
APPLICATION FORM FOR ASSISTANCE
q-6r?mr tE orr+<.r srsq

(Healthcare)
(Hrerq fuqrdl rcHnit."

foundation
APPUCATION No. :

e{ri<c Esr . + 1_
qrlqr frS 2- ((
APPTICATION DATE

AGE.YEARSI{AME oTAPPL|CANT:
3n+<* mt nq (

6
FATHER'S/SPOUSE'S A E:
ft-mmgq 6r arq

E

PERMAN ENT RESIDE CE ADDRESS lir pnr .1p- p"/t oP

asb4 - s-d"hl^r;.^
OCCUPAT|ON
q{qrq k_ (ffi*) I ur*rmnreo (erffir)
TOTAL AI{I{UAL IICO E:
qa afio, er (Attach Prool of lncome)

( qrq ar crqc Sa.{)

FAMILY DETAILS cftcr ifi{q
S.. No.

6q ggr Ago (Y.ar3)
rc (s{)

Gondor
fd,l

torBASIS REQUESTII{G ASSISTANCE whichovor(Tick l6H+ 3iIgRtufr
EWS Ce.dfcrto

(Altach Certncate Copy)
qq erc s{ ycrol Fd

(rqq rr n1 Brqr rfr i.cq 6ir

(Attach Copy)

Bc+ftr 6r{
(vqm v{ d uqt rfd raq {tt

Card

Basls/Proot
qq q1i srg

Other

"PURPOSE' tor REOUESTTNG ASS|STAi{CE
varo tg H rri ffi qr s$q:

Sr ?{o.

fitql
Medical Repo,ts/Prescription. Attrched

:{sdriyi;t€{ t qr0 d rri yFdfi q.si s-d'{

L-

CEASSISTAN AVAILEDBEING SAMEfor URPOSE" hon OTH souER RCES
i{-rlT${q 6fi ffig[Frdr q-{ it( tdqr ?FII d?

Sr. No,

nq rer
NAITIE ofoTHER soURcE

qrq do w qn
A OUNT of ASSISTAI{CE

d ,r{ srrmr
BEINGAVAILED
Tvfr

ffi.E

E
-r-

rlfr

EIdI EBII
YOU Atl tNCOt{E

silg siFI 6t qifi

Card
{Attach Ca.d Copy}

tffi fu1 g frQ yqq q1
(rqlq Yr 61 scl rfr {qrr 6tt

Yes /
al

oAN t{o.

I

3{I .tltqrnr 6I

ame ofFamiiy t e;b;;-
cfGR d ssd 6r rc Retatlon wlth Appllcant

€flq-(s d qM qqq
(c) (-

(r, \ tr-a lcrbttotLy,.J-

s-)

(r\

rv

Yc *d



oECLARAT0N by APPLTCAffi 3rl+(f um dsqr qr:
.l) 

I hereby clnflm hat all details in this Form are TR/e to lhe besl of my knowledge. Any lalse stalernent lvill .ender my Application & ongoing assislance, it any,

,,iie"!',:f|,l"HfffiHg$nce, if receivod trom Koshil€ Foundatron, wil b€ used onrv br t,e'purpose'. as stated in this Form ror which such assistance

was .equested bY me
3) I hereby confirm th;t I have not & will not in luture, avail of reimbursement, in part of in full, from any othor source./employer/insurance company. of the amount

for which this assistance is requested
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1) Bv afiixing my signature or thumb imptession on this Form, I (Applicanl) hereby agree & authoris€ Koshika Foundalion and il's Trustees to

use/publish/P ulup/reproduce my name, address' photo & dotails of lhe "Purpose', lor wh ich such assistance is requested/granted, through any

medium, includ ing but not limited to verbal, print, electtonic for soliciting donations lor Koshika Foundation and/or disseminating inlomation about it's

activities/achievaments. Such use of my photo & details can be made by Koshika Foundalion belore or afie. my treatmenl or lulfilment of the 'purpose'

2) I (Applicant) further agree that any suci use ol mY name, address, photo & details ol the'putpos€', lor which such assistaoce is requested/granted,

will nol automatically entiue me for receiving or continuing the said aEsistance. The decision for granting and/or cgnlinuing the assistanq€ will rest solely

with the Trustees of Koshika Foundation, and theit decision is this regard will be final and accoplable to mo
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By affixing hereunder, signaturg of our Authorised Signatory tor rocommending this caso/patient lor linancial assistance from Koshika Foundation' we

(Hospilal) herebY afirm & accept lollowing
1) that we n€ither are presently nor will in future avail o, Iinancial assista nce from another NGO or any oth€r source, lor the s€me patienucase, as we are

requesting to get from Koshika Foundation, to tho extenl that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation , in part or in full. then tho HosP ital reserves it s right to make up the shortfall f.om snother NGO or any oth€r soitrc6. This

confirmation essentiallY states that the Hospitalwill not avail any duplicat€ asslstance lor the samo pati6nVcasa from any other NGO or any other source

2) The assistance from Xoshika Foundation is only financial in nature. The choice of the reatmenuProcedure advisediconducted bY the Hospital on the

patient, is basod on the arrangement between the Patient & the Hospital. and is in no way influonced bY Koshika Foundation. Hance . the Hospitalwill

assume sole & comPlete responsibilitY of the treatment & il's outcome & safoty of the paliBnt, and Koshika Foundation will have no role or responsibility
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