
VAN-- Ceo- bL- o 12 c

htha
foundation

APPLICATION DATE Building block o{ lrfe.

eir&q n*
AGE-YEARS

NAME of APPLICANT

tI.O
0 \

f€'rlr\il*^JxA 5s l'4

Lo"rv
PRESENT ADDRESS

D3'ta ILSL

or-+<q ql lrq

(Healthcare)
(Hrcerq fuqrol

APPLICATION No.

qrtcc qwr :

APPLICATION FORM FOR ASSISTANCE

Tr6rdrcn E-( sTrq-q-{ gI-G-EI

FATHER'S/SPOUSE'S NAME

finrmgq +l nrq

loi *
f -.-p ?1614

Qzn, MqA,erJru

OCCUPATION / uNMARRTEo(qffi)

TOTAL ANNUAL INCOME

W qrft"d qlq ,ttu-u"o |-- (Attach Proof of lncomel n
(i{rc sr qnc smq)' N fT

PAN No, TgTIi ETfrI SGII

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable)

EFI srm s{rq s-{ <rdr t rd qr=l ri ve cr 116] q.r f{fln mqr4r

Yes / No

artfr/
FAMtLy DETAILS sfr-sR ff,d{q

Name of Family 1

cftsn * s{d
Member

6',1 1tq

AEe (Years)

rs (Ed)
Gender

fur
Relation with Applicant

silnqfi * qTsr {trfti
Sr. No.

s,'q qgt
u

rR{

,4- A^i;-
r{

/b )U t,t ,Ja ! €yltii" lsr.rl

BASIS for REAUESTING ASSISTANCE {Tick whichever is applicable)
qil-{dr * ftri ffia qqr*

EWS Certificate
(Attach Certificate Copy)

srf,I srFI qrt gqIUI .rr

(v'qtq q *1 ercr vfd rro'{ 6tr

Ration Card
(Attach Copy)

Bqqqilr fld
(cqrvr rd *1 em vh so'{ 6tr

Any Other
Basis/Proof

erq srli srH

' BPL Card

(Attach Card Copy)

,rfrd tor * ti ccror rr
(crm E{ +1 erqt cfd soq *tr

wmar fu f{ia TA ffi or c{kq:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No

qil vql
Medical Reports/Prescriptions Attached

eqald,eir{ { qrfr 41,r$ vf+dqn € s-drl

/

L( l, 

- 

,

,4)t€
t.

ASSISTANCE BEING AVAILEO foT SAME 
..PURPOSE', 

fTom OTHER SOURCES

W s(q{q d t-(6t{ srrl s6Frf,r ffi erq Tfa t ferq'rqt dZ

NAME of OTHER SOURCE

erq da qt rrq
AMOUNT of ASSISTANCE BEING AVAILED

d rr{ vo{rdr rRfr
Sr. No.

u,q d@r

'? \auQ)tJ-r'n tLl A tu'l

L Pzvt t P ( 0(f

- / tt

q ('k



a

11 I hereby confirm that all delails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,
,raDle for relection/cancellation

2) I solenrnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose , as stated in this Form, for which such assistance
was requested by me.

3) I herel-ry confirnr that I have not & v/ill not rn future, avatl of reimbursement, in part or rn full, from any other source/employer/insurance company, of the
for which this assistance is reQuested.
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1)By alfixing my signature or thumb impressron on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-uplreproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any

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

activities/dchievemenls. Such use of my photo & details can be made by Koshika Foundatron before or afler my treatment orfulfilment of the "purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & delail.s of the'lpurpose"; for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing lhe said assistance. The dectsion for granting and/or continuing the assistance will rest solely

with the Trustees oF Koshika Foundation, and their declsion is this regard will be final and acceptable to me,
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AGREEMENT by HOSPITAL (EfliilM ET{I 6,m)

by Koshika Foundation, in part or in full, then the Hospital reserves it s right to make up the shortfall from another NG0 or any other source, This

confirmalion essenlially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation rs only financial rn nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangerne|rt between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assurre sole & complete responsibility of lhe treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility
in the matter.
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