
J

APPLICATION FORM FOR ASSISTANCE
€-6rq-f,r +{ 3Tr+<{ qrsq

(Healthcare)
(€Rrc t€qrd) rclBnia,

foundation

ffffit
o

a $

L g/-0
APPLICATION DATE
on*<t ffi

AGE.YEARS

APPLICATION No.
rqra<{ qqt :

NAffE o'APPLICA T
wk* qr rrc

RESIDENCE

o
I

tifl

finrmgx er rn A)
FATHER'S/SPOUSE'S NAME

PERiIANENT RESIOET'CE AODRESS : KIT phr of P-rlu P

S+ 6g- ,tq:#(or",oai
OCCUPATION
qqgFl N.a ,o*eE-o 6o'a-o1 r urumnrco (effin)
TOTALANNUAL I COXTE :

5-a sfilfi 3irq
(Atlach Prool ol lncorhr)
( 3lrq 6r Eng Ffrr{)

tctdt qgr

FAMtLy DETAILS cR-qR fd{<q
Sr. No.

qq gqt M6mb6rName of Faml
qfr-{R * {I ':IFI

Age {Yea,!)
sc (q{)

Gender
fri'r

R.latlon w[h Appllcant
ifiq(6' 6 qrq q<q

I
_(Ralri th

I

?{ o
LIc\ 20

L

BASIS for REOUESTIi|c ASSISTANC

voq.o * M ffi qrm
E (lick s'trichovor b .ppllcrbto)

EWS Codiffc.to
(Attrch Co,tffic.!. Copy)

e-f, iqrc sd rqtq ct
(Ycpl Y, fr1 uqr rfd {\cr{ 6tt

*ffi
(Altach Copy

Eq*fir fld
(vqq cx 61 Brqt !ft {-rr 6tt

)
4{
Ba!lCProof

erq 6i{ mR

"PURPOSE" for REQUESTING ASSISTAT{CE:

saTdl i! H,ri ffi il Edrq:
Sr. l{o.

*q cql qa1 riil,?ermnrefer t vrft +1 dyfdc-{
iledlcal Rsport!/Prescrlptlonr Attach.d

ll \
\7

ASSISTAXCE BElt{c AVAILEo tor SAME

rs r(tyc + tq E+{ ir< qrrl-dr
"PURPOSE" from OTXER SOURCES
F*'S qq dr t frqrrqt Ei?

Sr, t{o.

6q {qr
NAME otOTHER SOURCE

srq r*o qt rrq
AMOUIT otASSISTA'{CE BETNG AVATLEO

d d qrq-a rrfr

t\
,)0{i

@fT
.irr[,!lElu

--

a rr-

-

E
-n-

-
-
-
-

Lt[kE]IE trf,ClI

\RE YOU AN IiICOME TAX ASSESSEE (Tick whlchever ls applicable):
olTrr B{q 6{ rrdr t (si crq d vq c{ Ffr 6t fr{F Rrtr4l

BPL
ard Copy)

Yls / Io
rirrd

n
PAN No.

r)) o.l^

I\

)(r-q h.l'A

\:_-/

I t) )

.ri-d tqr + *i yqrq .n
(vqM c: +1 Brqr yfrr r(Trr {tt



oEcLARATtO by APPLrcANT: qr{qlF Em dsqr la:
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name address, photo & details ol the 'purpose", for which such assistance is requested/granted, through any

medium, including but not limited lo verbal. print, electronic, for soliciting donations lor Koshika Foundalion and/or disseminating inforrnation about it s
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with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceplable to me'
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by Koshika Foundation, rn Part or in full, then the Hospital reserves it s right to m;ke up the shortfall from another NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any duplicat€ assistance for lhe same Pati gnucaso from any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only flnancial in nature. The choice of the trealmenuprocedure advised/cond ucted by the Bospital on the

patient , is bas€d on the artangement between the patient & lhe Hospital. and is in no way influonced by Koshika Foundation Hence, tho HosPital will

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

lk qr*rfr dplr q ffi q-{ sm t TA tfl/+tl
2. 'slRrfi srd-€{r'i * ,rt strTil +dq fridq rqfr +1 tr tfi vr

* +s frcq i qt "6tftr+t vrr€rn" m ffi rcn cr li{ <nc

d li'fi qt{ "6tftm" d dd tftn qr ffi w qrcd I 1i *'fft

rw<rs r{ { iri TaG q fei 'ri ar<wfiql et 1m t'fl qa

rfi rsH rstra { tfi * rsrq nFql 
qk qa qd d fi rFdrE

18-08-2024

tulr,luture,
is

+rqtlfittd)
srdttl,alt,

6q{CI Fsls
fqq3


