
APPLICATION FORM FOR ASSISTANCE
E-6rq-iil i( €{r+<{ qrsc

(Healthcare)
(enw qsr*,

B o72-.t 21e\ 24 zAPPLICATION DATE
3n+<c fdd

eoe-venns rrq-a{ srx lHql,lAirE ofAPPLICANT
rqt+(€ 6r 

"rc h"^,14-oC 6 r
FATHER'S/SPOUSE'S NAME
ft m-go1 61 qlq hJl o VC V) drvltvc.

PRESENT RES CE ADORESS ,tdt

PERMANENT RESIDENCE ADDRESS I]?IT

,,.u, .,
Itoshrl.ea
foundation

post o P

CIts

?re o?

OCCUPATION
qlrinq ml) eD RI

TOTAL ANNUAL INCOME

tra afib cn (Atlach Proof or lncome)
( 3Trq 6l crsc I({r{)

PAN No. gTdT SGIT

Name ot Family Member
cft-qT{ + EEF 6r qrq

Aoe (Years)

ss (qti)
Gender

fti'r
Relation with Applicant

* slq c<q
IIr)

rt -.

ISTANCE (Tick whichevor is sppticabto)
3iFm

BASIS for REQUESTTNG ASS
vorar ;* H ffi

EWS Certificats
(Attach Cortlfi cate Copy)

e.d orlq 
"{ 

rcM \r
(cqlq Yr n1 dqr rfr tcr{ 6ir

Ration C.tt
(Afiach6opt)
Jc+ftr 6rC

(yqol s{ 61 Brqr rfr td.{ sil

Any othor
Basis/P.ool

r< cti qrsc

Sr. No,

*,'q {@r
Medical Reports/Prescriptions Attached

t crfr +i 'r{ 
yF{iT{ q-S {q,i

(1)

ASSISTANCE B

ler(w
EING AVAILED tor SAtiIE "PURPOSE,'fiom OTHER SOURCES
+ tq +i ,r< FtTqdr ffi erq da t Feql .rqr d?

Sr No.

6q {qr
NAME ofOTHER SOURCE

erq Etd Er rq
AT OUNT olASSISTANCE BETNGAVA|LEO

tfl ,r{ qtrqfl rRfr

Ir)

r

ARE YOU AN INCOME TAX ASSESSEE (Tick whlchever is applicable)
zr rmq qrq q.( <rdr t (S qrq d rq c( Ffl Er frfln drnal

Yes / No
arrd

FAMTLY DETA|LS cfuqR fufiur

"PURPOSE" for REQUESTING ASSTSTANCE

n-am fu H'ri ffi qr sd{c:

BPL Card
(Atrach Card Coey{ 'l

'Ti-S ter + fi yqlq yd
(rttlq vr ih1 q| Ifd d-q q'{t

LLI
APPLICATIOI No. :
qr+r{ {sr :

I

"t !I:

r

-l
li'7'\

l-I

(ffir) I utr,rrnnreo (uffir)

Sr. No.
*'q dqr

W4 ul /\rv\,,) Nl

.1, t5 cs



DECL nAnoi{ byAPPLICANT: qrt(d Em dqln Yd:

1)l horeby confm lhat alldetails in this Form are True to the best of my knowledge. Any false statement will rsnder my Application & ongoing Essistanc!, if any,

liabl€ for re.iectiodcancellalion.
2) I solemnly confrm that assistanc€, if received from Koshika Foundation, will be used only for the 'purpose", as stated in this Form. for whidl sudl assistance

was r8quested bY me.
3) I hereby coafirm that I have not & wi not in future. avait of reimbursement, in parl or in full, from any other source/employer/insurance compsny' ol the amount
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1) By affiring my signature or thumb imprglsion on this Form l

uss/publish/put-up/rEp.oduce my namE. address. photo & detai

medium, including but not limit€d to verbal' print, electronic, for

activiti€s/achievements. Such use of my pholo & details can be

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

ls of the'purpose;, for which such assistancs is requested/grant€d, through any

soliciting do;ations for Koshika Foundation and/or disseminating informalion about it's

made b-y Koshika Foundation before or after my treatment or fulfilment of the'purpos6"

for which assistance is being requosted.

2) I (Applicano lurther agreJthai any such use of my name, address, photo & dotails ol the 'purpos€", for which such assistance is requgsted/grant€d'

wilt not automatically entitte me for receivint or continuing the said assistance. Tho decision for granting and/or clntinuing the assistanc€ will r€sl 8ol8ly

with th6 Trustees of Koshika Foundation, and their docision is this regard will b€ final and acceptable to me
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gy affiring hereunder, signalure of our Authorised signatory lor recommending this case/patient for financial assistance ftom Koshika Foundation' we

(Hospital) hereby afflrm & accept following
1)that we neither are presently nor will an ture avail of flnancial assistance from another NGO or any other source, for ths sama pati€nllcase, as we ar€

IU

requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserves it's right to make up the shodfall from another NGO or any other sourc6. This

conflrmation essentially states that the Hospita lwill not avaal any duplicate assislance for tho samg patienucase from any other NGO or any other source

2l The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arang€ment between th€ patient & the HosPita I, and is in no way influenced bY Kosh ika Foundation Hence. the Hosoitalwill

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

in tha matter.
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