
APPLICATION FORM FOR ASSISTANCE
s6rc-{r e-{ 3tr+({ qrsq

l{

l6'raOga 3c,.s"la

Ir
rl5e 16og t6

AGE.YEARS 3{Tg

5is

(Healthcare)
(sr+qq furqro)

APPLICATIOi{ o
r,n4<l qrq :

NAME ofAPPLICANT
qr+<+ dr rq

APPLICATION DATE

offiqr fdet

rcHhihu
foundation

Js/ooo

/ UNMARRIEO

olProof )
i6I31FI( qiirlCIH )

OCCUPATION
qq{rFl

TOTALANNUAL INCOME

1.o aff* irn

Coolie

PAt{ No. F]d €rdt {iql

FAMTLY oETAtLs qftsn fuqtul
Sr. No.

fi-q T{@l
Member

4I ;IFI
l{ame o, F

cfi-qn +
Age (Years)

sc tsd)
Gender

fti'r
Rolation with Applicaht
qrlE-o * qM {qq

TANCEBASIS ESREQU NGTI srsAS s(Tick applicable
+T{FTfl H isifr 3IqR

EWS Certifclte
(Attach Cedfrc.t Copy)

ere gtc c'f rqtq ct
(rqFr !-, qfl sqr rld *(Trr stt

nnr/Gcara

L/r!6ch Copyl

RNffi Erd
(ycrq yr 61 cr lfd if({,r Eir

ADfolher
D-/'A.sislPtool

erq ql{ qnc

Sr t{o.

,'q {@r
Medical Rgports/P.escriptions Attached

qgili/Ei€( { vrfr si { yF&" q{ q-d,1

TANCESS IS BE N G AVAILED SAI\,Ilot E E"PURPOS from OTHE R SOURCES
a{r 6, El'{ ir:r3*w F6r*a trrfr& SITI tdi ffrcr rrql )aSr. t{o.

Fq cqt
NAME of OTHER SOURCE

:rq da qt {q ASSISIA CEUAMO NT ot BE ING LE
rfi 'ri F6r{l-dl rr{fr

I

sEx frirr

Y
FATHER'S/SPOUSE'S NAME

frar+gx ql 1q sb *lA'v-'rr-C-
ouo olo

PERMANENT RESIOENCE AODRE s

Ane you aN tHcolae tex nsses SEE (Tick whichever is applicable)
ct 31N 3{rq 6{ qrdt ts (i qr-q d vq c{ Ed 6r fa{6 grlril

BpL Card
(Attach Card Copy)

,i0-d tfl + *i mrq c?
(yqM q? d B[qr yfd (iTrr 6il

"PURPOSE" for REQUESTTNG ASSTSTANCE

mr-ar fu H'r{ f<*fr or vEtw:

RT

Wa oP Post o ?
l6o e daD

pneffi

I t.1

a I!

I



1 ) I hereby conf,m that all delails in lhis Form are True to th€ best ot my knowledge. &ry false statem€nl will .ender my Applicauon & ongoing assistanco. if any,
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1) By affixing my signature or thumb lmpression on this Form, I (Applicant) hereby agtee & authorise Koshika Foundation and its Trustees to

use/publish/pul-up/reproduce my name, address, photo & details of the'purposg', for whidr sucfi asslstance is requestgd/g.anted, through any

medium, ancluding but nol limited to verbal. prinl, electronic, for soliciting donations for Koshika Fourdation and/or disseminating info.mation aboul it's

aclivities/actievemenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatmenl or fulfrlment ot the 'puIpose'

for whrch assistance is being requested.
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by koshik; Fo,-undation, in part or in tull, then the Hospital rgsorves lt's right to make up lhe shortlall ,rom anothor NGO or any other sourc6. This

c;nfirmation sssentially states that lhe Hospital will not avail any duplicalE Essistianca for ths sam€ patienucas€ trom.any other NGO ot any olher sourcs.

Zj lne assistance lrom Koshika Foundatio; is only financial in natur6. Th€ choict of the treah€nuprocedute advised/conduclod by 0le Hospital on the
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