
APPLICATION FORM FOR ASSISTANCE
gtrr{fl tq srr+q-{ yr6q

(Healthcare)
(Frem teqta) hjha

foundation
APPUCATIo N6.l
eqr+(q g6qr : N lot r-s l'zoe1 I:l"r Ir:APPUCANOI OAIE :

qri({ fd{
AGE.YEARS sex fth[AI$E ot APPUCA}IT :

:cri<6 et Tq F.->t l otql \.s \-r r.,"q y.,rq
65 t:

FA?HER'S'SPOUSE'S flArIE :

frzmr-gq er m \^ lo N hPPu'
PRESEI{T RESIDENCE AODRESS

PERI,IAI.IENT RESIDENCE ADDRESS :

Poroo p
t rrl

gostsp
q-i

OCCUPATION :

aF{qlq f-\ocnc- r^n qkut (ffir) r ununnreo (erffir)
TOTAIA NUAL II{CO'iIE;

6a afito oro
(Alt ch Prcol ol lncon!)
(qrq 6l HH ftr{)

PAN No, gTdI qEII

ARE YOU AN II{COME TAXASSESSE
qtwcqrqq,{<r ttdqrqn

E (Ihk whlchovrr li appflcaLb):

rs qr sd fi f{flrr f,,nAr 1fr
FAt rLy DETAILS qftcR f{s{{r

Sr. No.

6c {qr cfi-{R +
Namo o, Momboa

6I llq
ago

3C
Gondat

fti'r
withRel.alon Appllcant

+ mg

E [rbt L .pplicrble)
EASIS to. REOUESTING

+ffi ffi qrqn

B?LC*'/
(Atbch Crrd Copy)

q&i tEr t *i yqq y{
(vqM Yr qi Bd rE tRr{ qil

EWS C.rttfcltr
(Aflach Crr0fic.!, Copy]

qF qrc c,f rqtq gr
(v{q s nl sa rfn si.r 6tr

Rtloo Crd
(r\t ohCoWL--4
Ec+6r 6rd

(rqM c, nl uqr fit $(r{ Eit

Xy Otdlrr r-.--
B.5ir/P.eot

srq 6i{ Hq

lot"PURPOSE' REOUESN G ASSISTANCE:

IIFTi rr{H SIftrffh rrtm
Sr l{o.

6q {wr
Modical Attich.dt yfui<r RiIl:I(*

ASSISTANCE BEING AVAILED tot SAITE "punpose. ,rom OI}IER souRcEsw tts(hc SrrlEitk IAFTdI ffi qel F+r i fdcl d?TIIISr. l{o.

Eq RqI
NAI'rE ot OTHER SOURCE

wq*e in IFr
A OUIIT ot BEING AVAILED

fr ,I$ Er.li {{fr

-,,r.-r,/Ial

-
rrli

IVI EEW]Z
--

-

-tEI

rIt
-

--

-

-
-

t

I

&oe

rI

I
\

,i

II

J

qgdlilrgf€r
sT0 d

1

J



DECLARATION by APPLICANT: qT+{s' ERI Tqw vd:

1) I h€reby confrm that all details in this Form are True to the best of my knowledge. Any false siatement will render my Applicatlon & ongolng assistancs, lf any,
liable for r€Jectiory'cancellation.

2) lsolemnly conlirm that assistance, ifreceived rrom Koshlka Foundation, will bE used only for the "purpose', a8 stat€d in this Form, tor whlch sudr 6s3lsiarce
was requested by me.

3) I hareby conlirm lhat I havs not & will not ln future, availof reimbursement, in part or in full, from any other source/employer/lnsurance clmpany. o, fl€ amount

,or whlch lhls assistanc€ is .equested.
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AGREEMENT byAPPLICANT ( !T( 6(R)

1) By afrxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorlse Koshika Foundatlon and ifs Trustees to

use/pubtish/pulup/reproduce my name, address, photo & details ofthe'purpose", forwhich such assistance ls requested/granted, thtough any

medium, including but not limited to verbal, print, electronic, for soliciting donatlons for Koshika Foundation and/or disseminating infotmation about ifg

activlties/achievements. Such use of my photo & delails can be made by Koshika Foundation before or alter my treatment or lulfilment o, the'purposo'

tor which assistance is berng requested.

2) I (Applicant) turther agree that any such use of my name, address, photo & details of the "purpose", for whlch such assistance ls rBqueslsd/grontod,

wlll nol automatically entitle me tor r@eiving or continuing the sald assistance. The declslon lor granting and/or continuing the asslstance wlll rod sololy

with lhe Trustees of Koshika Foundaton, and their decislon is thls regard will be flnal and acceptable to me.
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AGREEMENT by HOSPIIAL (?.giJIA ERT 6{R)

By affixing hereunder, signature ol ourAuthorised Signatory for recommending this case/patlent for financlal asslstance from Koshlka Foundauon' lve

(Hospital) hereby atfirm & accept following:

iiif,St t"6 nliii#ir. presentty nor will in-lurure avail of financial assislance flom anolher NGO or any other source, for the same pallenucas€, a8 wo aro

requesting to get from Koslrila rounoation]io i'hJ eiient trat sucr, assistance is granted bv Koshika Foundation. lf tho requested assistanc€ is not grantod

bv Koshika Foundation, in part or in full, then'tn" H-oipiiiiiri"*.r it's r;ght to m;ke up th; shortlatl from another NGO or any olhe. source This
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a,pricaie asssrance ior the same patienucase rrom.aov other NGo or anv oher source'

2) The assistance {rom rosrriu rounoatrori-ii-onlv nnan"iir in rirtr". rhe choice of the treatmenvDrocedure advised/conducted by ths Hospital on lh€

Darienr, ts based on the ur,rng"r"nt u"r,nJ"i it--"ii;;il i;; i;;it;i, unJlt in no 
""v 

innuenc;d by Koshika foundallon Hencs' lhe Hiispltslwlll

assume sole & comptete responsrbliry or tiE i,;;ffi;i'd lir';;i;;;i;'l."r"ty oiiiie piti""t, and Koslilka Foundallon wlll have no role or responsibllltv
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