
APPLICATION FORM FOR ASSISTANCE

Ergr€rilr +( 3Tr+<-{ eT6q
(Healthcare)

(ercerq te.{rd)
rcHhiha
foundation

Building block of lile.

B I t+7 sl
APPLICATION No. APPLICATION OATE
er*fi dsr .

ur*E176qi ll 7
AGE-YEARS

FATHER'S/SPOUSE'S NAME

frflmgq ul Tq

S
e

SEXNAME ofAPPLICANT

sn*E:+ ql crc

P ktl
o

7
a^,

penul[e(r nesroeNce aooness : sr{-3Trsrfrq rdr

- 

tt 

-

fr" oQ post o P

I t4t slonUulnf,.A

*' f

/ UNMARRIED (qffiil)
TOTAL ANNUAL INCOME

qfilq onq
(Attach Proof of lncome)
(3Trc 4.r qtsq qdr{)

OCCUPATION
q-dgrq

FAMTLY oETAtLs cfuqR fTd{ul
Sr. No.

mq q@l
Name of Family
qRqR * s<d

Member
?fiI IF{

Age (Years)

vs (sd)
Gender

ff,rl
Relajion wlth Applicant
3n4ffi S qH {qq

- 
)

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

vr+m*ffir*a6**
EWS Certificate

(Attach Certificate Copy)

sr6i srFI qrf yqq vr
(yttm trt # erqr yfd ve,q frtr

Ration Card
(Attach Copy)

Bc+ftr q.rd 

-(rFrM \Er €;q<fr-seq e,{r

Any Other
Basis/Proof /

3B-ffi--

rErffir ?g H rA ffi 61s(qq;
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

E,c s@r

Medical Reports/Prescriptions Attached

orwdra/c,isE{ i qft ql rri yfr+c q.fr $d,r

/

q

I
a)
/

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

Ts rd{q * &+ ei-er *-trrdr ffi erq d( t tdcr rcr d?

AMOUNT ofASSISTANCE BE]NG AVAILED

d 'ri wrq-* nvft
Sr. No.

frq tsr
NAME of OTHER SOURCE

e{q dd ql qrc

It-

PAN No. EIKIT

AN INCOME TAX ASSESSEE (Tick whichever is applica

orFr 3r[q E6'r srdr + (d rnq a sq c{ vd 6r frrrr'Hrril
Yes / No

arrfi

BPL Card

(Attach Card Copyl -r
,R1-qI {€T o fiyp6

(vtrq qr q1 srqr Yfr {'rc'{ 6tr

Ut llr, .sD U,

t

,, I

ti, l\i?t lrnrl.Lt I

n(



DECLAMTION byAPPL|CANT: er*<o gm dqsn v*:

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejeclion/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance

was requested by me.

3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-upheproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any

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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of lhe "purpose"

for which assistance is being requested.

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

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assrstance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are

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

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

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienUcase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospilal on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation..Hence, the Hospilal will

assume sole & complete responsibility of the treatment & it's outcome & safety of the palient, and Koshika Foundation will havd no role or responsibility

in the matter.
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