
APPLICATION FORM FOR ASSISTANCE
€-€T q-dr i-( err+<r grsq

(Healthcare)
(errcrq tqqrd) foundation

hrhaS

APPUCATION No.
qr*<c {qr : o

APPLICATION OATE
s{r}<? fuii

-qd sExNAME ofAPPLICANT
arrk* ul arq

L
FATHER'S/SPOUSE'S NAME: 

' 'fummgq 6 * >lO
Tv o.i ka rh

PRESENT RESIOENCE AOOR qiESS

ENT RESIOENCE ADDRESS RITRMAN -00 fasl op

OCCUPATION
TqFI MARRTEtrt*rtsd) I utmmnreo (uffic)

TOTALATINUAL INCOME

5o <fifo :ml lAtlach Proof ot lhcome)
( 3{rq fl €tcq rtqr{))o Ooe

PAI o. TrIr$ qrdt iqr

rirrfr
YOUARE INCOMAN E TAX ASSESSE E Tick hac rs blePp

silq4II 6,{qrq +<rdr CI crq a ctTR 6IFd tJ{trl RTi

Sr. No.
aq qqt Name of Family.Membei

qrc4(E,F(Rlfirrq Age (Years)
ss (q{)

Gender
ftf,r

Relatl Appllcanl
+ {EN

STAAAst S REO ESU ASTING SI N Ec Tick ablicappl
1l6rq?il tfiiaffi 3lTqlr

BPL Card
(Attach Card Copy)

ri-4 tqr * +i ycu cl
(vqM !-,61 qr lfn {qrr 6it

EWS Certificate
(Attach Certifl cate Copy)

st-f, 3rc s,f yqtq y{
(rqrq rl si Ercr rh sd.{ 6lr

Retion C.rd
(Attach Copy)

rc+fir 6d
(rqm Yr d Erqr lfd t{.r 6lt

Any Other
Basls/Proof

qq ql{ srsg

.C

iT+q-drd/d€( * qr0 qi r{ yfdqi IIs{flT

ASSISTANCE BEIT{G AVAIL

w B(tw + h6t{
ED for SAME "PURPOSE" from OTHER SOURCES
irar (6Frdl iosl 3rq *d t leqrrqr dl

Medical Reports/Prescriptions AttachedSr. No.

sq g@l

Sr No.

rq riql
NAME ofOTHER SoURCE

er< gld i6r rTq
AlroUIT ot ASSISTANCE BETNG AvAtLEO

d 't{ q[rrdr rt{fr

I .\eq'a

-4* -

qI

rtr

FAMILY oETAILS qn-qR fi-d{vl

"PURPOSE ' for REQUESTTNG ASSTSTANCE

vom fu H rd t<*fl or vltw:

AGE.YEARS

l\ U nlgc,co--r.o

t

L/
t



DECLARAnOfl by APPLICANT: e1li(6 Er(I dqqr vr:
1 ) I h€reby coofirm hat 8ll delails in this Form are True to tho bost of my knowledge. Any false stat€ment will rBndgr my Application & olrgoklg sssistance. if any,

liable for rejeclion/cancellation.
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't) By affixing my signature or thumb impression oh this Form, I

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

modium. including but not limlled to ve.bal. print, electronic for

sc{ivities,/achievements- Such use ot my pholo & details can be

for which assistance is being requested.

2) I (Applicant) further agree lhat any such use of my name, address, photo & details of the 'purpose', for which such sssistance is r8qu$tsd'/96nted.

witt noi automattcalty enii(e me for receiving or cont;nuing the said assistanca. The decision for granting 8nd/or conilnulng ths asslEtsnca will rast solely

with the Trustees of Koshika Foundation, and their d€cision is this reqard will be final and acceptable to me'
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By affixing he.eunder, signaiure of our Authorised Signatory for recommending this case/patienl for frnancial assistance from Koshika Foundation' we

(Hospi taltherBby aflirm & accepl following

requesting to get from Koshika Foundation to the extent that such assistance is granted by Koshika
nv other source. lor tho same patienucase, as we are

ioundation. lf the requested assistance is not granted1) that we neither are presently nor will in future avail of Ilnancial assistance from another NGO or a

by Koshika Foundation, in part or in full, then the Hospital rBssrves it's right to make up thg shortfall from another NGo or any other source. This

conlirmation essentially states that the Hospita
2) The assistance from Koshika Foundation is only tinancial i

any duplcate assistance for lhe same
n nature. The choice of the lreatmonu procedure advised/c!nducted

patienucase from any other NGO or 8ny oth€r sourcelwill not avail
by the Hospital on the

patient, is basgd on the arangement between the patient & Ihe Hospital, and is in no way influenced by Koshika Foundation. Hence , the Hospital will

assume sole E complete responsibllity of the treatment & it's outcome & safety of the patient, and Koshi ka Foundation will have no role or responsibility

in th€ matter.
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{Applicant) hereby aglee & authorise Koshika Foundation and il's Trustges to

s of lhe 'purpose", forwhich such assistance ls requested/granted. through any

soliciling donations for Koshika Foundalion and/or diss€minating information about it's

made b, Koshika Foundation before or afler my treatment or fullilment ol th6'purposo'
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