
(Healthcare)
(ERqa +sqrfl)

APPUCATIOI DATE I r r
oriqr fd{t lb 6 a9APPLICATION t{o. :

ed<{ tqr : 6lozd< f tsc,e
sex fti'rlce.velns <q-<{

r--+a
]{A E o'APPLICANT
ecrt({ ql rTq v
FATHER'S/SPOUSE's NAlilE
fr r{-gq 6r nq

PRESENT RESIDENCE ADORESS litl

*fl

,,t), .,
ltOSNLRA
foundation

Of>?- ?.foz7.v
6*

mARRrEo (ffitt) r urulnnteo (uffitr)OCCUPATION
AFTSR l--lo,-,--,- z-^

(Att ch P,ool ol lncomr)
(qTq6lsIHt rr)

TOTALAtIt{UAL INCOME ;

qa afi-* er

FAMILY OETAILS qft-CR f{d(q
R.latlon rvlth Appllcant
s +<o d glq (qtr

Ag€ (Y.a!r)
Bc (qq)

Gender
ft'r

Nam. ot Frmlly
cicsR * q(gl

Hemtor
iEI iFI

Sr. No.
ac {i@t

'taiL,a:->-oo- 4EI
a-:

BASIS lor REQI,ESTING ASSISTA CE Olck whlch.vor 13 rppllc.bl.)
sfiddl*Hfir<fnqrqn

Any oth6r
BaBis/Proof

errq 6id srH

Rrtion Clrd
(Attach Copy)

Bc+fir 6rC
lvrm rr rl arn lfr riem rir

EYV3 c. ncd.
(Attlch C.dflc.ll Copy)

qe qrq c{ mq ct
(vqrq qr nl rfid lfi {Er{ sil

"PURPOSE" lor REOUESTIt{G ASSISTANCE:

rum tg H ri fird fi s(t{c:

.dlc.l Rrpo.b/Prr.crlptlont AtLchod
.TsdrH/.t€{ t qrfr 61 r{ rfr4qr qEi dfr'?

'--< to L_
I

I

toL-

AsslsTA CE BEING AVAILED lor SA|E "PURPOSE' fron oTHER SOURCES

vs B$rq + tt *t{ rrq sfiTir ftFfl irq etc ri f6d 'rql d?
Alloutfi ol ASSISTA'{CE BEltlG AVAILED

d d wrq-a rnfr
t{Af,E olofHER SOURCE

ra ata a mr
Sr o.

cq dsr

'i-->I

-E

-

-t-

-
-

-

-

-
-
-
-

--

JIra

cAN No. urifl gel
E YOU AN IIICOiIE

R[ sIFr qrq 6I qrdl
TAX ASSESSEE mck whlchrvor l. .ppllcablo):
t td qrq d Ts c{ sff 6r f;mq d,ril

Yc. / No

uirr0

BPLC.d .,,'
{Attlch Cl.d Copyf

rt{ tur d {i rqm qr
(ycpr cr !fi ua fr tE { Tir

APPLICATION FORM FOR ASSISTANCE
vrra-er tq 3rr+<{ srsq

PER AiIENT RESIDENCE AoORESS : IcI

Sr }{o.

l[,q {ql

<) <)o
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) I hereby conftrm f|a| all details in this Form are Trug to the best ol my knowledge. Any lalse statement will .ender my Application & ongolng assistance, if any,

liabls for rgjectiory'cancallalion.
Z) fiofimnfiiontrm tfrai assistrance, if rec€ivod trom Koshika Foundation, will be used only for tho 'purpose', ss stated in flls Fom. for whlch sudr assistancs

was requested by me.
Sif frerity confm nat I havg not & vrill not in future, avail of reamburs€msnt, in part or in ful!, from any othar sourc€/€mployerfinsurance company, of the amount

for whkh his assistance b requgsted.
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AGREEMENT by APPLICANT ( w*(6 Er(I 6fi)

1) By afiixing my signature or thumb imp.ession on this Form. I (Applicant) hereby agree & authorise Koshika Foundation 8nd it's Truste€s to

use/pubtish/put-uplreproduce my name, address, photo E details of the 'purposg", for which such assistance is requested/granted. through any

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

activitEs/achieye;ents. Such use ol my photg & delails can be made by Koshika Foundation before or after my treatment or futfihent of the 'pu.pose'

lor which assistance is b€ing r€quested.
2) I (Applicanl) further aqree that any such use of my name. address, photo & dotails of the 'purpose'. for which guch assistanc€ is requostod/granted.

I wilt not automatica y entiUe me for receiving or continuing the said assistanc8. The decision for granling and/or c.ontinuing the assistanc! will rest solely

with tho Trustegs gf Koshika Foundation, 8nd their docision is this regard will be final and acceplablg to me.
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APPLICANT'S SIGTIATURE OR LEFI THUMA IMPRESSION :
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AGREEMENT by HOSPIAL (rsrdrd Bm 6{R)

By affixing hereunder, signaturs of ourAuthorised Signatory for recommending this casE/patient for financial assistance from Koshika Foundation, we

(Hospitsl) hereby affirm & accapt tollowing:
t;ttrit wi neittrer are presentlynor will in future availof financial assistancs from snother NGO or 8ny other source. for th€ same patient/cas€, 8s we aro

requesting to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assislance is not Orantad
bvkoshik; Fo;ndation, in Dart or in full, then the Hospilal reserves it's .ight to make up the shorlfallftom another NGO or any oth€r source. This

@nfirmation essentiatly st;lss that tho Hospital will not avail any duplicatB assistance for the sam6 pationucas€ from any other NGO or any othar soutq€-

2) The assistance from Koshika Foundation is only financial in nature. The choice of the tteatmenuproc€dure advised/conducted by lhe Hospital on the

oitient, is based on the a angemenl betwoen thapati€nt E tho Hospital. and is in no way influ6nced by Koshika Foundation. Hgnc€. the Hospital Yvill

assumo sote & complete r6sp;nsibrlity of the troatment & it's outcome & satety of tho patient. and Koshika Foundation will have no role or responsibility
in the matler.
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