
APPLICATION FORM FOR ASSISTANCE
(1-6r.I<Ir +il 3rr+<{ srs.c

(Healthcare)
(emrrn fuq6; rcHhihu

foundation
APPLIcATION No
rrri<r *iwr : I rtaa )r4;13N la l ,t

CUkk"^pu*t .-lc.h
AGE-Y€ARS on5-

6e

PRESENT RES NC

OCCt,,PATION
aqirgl.I a;me irgrtsl (ffi) / uNMARRTED (.rmr)

PAI'I No. Iqrg €rdr riEqr

aRE YOU AN TNCOME TAX lSSeSSee 6i
im en sttc 6I qTdI ? ("l crq Bl Tc

ck whichever is applicable):

c{ Efr q,r i{vrn En}r

Relation with Applicant
Sr. No.

6C qtgl
Name of Family irember
qft-qn * q<d qr erq

Gender

ftiq
Age (YsarE)

rc ts,ll d sM q.Eq

BASIS ESTINGREQU srsTAN E ck tshichover icebl€(ri appl )
rrazrm ffiH 3{lrm

EWS Cortificato
(Atlach Cedlfl c.te Copy)

ore icrc cd rqm q,
1v{q vl 6l grqr yfn dqr{ 6t1 +1 wq fr riaq qtr(rclq vi

h Copy)

ac"ifl 6d

Card
Any Othel

_.---H'sl6.lPrcor' rrer eE rIIl3

t3TgdtE cim 6ilr8 yfil&q
'r{ {dq

lredical Repo.ls/Proscriptions Attaclred

ISTANS S E BE NG L IoED SAIT E ofrom ERTH sou RCES
rjqsdys qj{ {EI'TdI 3rrlffi irei?t1 qqlfdql d

Sr No.

mq {wr
NAME ofOTHER SOURCE

lrqdartlrc AlrOUt{T o, ASSTS

d.Ti
Tlxce atrto lvlrLeo
wr{dr {r{ft

,ETtdmi
ErrcE

-

-
-

sEx ffq

m
FATHER'S/SPOUSE'S NAME

frtr+Erq +r 11q S o
IiIT

t

ERMANENT RESIOENCE AODRESS :

FAMTLv DETAILS cRs( ffi{q

"Pt,RPOSE" ror REQUESItO lSStSrafCE

mrl-dr&Fdnqtffiore(kq:

PYu op Petbop
s Lbx ,A

FIT

APPLICATIOTI DATE :

fiA<r Fdrfi

NAME ol APPLICANT :

En*<+ ar +q

-k

q ia+ KrQ. ,-r.' '

oo lncome)

IFTrr )

otProof
i6l3flq( {IH

TOTAL INCOME:
qlff-a fiq

. 
^\ 

11! <'.^

BPL Card
(Attach Card Copy)

'r0-4 
tq + fi cqrq qz

(cclq v, al arql yfr rqq cir

Sr No.

mq qqt

"PURPOSE"

tr
a



1 ) I hereby confirm that all details in 6is Fom are True to the besl of my t D!,vledg€. tuy labe stat€rn€nt will rerlder my Appticatir & orlgoing assisl,anc€. if any,
liable for rsj€ctiory'cancsllation.

2) I solemnly confrm lhat assistance, if received ftom Ko6hika Foundatbn. will b€ used only lor the 'purpose'. 6s staH in his Form, ft. rNhlch sjd| aGsistanco
was requested by me.

3) I hereby confrn lhat I have not & will not an future, avail of reimb{rrsement, in part or in full, lrom any oths sourcs/€mployer/insuranc€ company, ol the amorrnt
fof which this assistance is rsqusst€d.
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t) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby agrce & aulhoris€ Koshika Foundation and it's Trustees to

use/publish/put-up/roproduce my name, address, photo & details of the 'purpose', for which such assistanca i9 r€quested/granted, through any

medium, ancluding but not limited to verbal, print, electronic, for sollciting donations for Koshika Foundation and/or disseminating informalion about its
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundatlon befo.e or aigr my treatment or fultilment of the 'purpose"

for which asslslance is belng requested.

2) I (Applrcant) further agrGe that any such use of my name, add.ess, photo & dstails of thg 'purposa', lor which sucfi assistancs is requestod/granled,

will not automatically enlitle me for receiving or continuing the said assistance. The decisin for granting and/or continuing lhg assislance will rest solely

with lhe Trustees of Koshika Foundalion. and lheir decision is this.egard will b€ final and scceptrabls to me.
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By atfixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl tor financial assistan€€ from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail ol financial assistianc€ frofl anothsr NGO o. sny othgr source, for th€ sam6 patient/case. as w€ ar€

reqLresting to gol lrom Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lf the rcquest€d assistance is not granted

by Koshika Foundation, in part or in tull, then the Hospital r8sorves il's right to make up th€ siodtallfrom another NGO or any oth€r solrce. This

confirmatign essentially strBtes that the Hospital will not avail any duplicate assistancalor lhe samg palienl/casg tom any oth€r NGO or any othgr sourcs.

2) The assistance from Koshika Foundation is only financial in nature. The ctoice of lhe lrgatnenuprocadure advisEd/conduc{ed by tho Hospilal on the
patienl, is based on the arrangoment between fie patient & the Hospltal, and ls in no way infruencad by Koshika Foundation. Hencg, tho Hospatal will

assume solg & complete rgsponsibility ol the treatrnent & il's oulcome & sstety of th6 pati6nt, and Koshlka Foundation will have no rolg or rgsponsibility

in the matter.
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