
APPLICATION FORM FOR ASSISTANCE
qErdral +( 3{r+drr yrs'cr

(Healthcare)
(lgr+rrq fuqre)

,,U), . I

ltOSNU,CA
foundation

Euilding block ol life.N
APPLICATION No. :

sn+fidrcqr: l0a\ t3+6 . #"*S"" 
oArE: 

, e lrol> I

AGE.YEARS sex frir
6,r-'A*.tAo*,,m

NAME ofAPPLICANT

s{r+qs, ql qlc
4o ?

FATHER'S/SPOUSE'S NAME :

fq-mrd-{Eq 6I rTq

EII

a1

RESIDENCE

+ 7.'+ 11 a V--a, ll , ' l-U r r o,"n a l\A Z
\J

PERMANENT RESIOENCEAODRESS : Teni effirfrc ydr

I

0

Prc'ry ?o1,1- E
il u6 ?'nd^*
/ UNMARRTED(qffi)

PAN No. qrdl

ARE YOU AN INCOME TAX ASSESSEE (Tlck whlchever ls applicable):

*lr srFr srFr a'{ ?rdr t (d qrq d Eq cr rrd 6l ft{m v'IrAI
ves '|ri'to")

a l\d
FAMILY DETAILS

Age (Yea1s)

vq (sq)
Gender

frq
Relation with Applicant
sn+ffi + qrq rTErtr

Sr. No.

mq risr
Name of Famlly Member

cft'ER + r<d'm =rn

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

wrrm*Hffiqrqn
EWS Certificate

(Attach Certlficate Copy)

srel sIIq q{ IFilUI qi
(vqs vr c1 Erqr vft se-r etr srcr vld vsrr otr

Ration

erq qH srg

Any Other
Easis/Proof

"PURPOSE" for REQUESTING ASSISTANCE:

vtr+ar tg H.ra ffi or r{kq:

Sr. No.

sq q@r
Medical Reports/Prescriptions Attached

ercrarrurder t qr0 61rri cir+fl US rerl

t1) lJai^aro{r'I Q
LEo

k9 l R.E-Lu>lo,ontt\:/

w v1iw + tq.+ srrr rT6r{rdr ffi erq r*il t ffiqr ?m d?
ASSISTANCE BEING AVAILED lor SAME "PURPOSE" from OTHER SOURCES

Sr. No.

sq qqr
NAME of OTHER SOURCE

sr:{ ttd sI alq
AMOUNT of ASSISTANCE BEING AVAILED

d rr{ vtrqm nvfr

II)

{

OCCUPATION
q-d{Irq

CTALANNUAL INCOME
qrFi+ snq 3 4roooY

BPL Card
(Attach Card Copy)

,rfrfr tet $ fQ vqm Y{
(cqlq vr ql srqr vfd rm-r qtt

(Attach Proof of
(srq 6,r Hrqq Hie) N/x

a

\r.(r\



DECLARAT|O by APPLTCANTT qrt<S Em slsqr cr:

1)l hereby contirm that alldetails in lhls Form are True to the best ol my knowledge. Any false statement willrender myApplication & ongoing assistance, if any

liable for rejection/cancellation.

2) I solemnly lonfirm that assistance, if received from Koshika Foundation, will b€ used only for lhe "purpose', as stated in this Form, for which such assistance

,aias requested by me.
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l) By aflixing my signature or thumb imprssslon on this Form, I (Applicant) he.gby agroe E authorise Koshika Foundation and it's Trustees to

use/pubtish/-pufup/reproduce my name, address, photo & details of tho 'purpose", for which such assislance ls rcquested/granled, lhrough any

medir-rm, lnciuding Out not limitea to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivities/achieve;enb. Such use ol my photo & detaiis can be made by Koshika Foundalion before or after my treatmenl or fulfilment of the 'purpose"

for which assistance is being requesled.

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

witt not automatically enti{e me for receiving or continuing ths said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trust€es of Koshika Foundation, and their decision is this regard will be final and acceptable to mg.
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By aflixing hereunder, signature ol ourAuthorised Signatory for recommending this case/patient lor llnanciai assistance from Koshika Foundation, we

(Hospilal) hereby affirm & accepl lollowing:

illtrit wi neittrdr are presentlynor will in-futurs avail ol llnancial assistance trom another NGO or any olh9. source, for the same palient/case, as we are

requesting to get from foshik; Foundation, to tho exle.lt that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

Uykoitrifa fo-unOatlon, in part or in full, then the Hospital reserves it! right tomake up the shortfallfrom another NGO o. any other source. This

c6nfirmation essentially st;tes that th€ Hospital will not avail any dupllc€t,a assistance for the same pationucase from any other NGO or any other source.

2) The assistance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by lhe Hospital on the

pifient, ii Ui"uO on ttre arrangoment betwosn thepatient & the Hospital, and is in no way lnfluonced by Koshika Foundalion Hence, the Hospitalwill

lssume sob a comptet8 resp-onsibility ol the treatment & it's outcome & safsty of lhe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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