
APPLICATION FORM FOR ASSISTANCE
eErT(lI t( eTr+<{ qrsc rott,il"

foundation
APPLICATIOI{ o
slra<J qqr 

: xr I irz-z-l rq e6 2IIt
APPUCATIOX OATE

!c[i$ frqt I
AGE-YEARS sr3: sEx fr{rl{AllE ol APPLICANT r

qr*<* er clc Fva lo r.", F) oL ao F
FATHER'S/SPOUS€'S i'AME :

ftar+-gx 61 qrq
wh Gutlappcr-

pnrsett aestognce aooasss ci

PERMATiENT RESIDEI'CE ADDRESS : litl

OCCUPATION
qtr{rq C oo lr'€ (ffir) I uuennreo (effi|
TOTALAT{NUAL INCO E

Ea etffi-* erq
(Att ch Prgol ot lncfir)
(€f,rq 6r ErE Rdr{)I03 oo o

PAX No. rrn{ Erdr rigl

Sr t{o,

iEq rgt
Naho of Fahily Homb.r
qfuert * v(d 6r rq

Agf,

E9
Grnd6l

R{rl
Rolatlon wtth Appllcant

4 qtq (qq

aAsts fo. AUERE sTft ASS|STAT{CE lithlchavar(rick .pplic.bl.)
d H firlfil EITIIT{

EWS C.dficrt
(Attach C.rdftd. Copy)

qtrqq crl mq cr
(rqM cx n1 tqt rft {qr{ Ett

Any Other
B.ritiProot

qq +l{ slls

Sr. No.

rq gqt iledlcal R.porb/Porcripuon r Attsched
qtq-aarsi*ar * srt 61 { !fri<i qS rin'l

TAT{CEss ts BEI GN AVAILED lot .PSAME URPOSE" OTHftom ER souRcEs+Eq :rrl (.IlriIqiYq F+lflt( 3rrl ir*d frqr d
Sr. l{o.

*q gqr NAME o, OTHER SOURCE
qq r*c fi {c ilTauou ot ASSrS 8ETATICE D{G DLEd ,ri (iFKII TYfl

-
-
- -
-

rr-
E

P{c oP

t48b
Fs-r-oP

frv q-l q rrr

ARE YOU AN II{COME
iaI elq 3nc 6{ qm

TAXASSESSEE IN

I rd qrq ri sc
ck whlchevor l. appllc.bh):
q qd a twn aqrir

Y.. / No

drafl
FATTLY oErALs qftqn frc{q

"PURPOSE' ,orREQUESTI GASSTSTANCE:

rarm *g H d fimi ei z(u:

(Healthcare)
(Er+qq fuqq)

Rldon C.d
(Attich Copy)

Bcrtfir 6rg
(rqM qr 61 scr ffi s.{.{ dlt

IT'I[6t{

,lD r

h,.ryI

BPL Card
(Attach Card Copy).

T0-4 tqr d *i vqpr ct
(Frq vr +1 Bqr rfr lt.cr{ 6tt



DECLARATIOI by APPLICA TT rAri$ Em s]sgrl rr:
1) I hereby connrm thal all details in his Form are True to the besl of my knowledge. Any false slalement will render my Appli6lion & ongoing assistance, if any,

liable lor rejection/cancellation.

2) I solemnly confirm thal assislance. iI received from Koshika Foundalion, will be used only for the 'purpose'. as stat€d in this Form. for which such assistance

was rcquested by me.

3) I hereby confinn that I have not & willnot in fulu.e, availof reimbuGement. in part or in full, from any other sourcdemployer/insurance company, of the amounl
fo. whrch this agsrstance ls requested.
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SIGNATURE ofTRUSTEE 2
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'l) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorisg Koshika Foundation and it's Truslees to

use/publislrput-upreproduce my ngme, address, photo & details ol the 'purpose', lor which such assistance is requested/g.anted, thrcugh any

medium. including but not limited to verbal, print, electronic, for solicitiog donalions for Koshika Foundation and/o. disseminating informalion aboul its
aclivlties/achievemenls. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fullilment of the "purpose"

for which assistancc is being requested.

2) I (Applrcant) further agree that any such use of my name, address, photo & details of the 'purpose', fo. ,,vhich such assistanc€ is requested/granted,

will not aulomatically entille me for receiving or continuing the said assistance. The decision lor g.anting and/or continuing lhe assistance will rest solely

wrlh the Trustees of Koshika Foundation, and their decision is this regard wlll be linal and sccoptable to me.
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By affixing hereunder, signature of ourAuthoriscd Signalory fo. reclmmending this case/patient lor financial assistance from Koshika Foundation, we

(Hosprlal) hereby atfrm & accepl followrng:
'1) that we neither are presently nor will in future availol financial assistance lrom another NGO or any other source, Ior the sam€ patisnt/case, 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 Foudation, in part or in full, then the Hospital reserves it s right to make up the shortfall from anothor NGO or any othor source. This

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

2) Thc assistance from Koshika Foundation is only financial in natu.e. The choice ol the treat nent/proc€dure advised/clnducted by the Hospitial on lhe

palient, is bas€d on the anangement behveen the patient & the Hospital, and is in no way infiuenced by Koshika Foundation. Hence, the Hospii.lwill

asslme sole E complete responsibility ol the treatment & il's outcome & safety oftho patient, and Koshika Foundation will have no role or responsibility

in the mattet
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