
APPLICATION FORM FOR ASSISTANCE

s6rzRrr a-( 3Tr+fi srsrT
(Healthcare)

(sr+crq toqre)

IAPPLICATION No.
qr+qr g€qr : t t^3 | f,r*S APPLICATION DATE :

s{r+<r ftei} lA l,,b* <
AGE.YEARS sex frir

T\.,fl nnrno f3o
NAME ofAPPLICANT
gn+(+, ql qrq Vf

o

V&qn lt,.1
FATHER'S/SPOUSE'S NAME

fr6tr6gq 61 lrq s lo Hanurna Bovi
U

PRESENT ADDRESS wi
I A,., nl[.rr.^t a+ rvt lt'l'. . dnAl flt

l-lrr 4 l-, h,.\
pERMANENT nestoExce aoDRESS : e# 3nqrfrq rdr

htlta
foundation

?os{-Pre-o,P

OCCUPATION
qqqrq ,ok[o (ffiet) / uNMARRTEo (qffi)
TOTAL ANNUAL INCOME

Eo qrFffi aru
(Attach Proof of lncome)
( 3{rq 6r gtsq €Ar{)

r/

PAN No. Tsm qrfl sg{

FAMILY DETAILS qfrqn fufiq
Sr. No,

*q s@l
Name of Family
qR-dR * v<di

Member

i6'] IFI
Age (Years)

ss (sS)
Gender

fmrr

Relation
qr+qq,

wlth Appllcant

* Hrq {qq
nA

9$

A 6
I

)
s

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

wr+n*ffiffiqrqn
EWS Certificate

(Attach Certificate Copy)

erel qFl qri ccror ri
(yrrpr E{ +1 srq yfr deq qtr

Ration Card
(Attach CttPY)

sc*ffr qrd
(yrrtq Er ql ercr yft d.t-r stt

L-""''
Any Other

Basis/Proof

erq ati srg

srrm tg H rA ffi qr sdvq:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

sc H@r

Medical Reports/Prescriptions Atta ched

enmrereim t qrfr 6t'ri vfe+o qit Emq

/aAar+)ta L
I /l n'/D *nr*

t...

I

ASSISTANCE BEING AVAILED for SAME

{q r(kc * tq+ orel {6Frdl
"PURPOSE" from OTHER SOURCES

ffi qq da t fflr rrct d?

AMoUNT of ASSISTANCE BEING AVAILED

d n{ varm ncfr
Sr. No.

frq stsil

NAME of OTHER SOURCE

erq x*a il crr
I

Te.4) f=T-[rn
,

-

ARE YOU AN INCOME

oIIq qrq ifi <rdl

BPL Card

(Attach Card Copy)

rgtifl,tsr$fiyq1qqr
(rqm Er cl Bm vfr d.qrt ctr

c{ sfr 6r frflrq
Yes / No

arrfr

I

'n t ll.'II^

Buildino block of lifc.

#&,

,t

l.*

(

/

I

a)

\tn^ ' rt Y./ 
^-(,

t() t t Q-Q I

nA l(/ t,t nrt n1l AU lt* JI r,l

t(\94t, -+HCIA/

rnq d



DECLARAT]ON byAppLtCANT 3n+(fi, Em Qq![ yd,

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 rejec.tion/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-upkeproduce 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 fulfllment of the "purpose'

for which assistance is being requested.

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

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ 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 assistance 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 reserves 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 Hospital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment Il it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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