
/s

PRESENT RESIDENCE

-s o
ss rrdl

!dT

(

e

"yltn,fla-
CTN N U.I L! (I"fr\

30 t.li

ID ,25ll \ozz\ \ 3or

PERMANENT RESIDENCE

AGE.YEARS qg-

(ffin) I umir.lanrro (offin)

H
sEx ftfq

aft

,,01, .,
Nosnll(a
floundation

Euildi^g bto(k ot tir6

OCCUPATION
qdgfq

APPLICATION FORM FOR ASSISTANCE
q-arq-ar €-E

(Healthcare)

tlanqq toqroi
APPLICATION No
qr*<l qqr 

;

FATH E R'S/S POU S E'S NAME :

ftalegq 51 1rq

APPLICATIOT OATE :

i{r*<r ffi lq

S6 oop eosrop

TOTAL AI{I{UAL INCOME

qa mFlo em ( (Attech Proot ot lncolne)
( 3{rq 6r qrq{ {tT.{)QS.0oo

peN No. erd qrfl sqr

FArtflLy DETALS qncR tc-d{q
Sr. No.

rq rieqr
Namo ol Famlly
qft-{R + s<d

Membor
i6t tlq

Ag. (Ysap)

sc (sq)
Gender

tmrl
Relallon with Applicant
3{r.l({ 6 {lq trRU

1

E

.2n
(

SIBA tors R EQ ESTINGU TANASSIS CE ich€v6r s(Tick icableappl )'trdrq-dt ffi ffid 3llrm

EWS Coitificato
(Attach Co.ttfl cat. Copy)

lre iNrc crt mq ct
(rqFr Y, 61 Brqr yfd tr{,r 6it

R noI.c;srit-/
(Ati.ch_.]t fu)
?ctrr fird

(vqpr Ir sl ucr ffi *a.r dt

Aryffif-
BEsis/P,oof

!r< 6i{ xrg

Sr. No.

rq qqr
Medical Repo.ls/Prescriptions Attached

.:rsnmrsf{s{ t qrft 61 'rt ffitql q.S {q,1

STAASSI ENC BEI GN DAVAILE fo SAME Ru PO trom ERoT8 SOURCE sis irrrls*{q sli qdrrdl ffi+{ 3ril d filqr IFII
Sr. No.

rc q@l
NAME ofOTHER SOURCEq<*nmm A[,lOUNT ofASS|STANCE

d 
'r$ xfi{dr

BEING AVAILEO

T{fr

-

ruE--

-
rI-

-

-i
-

GZ-

-

F

ARE YOU AN INCOME TAXASSES

+[ qrq qrq or <ror t (d qr<
S€E fnck rvhlchever is applls.ble):

d rs cr Fd qn frvm tlrnAl El/

"PURPOSE" f or REQUESTnTC lSSrSrA}rCt'
soqta tg fr;A ,ri ffi er altw:

BPLCard ,
(Artach ca.d Crfy)

,ri-6 tq d dd/o", *
(qcM Yr 61 Erqr rfr Tidr{ 6tl

\

oo

I I
t

\ I
NAI'IE oIAPPLICANT :

olr+{s 6r rrc

.,\ ''T. a-^. fr

r*d d?



'l) I hereby mntim that all details in lhis Form are True to lhe besl of my knowledge. Any talse slatement will rende. my A&,plication & ongoing assislance, if any,
liable lor.eje€liory'canceilatpn.

2) I solemnly confirm that assistiance. if .eceived fiom Koshaka Foundation, will be used only for the "purpose-, as stated in this Form, for which $rch assistance
was requestd by me.

3) I hereby confirm that I have noa E willnot in tuture, availof reimbuE€ment, in pai or in full, from any other source/employer/insurance compan, of th€ amoont
foa which this assislance is reque6led-
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1) By atfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Fouhdation and it's Trustees to

use/publish/put-up/reprodlce my naoe, address, photo & details of the 'purpose', lor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciling donations for Koshika Foundalion and/or disseminating inforrnation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or afler my treatment or fulfllment of the'purpose"
Ioi which asliatancc is being rcq!ested.

2) I (Applrcant) further agree lhal any such use of my name, address. photo & details o, the "purpose', fo. which such assislance is requested/granted,

will not automatically entatle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

wrlh the Truslees of Koshika Foundation. and their decision is this regard will bg linal and acceptable to mo.
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By aflixing hereundcr, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept following:

1) that we neither are presently nor will in future avail of financialassistanco lrom another NGO or any other source, for the same patienvcase, as we ars
requesting to get from Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundataon. in part or in lull, then the Hospital reservas it's right to make up lhe shortfall trom another NGO or any other source. This

conllrmation essentially states that the Hospital will not avail any duplicate assistance for the same patienucase from any olher NGO or any othor sourc€.

2) The assasl,ance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
pattent, is based on the arrangemenl between lhe patient E the Hospital, and is in no way intllenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or responsibility

in the malte.
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