
€-€T.r({I 3rr+<i sr6q
(Healthcare)

( Rrerq tocrd)
r.-Ur.r
Itosl,Ltl.aa
foundation

APPLICATION t{o.
qri,<r gq .

APPLICATION OATE
rTrdqr fdan

sEx fHINAME ofAPPLICANT
en*<* *r rq

FATHER'S/SPOUSE'S NAME
fudlmgq 6l rq

PRESENT RESIDENCE ADDR litl

PERMANENT IOENCE ADDRESS Efl w'o? Qost-og

OCCIJPATION
AFT+IFI

,L
I\lARRIED (ffic) r uxr,rnnnreo (,rffi)

TOTALANNUAL INCOME

5.o qfif+ 3nq
(Atiach Prool ol lncomo)
( 3{rq 6t clc{ T(qr{)

PA No. Ti.n{ ql-r ffi

FAMILY DETAILS cft-dR I€{qI
Sr. No.

sq g@r
Neme of Family
clT{R 6 F(ql

Member

sT:m
Age {Years)
rr (s{)

Gender
ftil

Relation vrlth Appllcant
* slq qqq

ASB IS NTIsQUE G ]STSS N Ec k h h a leb(Ti ptl*{6Frd1 k'{frffi
EWS Certificato

(Attach Certlff cate Copy)
rre qrq q,l cqror rr

(vqM Tr 61 Bm rfr Ta,r 6ir

Ratior Card
(Attach Copy)

sc+ffr 6rC
(yqlq tr, d Brqr rfr {rr{ 6ir

Any Other
BaslB/Proo,

:rq olt srg

"PURPOSE" for REQUESTING ASSISTANcE

wq-afuH'riffiorr(w
Sr. No.

rq riqr
Medical Reporls,lPrescrlptions Atlached

3lgkll ergr€{ { qm 4,l yi{+cr qrilrr

ASSISTANCE BEING AVAILED for SAME "PURPOSE" kom OTHER SOURCES
q< sd{q + i(+{ q.rr (6FrdT ffi erq da i Fdqrrcr d?

Sr. No.

Fq R@I
NAME of OTHER SOURCE

errr r*c q rrq
AMoUNT ot ASSISTANCE BElt{G AVAILEO

d rd srrq-o nrfr

IilT

E[t?i@ro

.RE YOU AN INCOME TAX ASSESSEE (Tlck whichever is applicabl€l:
i{Tq snq 6{ <rdr + (d q? d ss c{ rrfr 6r ftfln arrrut

BPL ard

Yes / No
arrd

APPLICATION FORM FOR ASSISTANCE

AGE-YEARS

/

I

F

fl (fidnaAcnrtt T -o (., F
!,

h a tra

l\ -ul( vtt

{Attach Card Copy)

Ti-* tgl + *i ccM q,
(cqrq sr 61 Brqr yfr S.{.r 6it



DECLARAnOfl by APPLTCANT wt<tr fir dsqr cl:
1) I h€reby conflm that alldetails in lhis Fom are True to the best of my knowledge. Any false statement will re.der my Appllcaticn & ongolng assistanc€' if any,

liable for cJectjorrcancsllation.
2) I solemnly ;nfirm that assistance, if received from Koshika Foundation. will be used only for the 'purpose". as stated in his Fom, forvihidt sucfi assistance

was requost€d by me.
iiitriiUy-nl- tfr"t I have not & wilt not in future, avail of reimbursemenl, rn pan or in full, from any other source/employer/insurance @mpany, o[ the amount

tor whic-h this assistance is requested.
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1) By afltxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

use/publish/put-up/reproduce my name. address, photo & d€tails of the'purpose", for which such assistance is requestod/grant9d. through any

medium, including but not limiled to vgrbal, print, eleclronic, for soliciting donations for Koshika Foundation and/or disseminaling info(mation about it's

activities/achieve;ents. Such use of my photo & details can be made bt Koshika Foundation before or afler my treatment or fulfilment or lh€ 'purpose'

lor which assistance is being requested

2) I (Appticant) further agree that any such use of my name. address, pholo & detaits of the "purpose", for which such assistanc€ is requestsd/grantod,

will noi automaticaly entitte me for receiving or cont;nuing the said assistance. The decision for granting and/or @ntlnuing the assistan6 will rBst sohly

with the Trustses of Koshika Foundation, and their decision is this regard will be final and scceptable to me'
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By affixtng hereunder, srgnalure ol our A!lhorised Signalory for recommending this case/patrent for financial assistance lrom Koshika Foundation. we

(Hosprtal)nereb) atl,rm & accepl {ollowtng:

t; ttrit wi neittrdr are presently nor wrll inluture avail of llnancial assistance f.om another NGO or any other source, for the samo patignucaso, as wg arc
r;questing to get hom Koshiki Foundation, to the extent that such assistance is granled by Koshika Foundation. lf the requested assistance is not granted

bykoshik; Fo-undation, in part or in full, then the Hospital reserves its .ight to make up the shortfall hom another NGO or any other sourc€. This

;nfirmation essentially st;tes that th8 Hospital will not avail any duplicaae assistance for the same patienvcase from any other NGO or any other sourc€.

2) The assistance from Koshika Foundation is only ,inancial in nature. The choice of the treatment/procedure advised/conducled by ths Hospital on the
patisnt, is based on the arangement between ths patienl & the Hospital, and is in no way influenced by Koshika Foundalion. Honc€, the Hospital wlll

assume sole & compiete resp;nsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundalion will have no rol€ or responsibllity

in the matter.
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