
htha
foundation

Building bloct of lifa.

NAME ofAPPLIGANT:

ADDRESS: rM(
OCGUPATION : / ut{rrrARRrED (qffi)

D
sEx

a r

ldl
/0

hu
]fD (,

rr6rqtrr i( €{r*<{ srs..r

AGE.YEARS

er+ffi q.r rrc

APPLIGATION FORM FOR ASSISTANCE

APPLICATION
snAr{ fu{t

FATHER'S/SPOUSE'S NAME
i5I;ilq

(Healthcare)
(ererq teqa)

APPLICATION No.
qr+qr d€qr :

(Attach Proof of lncome)
(qrc 6r srw d6r{)

fINCOME

PAN No. €rdr

i5q ggfl
No. Gender Relation

39

RII OIFI 6"t <rdl

iswhichever applicatle):
dqrq c{T{I ST arntrf{fln(d vd

ARE YOU AN Yes /
EI

Member
ifi;IIq

Appllcant
qtrH

Name
ckER

-
\

is applicable)
v{rrdr + lvi fiffi 3ilm

BASIS for REQUESTING

BPL Card
(Attach Card CopyL-

'rfrfr }61 aa).ffiw
(rrrroT sr Ei q6 ffi se'q mr

EWS Certilicate
(Attach Ceilmcate Copy)

orel SIFI qrt yqrur v*
(rcM Y{ 11 srqr ffi Ti,.rq etr

Ration€drd
(4fir6h Copy)

=---tq+ftI ild
(yrrM Td d1 em yfc rir'rq otr

Basis/Proof

erq qtt srH

Other

Sr. No.

iF.5-rRr t q1r{
Medlcal Reporls/Prescriptlone Attached

q{ vd'{

"PURPOSE" from OTHER SOURCES
tnfr grrl tr*( TIIIfdcr dl

Sr. No.

i['q Trtsrr
}{AME of OTHER SOURCE

- eqq*dmrq BE]NG AVAILED
{Nfr

AMOUNT ofASSISTANCE
ifi('r )

\y

FAMILY DETALS f{qrur

"PURPOSE" for REQUESTING ASSTSTANCE:
qrrrdrtgHrAffims(trq:

Y nI rf,r)( ,I
vY L

1t /dl Alr
PERMANENT

t,

L t

-

lJtttr-

fdrr

qTI ITdFTflI

for



oECLARATlo by APPLICANT qr+(f E( dqqr r{l
1) I hereby conllrm that alldetails in this Form are True to the besl of my knowledge. Any false slatement will render myApplication & ongoing assislance, if any,

liabl€ for r€j€ctiodcancellation.
2) I solgmnly conffrm that asslstance, if received lrom Koshika Foundation. will be used only lor the'purpose', as stated in this Form, tor which such assistance
was requested by me.
3) I her;by confirm that I have not & will not in future, availof reimbursement, in parl or in full, from any other source/employer/insurance company, of the amount
for which this assistance is requesled.
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qdmnn:SIGNATURE of TRUSTEE 1
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1) By afilxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpos€', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it s

activities/achieve;enb. Such use ol my pholo & details can be made by Koshika Foundation belore or after my treatment or fulfilmenl of lhe 'purpose"

for which assistance is being requested.

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

wi noi automatically entifle me for receiving or continuing the said assislance. The decision for granting and/or continuing the asslstance will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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