha
APPLICATTON No.:
€nAfi dEqr : ur}fi fddt

APPLICATION

AGE-YEARS 3{rg sex frqNAME ofAPPLICANT:
-er+fib- ul rc A o &
FATHER'S/SPOUSE'S NAME

i6I lFt

cil

PERMANENT RESIDENCE ldl c / /2dh/
t

0
OCCUPATION
+rgFq (ffid) / uNMARRTED (qffidd

(Attach Proof of lncome)
(s[rq 6r HrH vfirl)

INCOMETOTAL
qrfis iilq

PAN No. EIK{I

FAMTLY DETAILS cftER
Sr. No.

6q
MemberName

cR-sR
Age
3S

Gender Relation with Applicant
+ {Fi qqrr

ts(Tickt sTqR

EWS Gertificate
(Attach Certiflcate Copy)

srst gIFI qrf ycm q{
(gIIM vr ql srqr yfr eh'{ q'tr (ccm Tr t1 srqr cfr shq str

A6
Basis/Proof

erq at$ sRc

"PURPOSE" for REQUESTING ASSTSTANCE

Htr{dr ig H'rA ffi qr s(tw:

IT@II

Sr. No.

ui Ti sf{+qq qs1

Medical Reports/Prescriptions Attached
*

ASSISTANCE BEING AVAILED for "PUSAME fromRPOSE" OTHER SOURCES
+w SreIE{tw +i turfrFtnrat 3rrlt( r*il fdcrt dzTqI

Sr. No.

H'C
NAME of OTHER SOURCE

sm l*r il crc
NTAMOU of ASSISTANCE BEING AVAILED

ql T{ Ir{frv6r.rdl

RE AN INCOME

wc arq 6'.t Ekrr qrqd

BPL

'r0-fr *+a
copy)

YqM YJI
(srsr cr c1 Brqr cfr eq'i 6tt

Yes / No

EI/

#,ffi

c{Y{T iFtFd
whichever

Ration Card
lAtlachBopyl -z--'scffiJfi€'



DECLARATIOT{ by APPLICAi{T: qIAqE Em d{ql Y{:

1) I hereby conlirm that alldetails in this Form are True to the best of my knowledge. Any fatse statemenl will rende. myApplication & ongoing assislan@, if any,

liable for rejscliorvcancellation.
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'1) By affixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name. address, photo & detai

medium, including but not limited to verbal, print, electrcnic, for

activities/achievements. Such use of my photo & details can be

lor which assistance is being requested

2) I (Applicant) fudher agree that any such use of my name, address, photo & details ofthe'purpose', lor which such assistance is requested/granted,

witt noi automiticatty enti{e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereu nder, signature of our Authorised Signalory for recommending this case/patienl for financial assislance from Koshika Foundation' we

(Hospital) hereby affirm & accept lollowing
1 ) that we neither are presently nor will in fu ture avail of financial assistance from another NGO or 6ny othea source, for the same patienucase, as we are

requesting to get from Koshika Foundation. to the extent tiat such assistance is granted by Koshika Foundatio n. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, the n the Hospital reserves it s right to make up the shortfall from another NGO or any other source. This

conflrmation essentially states that the Hospital will not avail any duplicate assistance for the sam6 patient/case from any other NGo or any other source

2)The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenupaocedure advised/conducted by the Hospital on the

patienl, is based on the anangBmsnt b€tweon th6 patient & the Hospital, and is in no way influgncod by Koshika Foundation. H€nce, ths Hospilal will

assume sole & complete responsibility of the treatment & it's outcome & safety o, the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
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soliciting donations lol Koshika Foundation and/or disseminating inlormation about it's

made by Koshika Foundalion before or after my treatmenl or fulfilment of the 'purpose'
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