
APPLICATION FORM FOR ASSISTANCE
q-6'rqil +(L err+<{ lrsq rc8lnia"

foundation

qPo OU

PRESENT E

/6 APPLICAnOIDATE: 6-
qriq'r frqf '<"1 2

AGE.YEARStaAllE oIAPPUCANT
qr+(s +l rq

Ye. /

rnii'lt

2 00

Namo of Fami Relatlon wlth Appllcant

ARE YOU AN IiICOME TAX ASSESSEE {Il
iF[ lcrq 3nq q,{ crdr t rd qrrc d vq

ck whicheyer la ipplicabhli
qr qd ql frvrn aqrir

(furfrr) r uumnreo (ofr<rftr)lbo/i€

cft-qR + EII + {lq tqq

PAN No, EITdI SBII

(A[.ch P]oo, of lncrm!)
( slrq i[I EIq {iTr{)

Meinbe.

in iFr

OCCUPATIOT:
4RIFI
TOTALANNUAL INCO E

5a afio or<

ASSISTANCElorBASIS REOUESTITIG wtlchaver t3Oicr .pplic.bl. )+qdl.rifl H ffid qrm

prd,c*o
/ --1trolrtlOcrvl* 

Bcqlm rtd
(rqM E !ff w rfr d,lr{ Tit

Any Othor

, BSttl*Frcot

-ei< cti {rq

EWS Cenifrc.t
(Att ch Crffc.t Copy)

qe fic c{ yqu \t
(rqm vr n1 Drd fi rlsr{ Eit

BpL Card
(Attach Card Copy)

'rfl-6 tsl * +i yqM yr
(vdM !-i E1 Erqr ,ft I({q Ett

Sr No.

i5,q {6aI
0

lredical ReportdPDrcrlpUoo- Attached
yfiriclIr+qwdarei€( t qfi d 'ri

STANCESIAS BEING DAVAILE for SAME "PURPOSE" trom OTHER sou ESRC+Fq 6tg srrtsEkq VflTdI 3rrlffit( * i{qr T'II d?Sr l{o.

sq sqr
AItE ol OII.ER SOURCE

trq dc qt vq
AiioUNT of ASSTSTAiCE BEING AVAILED

ifr d Tvfr

EW

-
-
-
-
-
-
-

H
rE

-
-
-

rr-

sEx frir

P
FATHER'S/SPOUSE'S I{AME
ft-av+-Eq fl qrc r4uniz/

li

lifiPERI'A'{ENT r{c ADDRESS :

FA ILY DEraLs !ft-qR fo{(!r

"PURPOSE" to. REQUEST| c ASSTSTA CE
srrror tg H qt ffi ar a*rq:

Preo? Post"P
ama kd\ h6

Sr. Io.
Eq d@r

(Healthcare)
(Erqc tecrs)

APPLICATION No. :

<qr*<r gsl :

r+{

I gEi'
/,*\

\J1; U
l \

L



1) I hereby conlim that all details in this Form are True lo the besl of my knowledge. Any lalse statement will render my Application & ongoing assistiance, if any,
liable for rejectiorvcancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the'purpose', as stated in this Form, for which such assisbnc€
was requested by me.

3) I hereby coofirm that I have nol E uill not in future, avail of rcimbuGement, in part or in full, frorn any other sourc€/ernployer/ansurance company, of the
for whlch lhis assistance is requested.
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'l) By affixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

use/publish/put-up/reprodlce my name, address, photo & details of the 'purpose', for whidr such assistance is requesled/granted, through any

medrum, including but not limited lo verbal, print, eleclronic, for soliciting donations tor Koshika Foundation and/or disseminating info.mation about it's

aclivilies/achievements Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilment of the 'purpose'

tor whrch assislancc is being requosted.

2) I (Applrcant) furlher agree that any such use of my name. address. photo & details ot the "purpose", for which such assistance is requested/granted,

will not automatacally enlitle me for receiving or continuing the said assistance. The decision for granting and/or csntinuing the assistance will rest sol€ly

wrth the Trustees of Koshika Foundation, and their decision is thls regard will be final and acc€ptabls lo me.
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By atixing hereunder, signature of our Aulhorised Signatory lor recommending this case/patient for financial assislance from Koshika Foundation, we

(Hosprtal) hereby aftlrm & accept following:
1) that we neither are presently nor will in future availof financlal assistance from another NGO or any other sourcs, for the same patienUcase, as wo arc
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in tull, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the sam€ patienucas€ from any other NGO or any olher source.

2) The assastance lrom Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/conducted by lh€ Hospital on the

patient, is based on the arrangemenl between the patient & the Hospital, and is in no way inf,u€nced by Koshika Foundation. Hencs, the Hospital will

assume sole & comptete resp;nsibility of the treatment E lt's outcome A safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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