
APPLICATION FORM FOR ASSISTANCE
qEn{ril *E e[r+€ yrsq

(Healthcare)
(Rr€rq fucm)

,,0), . I
LOSNIKA
foundation

Euilding block ol life.lo 2lN
APPLICATION No.

en*<t qqr : \ 0 &l l.\a s APPLICATION DATE: a a
ar*qr fddi sZ'1

AGE.YEARS sex frir

F
NAME ofAPPLICANT:
qr+(fi q.r arc 3-t^rr^r.t.a 5o
FATHER'S/SPOUSE'S NAME

fuarq-Eq m qn Ai i1[a- Ra.rna..ial".
cE EIrdIrSq rrdlPRESENT RESToENCE ADDRE^SS q

-{+ I 1(

RESIDENCE ADDRESS : qdl

I

?os+P

Sava/mhna-

pre 0?

wag

(ffi) / UNMARRTED (.rf{4tFc)

ETdI

OCCUPATION

4rqrq

FAMILY DETAILS tdqtq

IIT4d v{I Ir( 6Id FfriFil aTq 3{rc i51 <rdl

ARE YOU AN

Relation with Applicant
aTra(q, + qtq qqq

Age
gs

(Yea1s)

(sq)
Gender

fti,r
Sr. No,

mq s@l
Name of Family Member

cRsR*v<dqTcTc

/^ ()t))
}\/(.4\

--BASls for REouEsrtiio ASISTAHCE (Tick whicrever ls applicable)

s6r.rdr*ffiffislrqR

erq 6t qrq

Any Other
Basis/Proof

EWS Certificate
(Attach Certlfl cate Copy)

Erer srq q{ yqlgl Yd

(yrrm rtlt ql srqr yh rtry.t qtt

earionfri'
(lttqdfCopy)

t6+ftr 6rd
(vqpr c, e1 srqr vfr q-oq qtt

BPL Card
(Attach Card Copy)

,rffi rcr * {Fq rrq Yr
(yrrul rH ql erct yfr cE-{ 6tt

"PURPOSE" for REQUESTING ASSISTANCE:

ffirtgHrAffiwr{is:
Sr. No,

rq sqr
Medical Reports/Prescriptions Atlached

ergtrerc,tgt t qr0 61'r{ vfd}<l U+ tera

'^tgra 
^'tt )

a-to,.t^ r I

[))
v

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w v(kc + +{.+ srar v6Fril ffi sr;c Ei( t ifrcr rr<t d?

Sr. No,

6q S@l
NAME of OTHER SOURCE

erq dd q,t nrc
AMOUNT of ASSISTANCE BEING AVAILEO

tfr qi wrm nvfr

(t)

TOTALANNUAL INCOME :

qrFfo erq 3+ ooo
No.

(Attach Proof of lncome)
(o[rq El HIFI gf,r1)

A)

!

YedI No)

ar\6

-nm n 1aV

J t*1 /r t,|

ro-Q-i Q V
t_

.n a'l- *-



OECLARATION by APPLICAI{T: rcli<6 !m s}cql Yt:

l)l hereby confirm that alldetails in this Form are True to the best ol my knowledge. Any false stat€ment will render myApplication & ongoing assistance. if any,

liabls for rejectiory'cancellation.

2) I solemnly ilnfim that assistanc€, if roc€ived from Koshika Foundatjon, will b€ used only for the'purpose', as stated ih this Form, tor which such assistance

was requested by me.

3) I her;by confi;n that I have not & will not in fulure, avail of reimbursemont, in parl or in tull, from any other source/employer/insurance company, of the amount

for which lhis assistance is requ€st€d.
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AGREEIIIENT by HOSPITAL (Tg A lr{ 6M)

8y affixing hereunder, signature of ou.Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm E accepi following:

l) that we neither are presently nor will in future avail of llnancial assistance from ahother NGO or any other source, for the same palienvcase, as we are

requesting to get fiom Koshika Foundation, to the extent that such assistance is grcnted by Koshika Foundation. lf the requested assistance is not granted

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

confirmation essentially states that th€ Hospital will not avail any duplicale assistance for the same patient/case from any other NGO or any olher source.

2) The assistance from Koshika Foundalion is only financial in nature. The choico o[ the treatmenuprocadure advised/conducted by the Hospital on lhe

patient, is based on th8 arrangement between the patient & the Hospital, and is in no way lnfluenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's oulcoms E safety of the patient, and Koshika Foundalion will have no role or responsibilily

in the maller.
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1) By afiixing my signature or thumb impresslon on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and its Trustees to

use/publish/put-up/reproduce my name, address, photo & details ot th€ 'purpose', for whlch such assistance is requested/granted, through any

medium, including but not llmited to verbal, print, electronic, for soliclting donations for Koshika Foundation and/or disseminating informalion about it's

activities/achievements. Such use ol my photo & detaits can be made by l(oshika Foundation beforc or after my treatment or fulfilment of the 'purpose'

for which assistance is being requested.

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

will not automatically entitle me for rocaiving or continuing the said assistanc€. The decision for granling and/or continuing the assistance will r€st solely

wilh the Trustees ol Koshika Foundation, and their decision is this regard will be final and acceplable to me
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