
APPLICATION FORM FOR ASSISTANCE
s6rq-dr e-( orr+<{ gTFrq

(Healthcare)
(FIlPrq t@clB)

r.Ur 'r
Nosnr,'1a
foundation

AGE-YEARS qrg-q{ sEx fd'rNAUE ofAPPLICANT
en+(6 *t lrq

tP*"
gtAura-n ti

7o
FATHER'S/SPOUSE'S NAITE

ft-avrEq el *q o__5 0
PRESETIT RESI

ho-.o
CE ADDRESS

CE ORESS: cir

Qosto p

H

I'(P OP
.>

&
occuPAT|or{
4*IFI (ffin) / url (qEqrfrc)

(Attach Proot ol lncome)
( xFl i qnq dTr{)

TOTAL ANNUAL INCOME

ge afi-+ ar
'urdt g@I

FAMTLY DETAILS cfuqE ifi{q
Sr. No.

rq riwt
Nam6 of Family Member
qfi-qn d s<d 6r {c

Age (YeaF)

f,c (s{)
Gander

i€rr
Relallon with Appllcant

3{I.t(6 S qtq {qq

) r
a

*rG
tl.r<6/Proo,

f< +g snc

STANCE1oBASIS REOUES ASTING SI ic a s(Tick applicable)
{6FFII ffiH 3rPm

R.tioI. gCfd

{Aftarfcopy)
sc4-fl 6rC

(rqm Yr n1 qr rft li.{rr {it

EWS Cortificato
(Attach CedjffQt Copy)

exg ilrq q{ rqm qr
(Y{q {i sl qt rfd rhrr Eit

"PURPOSE " tor REQUESTINc ASSTSTANCE:

rtrmtfrn'riffiwr1tw:
Sr No.

m'q riqr
Medical RoportslPrescriptions Attached

lrs<rorciil * sri 61 ri cfdt<r gi gil'r

SS TANCEls 8E NG AVAILED for sAtiE E"PURPOS from OTH ER s sOURCEtg qiYq ii-:lsit61 {6r'{dr ffi d?3ril d frqr TqISr. No.

*q gql NAI,E ot OTHE R SOURCE
qq da er lrq

OUNT ASSISTAN Ec EINa G YAILED
ei ,r{ rtl.rfl

(

-

IIf,I

-

r

ARE YOU AN INCOME TAX ASSESSEE mck
m qN irrqmcrdrt t qr<dysqr

whichever is applicable):

xd 6r fifl? E{rdt
Yes / l{o

APPLICATIOt{ No. :

iqri<r {cql 
'

NIto'zz- lr azr APPLICATIOT{ DATE :

xrd<r fflt (Yt
I

{at

*kL rrt a*^,
/

)

I I

I

I

BPLCard >/
lAttach catE 6py,t

'rftflr 
tql +,di rqM !,

(rcM T{ 61 Brql !fr rt{r{ ctt

irfr



1) I hereby confum lhat all delails in Ihis Form are True to the best ol my knowledge. Any false stalement wi,l rende, my App,ication t ongcing assistance, if ahy,
liable for rejectio.rcancellation.

2) I solemnly coofirm that assistance, if recerved from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for wtrk r such assistance
was requestd by me.

3) I hereby co.frm that I have not & will not in future, avail of reimbursement. in part or in full, fiom any olher source/employer/insurance cornpany, of the amount
for which this assistance is requestod.
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1) By atlixing my signature or thumb impression on this Form, I (Applicant) hercby agree & authorise Koshika Fgundation and it's Trust€es to

use/publistvput-lp/reproduce my name. address, photo & details ofthe'purpose', for which such assistance is requesled/g.anted, th.ough any

medium, including but not limited to verbal, print, eleckonic, for soliciung donations for Koshika Foundation and/or disseminating info.mation about it's

activities/achievemenls. Such use of my pholo & delails can be made by Koshika Foundation berore o. after my treatment o. fulfilmenl of the 'purpose'

Ior which assistance is being requested.

2) I (Applrcant) furthe. agree that any such use of my name, address. photo & details ofthe'purposo', for which such assistance is requested/granted.

will nol automatically entille me for receiving or continuing the said assistance. The decision for granting and/or continuing th€ assistance will rest solely

w(h lhe Trusl€€s of Koshika Foundation. and their dscision is this rsga.d will bs final and sccaptable lo dr€.
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By atfixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance lrom Koshika Foundation, we

(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future availof financial assistancg lrom another NGO or any other source, lor the same patisnvcaso. as we are

requesting to gel fiom Koshika Foundation, to lhe extent that such assistance is g.anted by Koshika Foundation. lfthe requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reservos it's right to make up th€ shortfall from aooth€r NGO or any other source. This

confirmation essentially states hal the Hospital will not avail any duplicate assistance for the same patienl/caso from any olher NGO or any olher sourco.

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

patient, is based on the anang€ment between lhe patient & the Hospital, and is in no vvay influoncod by Koshika foundation. Henc€, the Hospitalwill

assume sole & complete resp;nsibiliiy of the treatment & it's outcome & safety ol lhe patient, 8nd Koshika Foundation will have no rolo or responsibility

in the matter
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