
APPLICATION FORM FOR ASSISTANCE
€-6rzrdr +.l 3Tr+<r qT€rq

{Healthcare)
(ererq teqrel

,,.ur,,
Itoshrk?a
foundation

APPLICATION No

€cr+<c riccr : t s^qql2-L3E if,ll"A#*oo" :r I rz-te-;

lcr-v:ens eng-<{ sEx fti'r
NAIrE ofAPPLICANT
qr}(*' ql rrq Chc.r.d ro-f pt '1r N4

sw{.

cdr

ccl

rd

PERMANE NT RESIDENCE ADDRESS

TOTA L ANNUAL INCOME

RP ENTES stRE D ENCE ADORESS

5o qfi|* qrq

2-m-a-rr-rp MARRI t ulmannleo (erffir)

FATHER'S/SPOUSE'S NATI.IE

tramEqr w rrq S Lo L-a+a Bae appO

OCCUPAIION
qirBrq

(Attach Prool of lncome)
( a{rc EI msq Fhr{)

EAMTLY oErAtLs qfr-{R tfi{q
Sr No.

*q q@l
Namc ot Famlly Member

cfcqR d rrsr' 6r arc
ea r5s (Y

3S q{
Gendor

fti4
Relatlon

on+<e'

rYlth Applicant
6, ctq gRtI

c

TANCASa ts fo RE U0 NESTI G ASS s E ck ch(r icablappl
qEIIIdI ffiH 3{trIIl

EWS Certificats
(Attach Certilicate Copy)

erw qrq a,i yqtq yr
(vqM Ti 6l Bra rfr td.r 6it

Ration Cardl
l ld:acb,(ipyl

sqdfrr Brd
(lclor s{ 61 Brcr lfd +fi'r str

Any Other
B.Els,/Proo, _--1

rq qlt sRtr
"PURPOS E" for REOUESTTNG ASSTSTANJE

rw-ar fu H ri F*ril cr gltyq:
Sr. l{o.

sq Rgt
Medical Repo.ts/Prescriptions Attached

.rsile/Bi€( i qr0 61 ,ri fd<I qm ri'd,

-c

SISTANAS c BEE NG SAfor E THo ER sOURCE
iq SITIor{T{tw t+ri's6rq-dr .ii_.rli( *d t idqr rF[ ri?

SL No.

Fq TqI
AME ofOTHER SOURCE

rrqvrfiTq AITOUNT otAS
ifr

SISTANCE BEII{G AVAILED
,r{ wrq- rr{fl

Ff,-?-op
Lsql Pot+"p(hqn&.top

PAN No qldr twr
IE YOU AN INCOME TAX ASSESSEE (TIck whichever is appt icable)

c arq q.{ <rdr + (+ qq ii sc c{ FA 6r f{rTH FAIrqt Al

B?LCatd ,
(Afiach C.C d6y)

,r0-4 tcr * #qqrq q:
(Yqrq cr n1 Brcl !ft {,{.{ 6ir

'_l E

1

2_ N-,

AVAILEO .PURPOSE"

I

lc'G'tffi



OECLARATION by APPLICAiIT: qri(6 !m d!![ tr{:
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1) By afiixing n.y signature or thumb impr€ssion on this Form, I (Applicanl) hereby agree & au

usElpuutistrl-put-uplieproauco m/ name, address. photo & details of the 'purpose'' for which s

meaium, inciuding uui not limiled to vs.bal, print elect.onic, for soliciting donations for Koshik

activitiedachieve;ents. Such use of my photo & delails can be made by Koshika Foundation

for which assistsnce is being request8d.

2) I (Applicant) lurther agree that any such use of my name, address, photo & details of the "purpose-, for which such assistanca is requested/grSnted'

will not automatically entile me for receiving or continuing the said assistance. Th€ decision for granting and/or continuing the assistanco wlll r€st solely

with the Trusteos of Koshika Foundation. and their decision is this regard will b€ final and acceptable to me'
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By affixing hereunder, signature ol our Authorised Signalory for recommending this case/palient for financial assistance from Koshika Foundation' we

(Hospital thereby aflirm E accept lollowing

1) that we neither are presently nor will in future avail of linancial assistance kom anoth€r NGO or any olh€r source. for the same patianucasg, as we are

request ing lo get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted

by Kosh ika Foundation. in pan or in full, then the Hospital reserves it's right to make up the shortfall lrom anolher NGO or any other sourc6. This

conllrmatio n essentially states that the Hospita lwill not avail any duPli caae assistanca for the same patienucase lrom any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatment/ procedure advised/cond ucted by lhe Hospital on the

patient, is based on the arangement between the patient & the HosPita l, and is in no way influenced by Koshika Foundation Hence , th€ Hospital will

assume sole & complete responsibility of the keatmsnt & it s outcome & safety of the Patient, and Koshika Foundation will have no role or responsibility
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