
APPLICATION FORM FOR ASSISTANCE
€-6rdr(lT C-( inT+<{ srsq

(Healthcare)
(Ercrq t€qa)

.,.C), .,
Itosl,lt"k?a

APPUCATION Ho.
qr+<c qqr : t4t4t1 l,.lcq

APPLICATION DATE :

i{r}fi ffi 16
aoe.verns eirg-H sEx ftirrI{AME otAPPLICANT

:cr+(6 6r iTc IavxAn-o.la/" Ao h
FATHER's/sPousE,s Nerct ' 

-
.*/-.:"4ft-otro'grr 61 rn

ADORESS cifl
GE

PERMANENT RESIOENCE RIT

OCCUPATION
qfr{rFl uen6eo (ffi) / uNTARRED (qFraFd)

5a <fito on ---; A- (Attach Proot o, lncome)
(,r{rc 6r gEg gfir{)

TOTALANNUAL INCOHE :

PAN No. Erdt qa{

Sr. llo,
rq riqr

Name ol Famlly iiember
cfi-an * rr<d 6r rTq

Age (Y6ar!)
ss (s{)

Gend6r
ftf'l

Rel.tlon with ADplicaht
qr+<o d gtq {qq

hl A ,\^k\.!.

BASIS for REOUESTI G ASSISTANCE (fick Yrhichover is applic.bl.)
qnrcr d Hffi eHR

u(c".
(Attach C.d Copy)

qt-d tat * *i qqm !-r
(YcM c? a1 Erqr rfr ri.Tq 6tr

EWS Cerdtlcrte
(Attach Co.tificat Copy)

q-iq lsrq q{ yqtol vr
(vcFr cr E1 wcr ffd rd.{ 6ir

^16",*(Attrch Copy)

Ec+fi 6rd
(rqtll q'{ d Btd rfd {({q 6tr

*rA
Basis/Prool

qq ql{ srq

Sr. llo.
rq {sr

l{.dlcal Rcports/Prercriptlon! Attach€d
qqdrdrsim t qrfr 61 'ri cfd+fi {S sq,c

.i- I

(

a\
t7

(I
tU

ASSISTANCE BEING AvAlLEo for SAME "PURPOSE" from OTHER SOURCES

Ec B(yq + t( 6ti qq wq-o ffi qe vla t frqt rqr d?
AlrOUt{T ol ASSISTANCE BEING AVAILED

d rri {6rq-dr nYfr
Sr. No.

nq {ql
NAME ot OTHER SOURCE

:r;q da qtq

i.*)k La--rl.)
(.

,-i*irirJ-
,I-I'I.ZtrTIfu

E.6td'IiI|]lGE.E

I 
--lI7-

TT E

-

--
-

-snl 
EID4 a 4-l7I 177:01 I

ZrD,)

?DI

LrilttTrlif^tlf,

E-J-

-

ARE YOU AN INCOHE T.AXASSESSEE (Tlck whlchevcr i3 applicabl€):
R[ lflq fiq q? { t (ql qrq a ss c( q-a ql frvm amr ri r n-fr

FAMTLY oETArLs qft-qR ic-d{ut

''PURPOSE" for REQUESTING ASSISTANCE:

sncfl t( ffi Ti ffi or sd{c:

foundation

.1..

Or.- op- fdt op

rlI



OECLARATIOI{ by APPLICA T: qIT{T Em s}Tfi qII
1) I hereby colrfirm hat all detrails in this Form are True to the best of my tnowledge. Any false statement will render my Applicalion & ongoing assistance, if any,

liabls for rBjocliory'cancsllalion.
2) I solsmnly confim hat aqsistance. if received from Koshiks Foundation, will be used only for lhe 'purpose', as stated in this Form, lor which suci assistanc€

was rEqu€sted by me.
3) I herBby confirm hat I hav€ not & will not in futur6, avail of roimbufssmsnt. in part or in full, ftorn any other source,/employer/insurance company. of tho amount
for whbh his assistance is requ€sted.
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1) By afllxing my signature or thumb impression on this Form, I (Applicant) hereby agreg & suthorise Koshika Foundation and it's Trustees to

use/Dublish/put-up/reproduce my name. address, photo & details oftho'purpose", lor which such asslstance ls .equested/granted, through any

medium, including but not limited to verbal, print, electronic, for sollciting donations lor Koshika Foundation 8nd/or disseminating infomatlon about lt's

activities/achievements. Such use ol my photo & detaits can b€ made by Koshlka Foundation b€tore or afier my treatrnent or fulfilmenl ot the 'purpose'

for which assistancs is being requested.
2) I (Applicant) further ag.ee that any such use ol my name, address, photo & details oI the 'pu.po9e', lor which such assistance is requesled/granted,

will not automatically entiUe me for receiving or continuing tho said asslstance. The decision for granting aM/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundalion, and thsir decision is this .egard will b€ final and acc€plablo to me.
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By afiixing h€reunds( signature of our Authorisgd Signatory for recommEnding lhis c€sg/patient for financial assistanca from Koshika Fosndation, we
(Hospitai) hereby amrm & accept following:
1)that we neither ar€ presently nor will in future avail ot fioancial assistance from another NGO or any othg. sou.ce, for tho same patienucase, as we arc
requesting to get ftom Koshika Foundation, to the extent that suct assistance is granted by Koshika Foundation. lf the requested assislance is not granted

by Koshika Foundation, in part or in full, then the Hospital resorves its right to mak€ up ths shorttall frcm another NGO or any other sourca. This
confirmation essontially statss thst the Hospltal will not avail any duplicsto Essistancs lor thq 8am€ patisnl/casq trom any othor NGO ol any oth€l source.
2) The assastanc! lrom Koshika Foundation is only financial in nature. The ctoice of the ttealrnsnuprocedure advised/conducted by thE Hospitial on the
patient, is bassd on the arrangement betweon th€ patient & lh6 Hospital, and is in no way iniusflced by Koshlka Foundation. Hencs, lhe Hospital will
assume sole & compl8t€ rosponsibility otthe trsalhent & it'3 outcgmo & sststy of the patient, 8nd Koshika Foundation will havo no rolE or responsibility
in the matter.
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