
APPLICATION FORM FOR ASSISTANCE
€-6r{dr +( qr+fi qrs,c

(Healthcare)
(Rr+qc tsrra)

foundation
htL<ac

APPLICATION No
qr4<r ser : rrl r r zz_ | t F33 lr

APPLICATION OATE

lcriq fr6
AGE.YEARSNAME ofAPPLICANT

srr+fi +t {q .S k^olL* ?s- 83 r\
FATHER'SiSPOUSE'S NAME
ft-<trrgrn er <m

PRESENT R NCE ADORESS litl

PERITIANEI{T RESIoENcE AoDREss : qdt
PoJI o P

shqr? lh,*??a

\t

sEx ff'r

p1e o9

t533

U\e (ffin) r unmannreo (effin)0 L
OCCUPATIOI{
q{grq

gm c@r

FAMTLY DETA|LS gfrqR fi-c{ur
Sr. No.

lic {t@l
l{ame of Fantly
cF.dn d rr<d

Member

I IFI
Aoe

TS
Gender

fti'r
Relation

iir4Es
vrlth Applicant
6 qtq qEq

SSISTANCEls8AS REOUE NsTr G rsOlck cebleappli
Firrdl d tdi ffi 3lqrr

EWS Certifrc.to
(Attach Certifi cato Copy)

irfi rmq c,f yqm cr
lvrm rr +1 scl rfd adq 6tr

aaaotqd-
lAnryKCowl
Bvfi-fir ErC

(rqn v{ al aqt rfd dd'r 6tt

anyo1@r-
BdslrF,oof

,rq 6ii srsq

Sr No.

rq sqt
Medical RepodsiPrescri ptions Attached

qg-de,d€( t qrfr 61 
'r{ eFil&" qfl di'{

STAAS SI ENC aEING DAVAILE SAME U R POSE from OTHER SO RU €ScYq 3<Yq qrs 3rrl?1 r6lfi f6{fr 3rrl td? ldqr Irql ?EISr No.

6C Asl
NAME ot OTHER SOURCE

rrqdnqtm STANCEAMOU NT of ASSI BE NG EDLd ,r{ F6r{dI Ir{fi

TOTALANNUAL INCOME
qfil+ qrq

ARE YOU AN INCOIIIE TAX ASSESSEE (Tlck whichever is applicable ):qlqN3q6{ <mitdqr<dvqc{F66r furr? Ernil

BPL
(Attach copv)

.ri-fr tor *i yclq vd
(ccrq q: s1 Brqr ffd dfi,r 6it

6l/

"PURPOSE,'for REQUESTING ASSISIANCE:

vrram fu H,rt f+rd er v$w:

(Attach Proo, ot tncome)
( qrq EI €Ieg Efrr?)

Qo- frt. .)

k

T



DECLAnAIOII byAPPUCATaI: ?lli{a; !m qisqr r?r

1) I hereby confirm that all details in this Form are True to the besl of my knowledge. Any ralso stal€.nont will render my Appllcalion & ongoing assislance, if any.

liable tor rej€ctiory'cancellation.

2) i solemnly confrm that assistanct. it rcceived from Koshika Foundalbn. will be used o. y for ths 'purpoce', as stal€d in this Form, lor whli strdr assistance

was requested by me.

3) I hereby conlirm that I have not & will nol in future, avail of reimburs€ment, in part or in full, from any other sourcdsmployer/insurance company, of tha amount

foa which this assistance is roquostod.
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'l) By affixing my signature or thumb impression on this Form, I (Applicant) hgreby agree & authoris€ Koshlka Foundation and il's Trustees to

use/pubtish/put-up/reproduce my name. address. photo 6 details ot the 'prrrpose', for whldl sucfi ssslstiance is requeslsd/grantod, through any

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

activilies/achievements- Such use of my pholo & details can be made by Koshika Foundation beforc or afrer my featment or fulfilment of lhe 'purpose"

lor which assistance is being requested.

2) I (Appticant) further agree thal any such use of my name. address, photo & details ot the 'purposg', for which such assistance is requesled/granled,

wilt not automaticatly entitle me for receiving or continuing the said assistanc€. The dgcision fol granting and/or conlinuing the assistanca will rest solely

with lhe TrustEes of Koshika Foundation. and thsir decision is this rggard will b€ final and acc€pl8bl8 lo rn€.
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By aflixing hereunder, signalure of ourAuthorised Signatory lor recommending this case/patient fol financial assistance from Koshika Foundation, we

(Hospital) hereby afli.m & accept follorving:

1)lhat we neither are presently nor will in future avail of financial assistan@ lrom another NGO or any oth€r sou,ca, for th€ sam€ pati€nucase, as w€ ar€

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

by Koshika Foundation. in parl o. in full, then the Hospital ,essrves it'8 dght to mako up th€ shorttallrrom another NGO or any other source. This

confirmalion essentially states that the Hospital will not avail any duplicate assislanca for tho sam€ pslienl/cas€ from any other NGO o. any olhor source

2) The assistance from Koshika Foundalion is only financial in nature. The choice of the trsatme nuproq€dure advised/conducted by lhe Hospitalon the

patren t, is based on the arangement between the patient & the Hospilal, and is in no way inf,uenced by Koshika Foundatlon. Hence, th€ Hospital will

assume sole & complete responsibiliiy ol the treatment & it's outclme & safsty of ths patisnt, and Koshika Foundalion will have no role or responsibilily

in the matter.
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