
APPLICATION FORM FOR ASSISTANCE
e-6rq-dr +( err+{r qrsq

(Healthcare)
(Ererq t€qo) rcRhih"

foundation
APPLICAIION No

3ni<1 Er"lr :
xrl roz-z-l rqr+ APPLICATIOiI DATE : ^ ,

3n+<{ ffi -z-1 I Lo l2-z-
lce-velns nrg <{ sEx ftir

',IAITIE 

o, APPLICA T

:cr+(6 6r rrq
--I-lr f rn tnarnyya

=5FATHER'S/SPOUSE'S NAME

frnvrgrv 6r rq t-r.-l \ o qcllvar'olr
ENT RESIOENCE AOORESS ciflPRES

NT RESIDENCE AODRESS lirPERMANE

CI P{e oP poeF o1o

OCCUPATION
q{glq Utn"r..plo rmnre*@r) I utumnreo (ufritfrr)
TOTALATiNUAL INCOME

Ea qfii+ 3rq
(Attach Proof ol lncome)
( 3Tq i €IH lrfrr{)

PAN No. qrg crdt gGql

Sr No.

sq s@l
Name ot Family..ltemter
qTrqR E, q{F[ i Tc

Age

39
Gender

idrl
Relalion rvith Appllcant

6 {Iq I{Eq

BASIS Rlot UEQ GESTII,/ tsASS TANc€ (Tick apPlicabl€)
q6Frir H ffi mrR

8pL Card

lAttach Card Q44t
.ri-d rer + *i rqror qt

(vcr,r Yi 61 crqr yfr {.i.{ 6tl

EWS Certificsto
(Attach Certlricato Copy)

qe icm 

"'i 
rqm q-r

(vwl r.i 51 dql yla d.cr{ 6{r

R non(;unu./
(An ch Copy)

Bc*ftr 6rC
(vctq cr 61 qr rFd d.{r{ Ttt

Ary Othe{ 

-
8'BisrPmdl-

erq 6l{ sre

Sr. No.

Eq scql
Medica I Ropo,ts/Prescriptions Attached

.3T{cilq/d€{ t qr0 61 'ri 
yfil+q.l qs voq

ISTAN BECE NG AVAILED lot SAME PURPos fromE" RoTl.rE oS RCU ESiq E.3{tw 3rrl6t {6rrti ffir( 3{?l r+d { ffrqr rEI Eli
Sr No.

rq gqt
tlAlrE of OTHER SOURCE

rrq *r ct *q
ASSISIANCAMOUNT E GEIN AVAILEO
d .r'i TrflTtFrfl

E

INTI
II-

-
-

-

ARE YOUAN INCOME TAXASSESSEE (Tick whlchever is applicable)
im qFr qrc qT 

Crc,l t td qral d vc c{ Fd 6T FlvIR Eqr}l u rr0
FA tLy oETAtLs qft-dR FfituI

"PURPOSE" lor REeUESTTNG ASSTSTANCE:

mrq-ortgH'r{ffielqtr:

-t
I

V I
l',A

/lf,r

!cr&6



DECLARATOTI by APPLICAXT: qr+(6 lm dsun !-i:

1) I hereby cdrrm lhal all details in lhis Form are True to the best of my knowl€dge. Any false statement will render my Application E ongoing assistance, if any.

liable for rei€ctiorvcancellaton.

2) I solemnly confirm that assistarrce. if rec€ived from Koshika Foundation. will be used oily for lhe 'FJrpose', as stated in this Form. for wttk* qrch a6sistance

was requestd by me

3) I hereby conlirm thal I have not & will oot in tuture, avail of reimburs€ment, in part or in lull, frcm any other source/employe./insurance cornpany, of the amount

tor which lhis assrstance is requegted.
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1) By aflixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-up/rcproduce my name, address, photo & details of the 'purpose", lor which such assistance is requesled/granted, lhrough any

medium, including but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my pholo & details can be made by Koshika Foundation before or after my keatment or lulfilment of the 'purpose'

lor which assistancc is being requested

2) I (App|cant) further agree that any such use of my name. address, photo & details of the 'purpose', for which such assistance is requested/granled.

will not automaticatly entitle me for receiving or conlinuing the said assistance. The decision for granting and/or clntinuing the assistance will rest solely

with lhe Truslees of Koshika Foundation, and lheir decision is lhis regard will bo Rnal and acceptable to me.
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By atllxing hereunder, signaturc ol our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby atfirm & accept following:

1) thal we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for th€ same patienucass. as we are

requestrng to gel ,rom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the tequested atsistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it s right to mak€ up the shortfall from another NGO or any other source. This

confirmalron essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only llnancial in nature. The choice of the treatment/procedure advised./clnducted by lhe Hospital on the

patienl, is based on the arangBment between the patient & the Hospital, and is in no way influenc€d by Koshika Foundation. Hence, the Hospital rvill

assume sole & complele responsibility of the treatmenl & its outcome & safety of lhe patient. and Koshika Foundalion will have no role o. r€sponsibility

in the matler.
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