
APPLICATION FORM FOR ASSISTANCE
s6rc-dr ?-( eiT+{r er5q

(Healthcare)
(Erp{q tqqd)

l..Ur.r
Kosntraa
foundation

APPLICATIOi{ o
qr*<q ri@r : r-.r\ rrzzl t 5q3 t{lt^P-2-APPLICATION DATE

.3{r+c{ fdifr

AGE.YEARS 3{tg. sEx id4l{AME ol APPLICANT

:qr*<+ an rrq kernponnnna-
€c>

FATHER'S/SPOUSE'S NAME

frm,e-gx a1 Tq
uJLo cno:ri- ci\an no.-r'o.,tr

PRESENT RESIOENCE ADOR lrdrESS

H-q
PERMANENT RE stDENc e aooaesE *tT

OCCUPATION
EftN]rq F\orY\-q (-norlc cn aRRTED{frdfr) / ur{MARRtED (qffi )
TOTALANNUAL INCOME

qa afi-o ero
(Attach P.oof ol lncome)
(fiq 6r qng ridr{)

PAN No. F{{ qrfl Ti€a

at
TAXEAR UYO AN cN orvE ESss ESE h s(TicI icablappl*[ 'fiq:j{q 6{

"ir
qItI*<rdl ri gITg 6IFe iflr< fr,lrq

FAMILY oEIA|LS qfrqR Fq-{ul
Sr. No.

aq tqr
Name of Family..f,lelhbor
qTRT{ i6, q<gt qn Trq

Age (Yoar3)

vs (s{)
Gende,

fti'I
Relation with Applicant
irr+(+ * RM {qq

LT n

TANCEISBAS REQUES ASTING sts (Tick ichove s eicablappl
{BIZKII ffiH qTTIr{

(Attach Card Copy)

'ri-* rel + *i yqrq vr
lrnu rr +1 so rfc rsn dr

BPL Card
EWS Certificato

(Attach Certlficat Copyl

irfl onq c{ IqFr vl
1r*ol w +1 uql rfd {(ir{ sir

Rauon ca.d
llnrachCopyl z/
Bc+fir srd

(rqrq !r, fr1 { rfd Ridrr $it

Any Othel
Basis/Proof

er< 6i{ srg

"PURPOSE" for REQUESTtt{G ASSTSTANCE:

wrmftH'rlf+rdas<trq
Sr No.

*q swl
Medical Reports/Prescri ptions Attached

':rscm,ei€{ * vr0 al { ffirdq {d r-d'{

ISTAN Ec BEING LED lor SA E PU RPOSE OTHfrom ER SOU RCES
aq +qtYq q{6r$ F6EAI+{ ffi Srrl tgld Fdqr arIq.I

Sr. No.

sq $@t
NAME of OIHER SOURCE

erq dn iFI Tq
AMOUflT otAS

dl
STSTAICE
,ri voqar

EEING AVAILED

T{t

cro -

-

a

Proop
l583

PosboP
l-< c crrgo

F

ffi v,

r



1 ) I hereby confm that all details in tllis Form are True to the besl of my knowledge. Any false statement will ronder my App,ication E ongKnng assistancc, it any.
liable for rejectiory'cancellation.

2) I solemnly confrm 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 nol & !/ill not in future, avaal of rermtursement, in part or in full, from any other source/employe/insurance company, of lho amount
for which this assistance is requested
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AGREEMENT by HOSPITAL (r{\rdrd 6m TIR)

By aflixrng hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assislance frcm Koshika Foundation. we
(Hosprlai) hereby affirm & accepl following:

1) lhat we neither are presently nor will in fulure avail of llnancial assislanc€ from another NGO or any other source, for tho same patienucase, as we are
requesting to gel lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll $e requested assistance is nol granted

by Koshika Foundation, in pan or in full, then the Hospital reserv€s it's right to mak6 up the shortfall from anolher NGO or any other source. This

confirmation essentially states thot the Hospital will not avail any duplicate assistance for the same patenUcase from any othe. NGO or any othe. sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/clnducted by the Hospital on the

patient, as based on the a.rangement between the pati€nt & the Hospital, and is in no way innuenc€d by Koshika Foundation. Hence. ths Hospitalwill

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

in the matter
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1) By atlixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of thg 'purpos€', for which such assistance is requested/granted. through any
medrum. including but not limited to verbal, print, electronic, for solici$ng donations for Koshika Foundation and/or disseminating intormation about it's
activilies/achlevemenls. Such use ol my photo & details can be made by Koshika Foundation b€fore or afler my treatment or fulfilment of the 'purpose"
lor whrch assistance is being requested.

2) I (Applrcant) furlher agree lhat any such use of my name. address, photo & details ofthe "pu.pose', for which such assistance is requested/granled,
will not automalically entitle me for receiving or continuing the said assistance- The dgcision for granting and/or continuing the assistance will .€st solely
wth the Trustees of Koshika Foundation, and lheir d€cision is this regard will b€ linal and acceptable to mg.
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