
APPLICATION FORM FOR ASSISTANCE
qEr{il +(

(Healthcare)
(qnqq teqml foundation

htltaS

P,
APPLICATI.ON No.qi<r tsr : b2.2h JC 19. ffiH?$r**'.r,I6u

sEx fr?IllAtlE o, APPUCANT
qrt<r tr rrq o.vnrtrqIa. AGE.YEA$ qE-

€o F
FAIHER'S'SPOUSE'S ITA,.E :

fmmgx ct*r hh ti/h ne q o,.rdo
PRESEI{T qir

PERUATENT RESIDENCE AODRESS litl

OCCUPATION
qdqrq il.*n *ok.. , utr ARRED (.rmr)
TOTAL A,. UAL INCOTE:

{F att+{ otc
(Aft ch P.oot ot lncom.)
(Errtt r6t {R THr{)

PAtl No. ETdI {qI

FAMTLY oETArLs frqR frflql
Sr. l{o.

c,c risl
Namo o, Famlly
qftm d s(Fil

6mbor
6T qTTI

Ag. fiorrl)
Br (c{)

Gend!a
fti,r

Rolrilon wlth Appllclnt
gI.Kl5, 6 gtq Tqq

I I
,\C)

*tlchavea l.
srrdrdflrtfirlfdqrqR
lot assrs

El{S C.rdrlcrto
(Atlich Cr mcd. Copy)

ere .erq c{ ,cM c?
lves w d aro rfr rcn etr

R.0o0 Cld(Anrcicolt) -il+ftl 6d'--
(vqqqdBrfid rrir

Ary Othor
BttlrlFr!o,

"rd-ai.re

d

qffitnidfi{qrodrI{!frrtqr q.S rio r

ASSISTAN CE BEING AVAILEO ior sAme forr.PURPOsE" OIHER SOURCES
3rrlnti frd{ .riB(Tq €idgrq fucrik T' d?

]{odlcal Report rPr..cdptlon.Attlchcd

Sr. No.

E,C SqI
|IAf,E o, OTHER SOURCE

qq ulr ct rc
A Ot a{r ot ASSISIAi{CE BE[{G AVATLED

d q{ q1rrdr rtrt

-.
il{7tfirr-^fituFrhl

-

lril.lE.-

-

--t-
-

-
-
--

-

I{I

-
-
-
-

-
-

-rr

GIUE,.

ar--,

tut -ot fttro(
a mt*

ARE YOU Ati IIICOME
I qlg :q[q 6t (rdT

BPL Cerd
(Att ch C.d Copy)

,rtd tqr * fi vqrq/-
(rctlr rr d Erqr fft S.crr {it

TAX ASSESSEE (nck whlchlv.r h.ppllcrbh)
t (qi crq d vs c{ Tff Er fiyrl Eqril

Y.r /

"PURPOSE" tor REQI ESItitO ASSISTAI{CE

wfir tg H id ffi qr r(trq:
Sr No.

6c {wr

*

,3
(,

\



1)

1) By sfllxing my signsture or thumb impression gn this Form, I

use/publish/put-up/reproduce my name' address, photo & detail

medium, lncluding but not limited to vsrbal, print, electronic, for

aclivitieJacthvements. Suct use oI my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s oithe 'purpose', for which such assistanc€ is requested./granted, lhrough any

soliciting donations loI Koshika Foundatlon 8nd/or dissemlnatlng lnformation about lt's

made b'y Koshika roundatlon belote or 9fi6r my treat nent or fulfilment of the 'purpose'

Ior whlch asslstancs is being requsstod

zir'ilppriiintj r,,rt 
", "greithaiany 

auch use of my name, addre8s, photo & delafls ol tho 'purpo86'. lor whlch sudr assistancs ls rsquested/grantd,

witt not automauca y enti e me for receivin!-oi tir'inurng tirr t"io 
"."lstance. 

The d€clsion torgrsnfing and/or continulng the assislance wlll rest solely

;ith ths Trustees of Koshika Foundation, a;d thek declsion is this regard wlll b€ final and acclptable to mo'
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By afrixing horeunder, si ur Authorised Signatory fot re@mmending this c€se/patient lor financial assistance lrom Koshika Foundation, we

(Hospital) hereby affirm
gnature of o
& accept followingl

that wg neither are Presently nor will inlutur€ avail ol financial assistanc€ from another NGO or any othor source, fo. ths ssme Pati enucase, as wo arg

requesting to ge I from Koshika Foundalion, to the extent lhat such assistance is granted by Koshika Found 8tion. lf the requested assistan6 is not granled

by Koshlka Foundatio n, in parl or in full, then the Hospital reserves its right to m,ko up the shortfall from another NGO or any olher sourca. Thls

confirmation ossentlallY states that the Hospital lrill not ava il any dupllcato assistance for th6 samo Patignt/c8so lrom Bny other NGO or any othor sourc6

2) The assistance from Koshika Foundation is only financial in nature The choice ol the Iregt nenuprocedure advised/conducted bY the Hospital on the

patlont, ls bas6d on the arrangem6nt bgtwsan thg Patl€nt & the HoEP ital, and i8 ln no YvaY inllu6ncod by Koshika Foundation. Henc€ . the Hospital will

essume sole & complets tgsponsibi lity ol the tresun6nt & lt's outclme & ssfety of the Pstiont, snd Koshike Foundation will havo no rol€ or responsibility
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1 ) I hereby mnfrm hat all delails in this Fom are True lo the best of my knowledge. Any fals€ statement will render my Applicaton & ongoing asslstan@, ll any,

liablo lor reje€{iodcaocsllation.
a G;;|y ffi; ilraiassistanc,e, if recriveo from Koshika Foundation, will bs us€d only for lhe 'purpos€'' as st tad in this Form. for which such assbtance

mebyrequested the/insurance clmpany,lultn from olhern ol sourcs/employerrsemenreimbu t, anyinnot ava pan&nothaveconfrrmhereby
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