
APPLICATION FORM FOR ASSISTANCE
E-6rq-dl +( 3Tr+<{ yrsEr

(Healthcare)
(srerq fuqrd)

1.-gr .r
Losntr(a
foundation

sloraqI aa+l APrucAroNtarE' EUITI zr{-
lce-veens +ng-a{ srx ftqXAI',IE oTAPPLICANT

rcr+(6 6r iTc ?o.-45aS,-^ra-rr.^1 8o M
Sto D ocld <-go.-oclo<

kfi

o

PRESENT RESIDENCE AODRE

PERMANENT RESIDENCE ADDRESS

q

FATHER'S/SPOUSE'S NAIIE
ft-mmgtr 6 *

OCCUPATION
qq€Tq IVA RRIEDtcI / UNMARRIEO (eft<tB()

(Attach Proof ot lncome)
( sTrq q,I {rs{ vf,rr)

TOTALANNUAL INCOME

te srff-6 3nq

FAMTLY DEtAtLs cfuR ffi(Ul
Sr. No.

6q cql
Name of Familv

cfGR + n-+ii
Member

ST Tq
Age (Years)

sc (s{) fur
Relatlon wllh Appllcant
qrt<+ d rnq s<q\

t) lc, (.I o. f'nr- - - t-_ L

BASIS for REQU

{6IfrII 26

ESTING ASSISTANCE (Tick whichevor is appticabte)
Ifrq ffritn 3Tr.Il7

EWS Ce.tificate
(Attach Certifi c.te Copy)

qf, 3Nrq s{ rcg !-r
(vqlq sr nl grqr rfr rrrr eir (vnq tr: sfl Ercr Yfd ri.r.{ Etr

Ration Cad
(Attach Copy)

rq+fir 6rd

"PURPOSE" for REOUESTING ASSTSTANCE:

wrror tE ftri 'rt f**fl ar s({q:
Sr No.

*.q d@r
Medical Reporls/Prescriptions Attached

grgdrdrcim t crr 61 ,ri cfdi<r qfr rid'r

o4

ASSISTANCE BEING AVAILEo for SAME "PURPOSE" from OTHER SOURCES

E{ s+vq * tt qti qq wrrn ffi erq dd t fuql ,Tcr d?

rl

tg

Sr, No.

*.c dsr
NAME of OTHER SOURCE

rrq da w lrq
AMOUNT of ASSISTANCE BEING AVATLED

d ,ri wrq-a nvfr

T'

aaal,;lt

Pr,"" +sP

,JA

PAN No. {qri qtdr ri@r
YOU AN INCOME

iF[ 3]N 3 4 6{ ql
TAX ASSESSEE (Tlck whichever is appticabh;

t (d qrq EI ss qr vd a fnrr drrql
Yes/No--
tI 16

BPL C.d ..-
(Attach Card CrF )

rA-nigl+{drGMq?
(rqlq c, nl ql rfd {\c'i 6it

APPLICATIOX No. :

.cr+F{ $gt ,

hI{ 3rsrfrq trdr

Gender

J

Any Othor
Batisll+oof

ir{ Ett BrFl

)

I -1a

I L)<) /

,rF
'#'

I



OECLARATION byAPPLICANT: i{ri(6 Em dqtn lri:

l)l hereby conffrm that alldetails in lhis Form are True to the besl o, my knowl€dge. Any false stal€ment will rcnder my Applicalbn & ongoing assistanc€. if eny,

liable ror rejecliory'cancellation.

2) I solemnry ;nfirm lhat assislanc€, il received lrom Koshika Foundation, will be used only fo. the "purpose", as stated in this Form. for whlch such assi3tance

was requestod by me.

iiifr",iOi*rn- tf'rf I have not E wiil not in lutlre, availof rermbursement, in part or in full, from any other source/employer/insurance co.npany, ofhe amount

for which this assistance is requested.
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APPLICANT'S SIGNATUR€ OR LEFT THUMB IMPRESSION

qra(6 d rErT{ cr dti ot fivn

AGREEI'TENT by HOSPITAL (EgdTd ERI 6IlI)
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(Hospital) hereby atfirm & accept following
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"6 ""iitr,ir 

,r" presen y nor wilL in-future avail of financial assistance from anolher NGO or any olher source, for thg same patienucaso, as we are

requestin! to get trom'Xoshik; Foundation, to the extent that such assislance is granted by Koshika Foundation. lflhe requested assistance is not qranted

bv Koshika Foundation. in part or rn fuli. lhen rhe Hos;ital reserves ir's nght lo m;ke up th; shonfall kom anothor NGO or any olher source This
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G"i6," girpir"t wi1 nol avarr any dupticaie assistance ror the same patrenucaso from anv olher NGo or anv other sourca'

iifne assisrance troni Kosnita Foundatioriii onfy nn"n"irr in ,i"tu*. fhe choice of the keatmenuprocedure advised/conducted by the Hospital on lhe

oatient. is based on the arrangement between ihJpatient & ttre ttosp'tal, and is in no way influenced by Koshika Foundation Hence' the Hospitalwill
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r,eatment & rt s outcome E satety ol the palienl, and Koshika Foundalion will have no role or responslbility

'l) By afiixing my signature or thumb impression on lhis Form l

use/publish/put-up/reproducg my name, address photo & d€tai

madium, including but not limited to vetbal, print, eleclronic, for

gclivities/achi€vements. Such use of my pholo & details can be

for which assistance is being requ6sted.

2) I (Applicant) tudher agreJthat any such use of my name. address, photo & dEtails oI the'purpose". for which such assistance is requestsd/grant€d,

jtt noi autoraticatty eniile me for receiving or coninuing the said assistancs. The decision for g.anting and/or continuing the assislance will rsst sol€ly

with the Trusteos of Koshika Foundation, and their decision is this regard will be linal and acceptable to me'
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By affixing hereunder, signature of our Authcnsed Signatory lor recommending this case/patient for financial assistance from Koshika Foundataon. we

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

ls of the "purpose", for which such assistanc€ is requ€sled/granted. through any

soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

made bt Koshika Foundation before or atler my treatment or fulfilment ol the 'purpose'
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