
FAT}IER'S/SPOUSE'S NAME

fr"r/c.gq m rq S\o knishrtofpo.
PRESENT RESIDENCE ADDRESS

E YOU AN INCOME TAX ASSESSEE (TlcI whlchevor 13 appllcable):

!flc arq q,( <rdr t fsi qrq d rs c{ Ed 6r ft{H fifiir

cifl

sEx fr'r

fvt

R Yes / No

arrd

8PL Card
(Attach Card Copy)

'r8-& 
ter * +i vqrvr Y,

(yqFr cr nl srqr rfd (dq 6ir

(Healthcare)
(er+rrq toqrq)

APPLICATION FORM FOR ASSISTANCE

werq-er €-E err*<< snsq

.,.u,,,
Itosllr.ka
foundation

APPLICATIOI,I No. :
qr*<l {qr :

p[oizz\\\E3 li{l.#]noo,..^ - roqlzr
ace.velns arg-a{

a\
NAti,lE oIAPPLICAt{T
an*<+ an m luon i

o
I .J 

PERMA'iTENT RESENCE AoDREss : ed a{lgrfrq q'dl

q5*o+

I r83

pos{op

fnor".'
umnreg,{F{rfu) / UNMARRTED (.xffin)OCCUPATION:

q{qrq SLv"Hryuzr
TOTALANNUAL INCOME
q-a qfi|q rlrq

PAN No. Ii.r{ q]?,I gtsn

(Attach Proof ot lncomc)
(qrq 6r srH gdq)

FAMTLY oETAlLs qft-cR tdd{vl
A96 (Yearsl

sc (s{)
Gonder

fti,l
Relatlon wlth Appllcant
ifirkfi d slq {qq

Sr. No.

rq rigl
Nam€ of Famlly Member
qfrq*s<d+,rlm

...

Z
(

EASIS [o. REQUESTING ASSISTANCE (Iick which.vo, b.pplicablo]
srrq-drdtrffiqrqR

EWS Cortilic.to
(Att ch Cedlflcats Copy)

lreq afiq El ycrq Tr
(vqq cr El wqr fi dd,r 6ir

Ratlon Card
(Attach Copy)

Ec+fir q,rd

(vqq vr el erqr lfc {.a'r eir

Any Other
Basls/Proot

or< qt sng

mr{rdr fu Fr{ rd f+rd fl gdror,
"PURPOSE ' for REQUESTING ASSISTAICE:

Sr No.

rq risr
Medical Reporls/Prrscriptions Attachsd

3{Fdrf,,cf€{ t srt 61 rr$ eiil}fi qfr dq'i

1)

t-

-,1- 00

ASSISTANCE SEING AVAILED for SAI,E "PURPOSE" from OTHER SOURCES

w Blt{q + t( Eti irq srtril fq,S wq stc i Feqrrqr d?
3r. t{o.

oq {qr
AME o, OTHER SOURCE

erq uir qt *q
AMOUNT otASSISTANCE EEING AVAtLE0

d 'ri wrra wfl

4 rJRCJ

-

-

-

l

=- 
f 

^J ^n 
r,f.

t fi
I

t
I



DECLARAT|oN byAPPLtcA[f: qri(d' lr[ s]s!n qr:

1) lhereby confirm thal alldelails in this Form are True to the best ofmy knowledge. Any false stalement will.ende, myApplication & ongoing assistance. it any,

liable for rejection/cancellation.

2) I solemnly ionfirm that assistance, if receivgd from Koshika Foundation, will be used only tor the 'purpose', as stated in this Form for which such assislanca

was requested by me.

Siih",;-bi*"|l,i, that I hav€ not & will not in future, availof reimbursement, in part or in tull, fiom any other source/employer/insurance company. of the amount

for which this assistance is requested.
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1) By aflixing my signature or thumb lmpression on this Form' I

use/publish/pulup/reproduce my name, address, photo & detail

medium, including but not limited lo verbal, print, electronic' for

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

(Applicant) hereby agro€ & authorise Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

for which assistanc€ is being requested

2l I (Applicanl) furlher agreJthaiany such use of my name, address, photo & details of the'purpose', for which such assislancs is requested/granted'

witt noi automaticatty enti e me for receiving or conlinuing the said assistance. Tho dgcision for granting and/or contlnuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and lheir decision is this regard will be linal and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lo. financial assistance from Koshika Foundation, we

(Hospital) hereby affirm E accept following

1) that we neither are presently nor will in future avail of financial assistance from another NGo or any other source, for the sarne patienvcase, as we are

requesting to get trom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf ihe requested assistance is not grante

by Koshika Foundation, in Part or in full, then the Hospital reseNes it's right to make up th€ shortlalllrom another NGO or any other source This

confi rmation essentially states that the Hosp ital will not avail any duplicate assistance lor lhe same patienucase from any other NGO or any othsr source

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

patie nt, ls based on the arrangement betwoen the patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence, lhe Hospitalwill

assu me sole & complet€ responsibility of the treatmen t & its outcome & saf€ty of lhe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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