
APPLIGATION FORM FOR ASSISTANCE

1ar<er tU.,urr+<< yrsq
(Healthcare)

(ercem teqd)
,,U, ,I
LOSNU(A
foundation

Building block of lilc.
APPLICATION No. :

Bn+qr {Eqr : qr&? ffi
APPLICATION

AGE.YEARS 5ex frir'NAME ofAPPLICANT
qr+(+' m rrq f l^t nnl a nutlT 1{- {a)
FATHER'S/SPOUSE'S

i5T :IFI

BESIDENCEADDRESS tr

PERMANENT RESIOENCE ADDRESS qflr

7 zps b2
//rt hhoor

frwo 2
t 3eh

t

OCCUPATION
qd€rq M ffie6m / uNMARRTED(qffid

----u-
TOTALANNUAL INCOME

Ed qrFis snq
(Attach Proof of lncome)
(e[rq 6I qrqc qmr{)

T

PAN No. P[i EII-dI

Yes /
ar

ASSESSEE (Tick

d qral Ygd c{ tFIvdiFII SIFI OIE 61 qdl
ARE

FAM]LY DETAILS

Sr.

i5'rl
Name of

d
Age Gender

fdrt
Relatlon Applicant

Ft1

whichever
+ 3IFM

EWS Certificate
(Attach Certlfl cate Copy)

orer sIFr +t yqm vl
(rqtq vt *1 srqr ffi sq.{ str

sq+<r
lrqw w +1 ur<r qrilri 6tt

Ration Card
(Attach orrnd'

B#is/Proof
erq qti srw

rtrrtl tg H r+ ffi or atg:
"PURPOSE' for REQUESTING ASSTSTANCE:

Sr. No.

mq erwmrcim t qrt sfi
Medical Attached

ASSISTANCE BEING AVA]LED for SAME "PURPOSE" from OTHER SOURCES+Fq 3rrTBItI'c s+i ffiIT6FTdI srrlh dil fdcrt dlTqI
Sr. No.

i[-II
NAME of OTHER SOURCE

qq ria w rrq ofAMOUNT ASSISTANCE BEING AVAILED
ifr T$ wfr

BPL Gard
(Attach Card

r0+ tgl + dli *T
(vqtq r{ ql Erqr d-rr ctr

ltn
)I



DECLARATIOI by APPLICANT: qlt(6 !I{I dcll YI:
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I hereby confirm that alldetails in this Form are True to the besl of my knowledge. Any false slatement willrender my Application & ongoing assistance, it any,

liable for rejgclion/Gncallalion.
2) I solgmnly ipnfirm that assistance, if recsived from Koshiks Foundation, willbe used only for the'purpose', as stated in this Form. forwhich such assislance

was requestd by me.
s) it;;ibi-;;"ffi ha I have not & will not in luture, avail of reimbursement, in part or in tull, hom any other source/employer/insurance companv, ol the amount

lor which fiis assistancs is requested.
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my name, address. photo & details of the "purpose', for which such asslstance is rcquested/granted, th.ough any

medium, inciuding but not limited to verbat, print, electronic, lor solicltlng donaUons lor Koshlka Foundation and/or disseminating information about it's

activities/achievements. such use ol my photo & detralls can be made bt Koshika Foundation botorg gr afrer my treatment or fulfilment o, the 'purpose"

for which assisiance is being .eguested.

2) I (Appticanr) further agrejthaiany such use of my name, address, photo & details of the'purpose', tor which such assistance is requested/granted,

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

with the Trustees of Koshika Foundation, and th€ir decision is this regard will be final and acceptable to m€.
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presenfly nor will in-futurc avail ol financial assistance from another NGo or any other source, for the same patient/case, as we are
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