
APPLICATION FORM FOR ASSISTANCE
€-6rq-ifr +( sTr+<r qr€iq

APPLICATTON No
qr+<? d6ll : 6 22-t1 1* oo L 1^{

APPLICATIOT{ OATE
3ir+<i fd?n

AGE.YEARS riB- sEx fr,rtlAtrlE of APPLICAT{T
i{r+({ qr rTc r r'\A '10 F
FATHER'S/SPOUSE'S NAME
&rtr+-guq 6l qrq N" odo Q

4L4--L

q?nRPE EMAN NT RE NCSIDE E AD DRE

?at.o? loS+ 0P
Aaa

t oundation
hthaS

OCCUPATION
q-dgrq 6rn { d DE U NMAR rE0R(ffi€d)

(Attach Proof ol lncomel
( 3nq q,t grH x-dr{)

TOTAL ANNTJAL INCOME

Ee qfil<; irc
qtdt q@l

FAMtLy DEtAtLs gftdn fr{rq
Sr. No.

rq u@r
Nalhe of.Famity Membt
glGIR 6 F(qI 6I Tq

Age {Years)
3s (qs)

G6nder
fti,l

lationRe icantAppl
srq {Errl

STAstAA lotS R EOU TIES NG AS Sr N EC T k che tc €ablappl
TrdFrdl ka ffi 3lIr.m

EWS Certificate
(Attach Certifi cate Copy)

r* 3irq s,f rqrq yr
(FIvr I? B1 Ercr rF tcq 6ir

Ration f.;er{'
l^y,t,1l-gopy-l
f,qqkI 6rd

(yqM v, 61 Brcr rfr tE r 6tt

awffi-
garls/Proo,

qq ti{ srq

S.. No.

rq dsr
Medical Reports/Prescript jons Attached

srcc-drdrcfm t qr0 qi qi fiifi qd r-s,1

SISTAN 8EE ING AVAILED SAI'/lE U R POSE OTH RE os RCU ES+w 3rjq6ri ffi{-6rTdl 3tr:l"(iw dd tt{. fdqr ,rql d?
Sr No.

qq qgt NAME of OTHER SOURCE
qq qla m rrq

AMOUNT ofAS SISTANCE BEINGAVAILEO
,Ii g6rq-dr {r{t

ARE YOU AN INCOME TAX ASSESSEE (Tick whichev€r ls applicable)qrc ana +.{ E&r * (d qr< d rs c{ s-ii sr hvln rol

.PURPOSE
" for REQUESTTNG ASSTSTANCE

rua-or iE H rrt ffi qr s<trq:

BpL C.rd
(Att ch Card Copy>

ri-n io * +{ffiva
(vqtq !1 sl Brqr yfr {firr ril

(Healthcare)
( ertrrq fucrd)

lt
J

!-- -,1



OECLARATION byAPPLICAflT: 3II*<6 ER sicql Yr:

1) I her€by confum that all details in this Form are True to the best of my knowledgo. Any false stalement will render my Applicalion & ongoing sssistance it any,

liable for rejectiorvcancellation.
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'!)By affixing my signature or thumb impression on this Form l

use/publish/put'up/reproduc€ my name, addrcss. photo & d€tail

medium, inciuding but not limited to verbal, print. electronic, for

aqtivitieJachievements. Such use of my photo & details can be

(Applicant) hereby agrEe & aulhorise Koshika Foundation and it's Truste€s lo

a oith" 'purpotrt, f, *hich such assistan@ is rsquestgd/granted, though any

soticiting'Oonations tor Koshika Foundation and/or disseminating inlotmation about it's

ilJ" uv io"t ir, rorndation before or after my treatment or fulfilment of the 'purpose'

for which assistance is being requested

2) I (Applicant) lurther agree that any such use of my name. address, photo & details of th€ 'purpos€" for which such asslstanco is r€qugsted/grant€d'

will not sutomaticarly gntitte me tor receiving or continuing tt e saio assistanc€ The decision for granting and7or clnlinuing the assistanca will r€st solgly

witt tte T,ustees or'xoshika Foundation, a;d their decision is this regard will be final and accoptable to ma'
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By affxing heleunder, signature of ourAuthorised Signatory for recommending this case/patieol lor linancial assrstance lrom Koshika Foundation' we

(Hosp tal)hereby atlirm & accepl lollowing
1) that we neilher are presentty nor will in future avail ol financial assistance from anolher NGO or any olh€r source. for the same pationucaso. as w€ are

by Koshika Foundation, in part or in full, then the Hospital reseNes it's right to make up the shoffall fro
undation. tf the requested assistance is not granted

m another NGO or any other sourcs. Thisrequesting to get from Koshika Foundation, to the extent that such assrstance is granted by Koshika Fo

confi rmation €ssentiallY states that the Hospitalwill nol ava il any dupftcate assistance for lh€ samo patienucase from anY other NGO or sny othEr sourc€.

2) The assistance from Koshika Foundalion is only financial in nalu re. The choice ofthe keatrnenu procedure advised/conducled by th9 Hospital on the

patient, is bas€d on the anangement between the patient & the HosP ital, and is in no way influenced by Kosh ika Foundation. Hence , th€ Hospital will

assumg sole & complete responsibility of the treatment & it's outcome & satety of the patient, and Koshika Foundation will have no rol€ or responsibility

d rl'ff k '6tf{r6r' d qi{ 1ft6t qI fq.imt w qn-d { qfi dfrt

15-O0-2023

r,,ffi

# 1"'i Tq q
&!6

alr.
Managor


