
ARE YOU AN INCOME TAX ASSESSEE (Tlck whichcver is applicabl€):
iFrr flq q 6,{ 

"rc 
t (i qrq d Tq c{ €6 EI fiynr Rrnal 6I

FAMILY OETAILS f€wI

"PURPOSE" ror REQUESTING ASSTSTANCE:

vrr-a tg fid 'ri tud Er Bdvl:

APPLICATION FORM FOR ASSISTANCE ,.0), .,
Kosntraa
foundation

hc\

frdYF{Er nrc

PRESENT SIDENCE ADORESS

T{T RES AOORESS :

PcstoP

Url

T

RII

I

liIT

a,

Nalq

N toe2 t3el ), to
sEx fti'r

139 N

srr+er ?-E elr+<ir yrs.q

AGE-YEARS 3IE-

/3 n

OCCUPATION
qqqrq

APPLICATION No

on+<q {qr :

NAtilE oIAPPLICANT
s{r+{6 6r rrc

(Healthcare)
(ererq tocrd)

APPUCATION OATE
qr+<r ffi

P.reoP

1 7(aaacn erool ot t rcorIr,l7 (qlq EI sIH tdr{)
TOTALANNUAL INCOME

5a arff-* on
U

PA No. e{ri rerdr {qr

Gender

fti'r
Age

3S
Relatlon wlth Applic.nt

+ Rrq {qq
Sr. No.

rc ri@l
Name ot Famil

cft-{R *
Member

iFI :IFI

x /ht -=- ,

9-- <4'

BASIS tor REQUESTING ASSISTANCE

vaq-adHffirqrqn
(Tlck whichov.r li spplicable)

BPL Card
(Attach Card Copy)

'r0-4 tgl d +i yqor rd
(rcM c-, qi srcl yh {.rrr i6tr

EWS C..lific.to
(Atlach C.rtltcatre Copy)

rrw qrq crl rqu ct
1mq qr 61 a{r rfd {(cr{ 6ir

Rrtion,Joah

,lLyr.lfcoptl
L.4cqtfi 6rC

1mo qr 61 6rqr yfr {t{r{ str

Anpsihat

I -rE6i.lProot.-ir< 
6ld slcc

Sr. No.

rq q@l qwararci€{ { srt 61 t yfir+fi
l,ledical Rsports/Prescriptions Att ched

{iF:I

STANCEASSI B N AVAILEG lotD SAME PURPOS trcm OTHE R so RCU ES
{q d {6r.rdl3ITIqi{ Iiifr+q qit tr?ii f{qr lrCI )rt

Sr ilo.

rq riqt
NAME ot OTHER SOURCE

wq ratc an nn
SISTANCEAMOt',NT AS BEI N AVAILEO

d Ti q-6r*fl {Rfl

--

-

-

-

-,a,ifA-E

IXE

-
-

FATHER'S/SPOUSE'S NAME :

I

r

rI

FdSo (nc'tur) r urmmneo (cffir) -

g<sq



1) I hereby confum lhat all details ln lhis Form are True to the best of my knowtedge. Any fatse statement wil render my Apptication & ongoing assistance, if any,liable for reiectiory'cancellation.
2) I solemnly confirm that assistance, i{ received from Koshaka Foundation, will bg used only for the "purpose-. ss stated ih this Form. for wti.fi such assistanca
was requested by me.

3) I hereby confirn lhat I have not & will not in future, availof reimbursement, in part or in lutl, lrom any other source/employer/insurance cornpany, of the amountfor which this assistiance is requestod.
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(Applicant) hereby agree & authorise Koshika Foundation and its Trustees to
s ot lhe 'purpose", for which such assistance is roquested/granted, through any
soliciting donations for Koshika Foundation and/or disseminating anlormation about it's
made by Koshika Foundation before or after my treatmenl o. fulfilment of the 

.purpose"

2) I (Applrcant) furlher agree lhat any such use of my name, address, photo & details of the "purpose', for wrrich such assislancE as requested/grantgd,
will not automatically entille me lor receaving or continuing the said assislance. The decision for granling and/or continuing the assistance will ;sl solely
with rhe Trustess of Koshika Foundation, and their decision is this rogard will be tinal and acceptaut" tJme.
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1) By atlixing my signature or thumb impression on this Form, I

use/publish/put-up/reprodlce my name, address, photo & detail
medium, including but nol limited to verbal, print. etectronic, tor
aclivrlies/achievemenls. Such use of my photo & delajls can be
lor which assislance is being requcsled

By affixing
(Hospital)

heGunder, srgnalure of ourAuthorised Signatory lor recommending this case/patient for financial assislance from Koshika Foundation, we
hereby affirm E accept lollowing'
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1) that we neither are presenlly nor will in fulure avail of financial assistance lrom another NGO or any other source, for the same patienvcase, as we are
requesting to get lrom Koshika Foundation. tolhe extent that such assistance is g.anted by Koshika Foundation. lf ihe requested issistance ij not granteO
by Koshika Foundation, in part or in full, then the Hospital resGrves ll s right to m;ke up th; shodfall lrom anoth€r NGO or;ny other sourc€. This -
confirmalion essenllally states that the Hospital willnot avail any duplicaG assislanceior the same patienucasa from any oth'er NGo or any other source.
2) The assislance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/c;ducted by llre Hoipitalonihe
patienl, is based on the arrangemenl belween the patient & the Hospital, and i9 in no way influenced by Koshika Foundation. Henie,lhe Holpital will
assume sole & complete responsibility of the treatment & it s oulcome & satety of lho patient, and Kosliika Foundation will hav€ no role or responsibility
in the matter.
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