
APPLICATION FORM FOR ASSISTANCE
glrrq-ifl t-( 3iI+<{ g|Fq

(Healthcare)
(Er{qq toqrd) rc8lnih"

foundatlon

r., I Iot2-3 Ztcro #;'*HIo 
*' tt lot lzs

sEx ftirrNAtrlE o,APPUCA T:
sid<cr 6I ilc Chi k ko...p nl<a+arn

AGE.YEARS

:+o
tr

qil

t

PRESENT RESIDENCE ADDRESS

FAIH ER'SSPOUS E'S NAIIE
frilr{-{lq $r rrq

PERMANENT RESIOETICE ADDRESS : !i[

I
2 !eb chi la

p1€,o p pos+cpl
t<or*-nEa+d

UApmploqed rrARruEo (&{frr) I uxxannro (uffir)
(Attach Prool o, lncom.)
( src 6t Hq {.{r{)

TOTAL ANNUAL INCOME

sfilq, rffq

PAt{ No. ETdI

FArilrLY oErAtLs fiqR f{dor
Sr. tlo.

E,q {sr
llaln. ol Famlly lrsmbor
qft-qR*s(datrTq

Ag. (Ysari)

Er (s{)
Gondor

fti'r
R.laton wtth ADDllc.nt
qd<c, * stq s<q

.l &r

l. .ppllc.bl.)0icfEASIS fo. REQUESING

+ ffia krfd qrrm

EWS C..tfic.b
(Aiach C..tlnc.b Copyl

qe etq q,l yqtq cr
(mq qr d lra rfr dsr{ 6it

?lttor.9rrrd\ --/(Att.ch Copy)-
icdfif srd

(yqMqrd qr fr {EFr 6ir

Any Ofior \--'z
8.3ldProo,

q< dl qrq

Sr. Xo.

6q ngr
Msdical ReportE/PBrcrlpuonr Attach.d

qmrer$gttsI061d!fri<r df,tr

( ro (
ASSISTANCE BEING AVAILED to. SAt E

ys E({q * h nii !r4r rnnldr
'PURPOSE hori OII{ER SOURCES

ffi q< dr i fuqrrqr dz
Sr. }{0.

6q {qr
iIAME ofOTHER SOURCE

sr;q qtn 6I Tq
A OU|T of ASSISTA}ICE aEnc AVALEO

d 'r{ {rrqil urft

4
I

Irr rffinE llrrllEril

--

-

-

-

-
-
-

-

-it!-

-

--

rI-

-
-

--

I

-

ARE YOU AN INCOME TAX
' qtq erq q,{ <rfl t (si qla d

8PL
(Attlch Cr.d Copy)

q0-{ tqt * *i yqlr rr
(vqM cr d qr rfr {dr{ 6tt

Yer

ti
I
Ifr

"PURPOSE" for REQUESING ASSTSTANCE:

rnm tg H d tu1fi ei alkr:

APPL'CATION I,IO. :

qr+<r tgqr :

Ui lo Rqcc.qi q\
I

I

II

II

D4

\

r}\
rf .{

zal'

OCCUPATIO :
qqqrq

3q c( r

r!=o crc'-J



DEGLAR.AnO by APPLICANT: lqt+fi' A( *qqr q-d:

1) I hereby confirm thal all details in thls Form are lrue to the best of my knowledge, Any false slatement will render my Application & ongoing ssslstance, lr any,
llable for rsJectiory'cancellation.

2) I solomnly confirm that assistance, il rec€ivod lrom Koshika Foundation, will b6 us€d only for lhe 'puIposs', as statod ln thls Form. for whlch sudr asslstrene

was requested by me.

3) I h8n;by confiin that I have not & wilt not in future, avail of reimbursement, in part or ln tull, from any other source/employer/lnsurancs compeny, of 0t6 amount

for whict this assistanco is requested.
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AGREEMENT b'APPLICANT (gd lrn 6,{R)

1) By amxing my signature or thumb impression on this Form, I (Appticant) hereby agree & authorise Koshika Foundstion and it's Trustee8 to

use/pubtish/put-up/reproduce my name, address, photo & details ofthe'purpose', forwhich suoh assistanc€ is requested/granted. lhrough any ,

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemin?ting lnformation sbout its

Bctivilies/achiev;ents. Such use of my photo & detalls can be made by Koshlka Foundation before or after my treatment ot fulfilmont o, tho 'purpos8'

torwhlch assistance is berng requested.

2) I (Applicant) funher agree that any such use of my name, address, photo & delails ot the 'purpose', lor,,{hich such asslstance ls requesled/grOnlod,

witt noi automiticalty entifle me forreceiying or continuing the sald asslstance. The decision for grantlng and/or contlnuing the asslstanc€ n'lll rBst sololy

vi,ith the Trustees of Koshika Foundation, and thelr declsion ls this regard wlll be Rnal and acceptable lo me.
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AGREEMENT bY HOSPITAL (TgTdTd 6TO EIR)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patlent for financlal asslstanoe from Koshlka Foundallon, wo

(Hospital) h€reby aff;rm & accept following:

i)itrit wi neitt ti, a," presently nor will in-future avail of linancial assistance from another NGO or any other source, for the same patienucase, as wo are 
.

rJquesting to get fiom Xoshik; Foundation, !o the extent that such assistance is granted by Koshika Foundation, lflhe requesled assistanct isnot granted

LV fo.iiifii":rnOriio", an part or in fult, th;n the Hospital reserves it's right to make up the shortfall from another NGO or ary other sourcg. Thls

"6nfnrition 
er."nti.ffi st;tes that the itospitat will n;t avail any duplicaie assistance for the same patienucase from.any other NGO or8fly o!|,er so9rce.

iiff," 
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trr"iKoshika Foundatio; is only linancial in dature. Tho choice of thB treatmenuproced!re advised/conducted by tho Hosrtlslonlho

D;tent- Is based on the a(anqement between the Datient & the Hospital, and is in no way influencod by Koshika Foundatlon. Hencr, ths Hdspltsl wlll-

;il;; ;];;;irie reip"oniioi tv of trre rreatmcnt & it's outcome & safcty of the patlent, and Koshlka Foundatlon wlll have no tols or responslblllty

in the matler.
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