
APPLICATION FORM FOR ASSISTANCE
+( s{r+<r srsrr

(Healthcare)
(Ererq toqrel

B
APPLICATION No.
ecr+fi v{gct : t 5eH ela l,>lvq

APPLICATION DATE:qfti ffi 14
AGE.YEARS sex frtrNAME ofAPPLICANT

en*<+ m rrq Ka 60 F
FATHER'S/SPOUSE'S NAME :

r_rlo tsalfrtrzq-gq m rrq 5

PRESENT ADORESS
l-

PERiIANENT RESIDENCE ADDRESS ldl ff "(- F-,0 ,ts "f
&8Jf - E^^cfuM

foundation
Building blck of lih.

htha

t

OCCUPATION
*fttrq --+-{o f\N/ I.OA bf I mrdreo (Fctk) / uNmARRtED (qffi)

ta qrfii-fi onq
(Attach Proof ol lncome)
(qrc il srw voq)

TOTAL ANNUAL INCOME

PAN No.

FAr{tLy DETAILS cftqn

urdl

Sr. No.
xq rfqr

Name of Famlly lf,ember
qtcqn * v<d qr ln

Age
gs

(Years)
(sq)

Gender
fdrl

wlth Appllcant
+ qM (Rrr

lIt J M 'L,,tt l\&el
C itr at -lrrsro ) ) nl

(< \f.nrr- >\ r\

vtrril*ffiffierqrl
ls applicable)BASIS for

EWS Certificate
(Attach Certificate Copy)

orer orq qrt cqtq vr
(vcg rn 11 urqt yfd s.err otr

-ra
.,6ttach Copy)

sq$ffi 6rd
(vqtq vr sfr Erqr ffi sqq trtr

ffi- Basis/Proof

erq qli srv

"PURPOSE" for REQUESTING ASSTSTAilCE:

Etrfrr tg ErA ri ffi cr v{tvq:

Sr. No.

*q T@r

l'l lc ft La(.
l

I
f,\\v

^-
_t

I

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

ve r{trq * tq.+ srrl rr6r{rdr ffi eric rdd t k<t rrqr dl
Sr. No.

frq riqr
NAME of OTHER SOURCE

qq*amwq
AMOUNT of ASSISTANCE BEING AVAILED

d ?ri vtrftr rtyfr

I
,(\.

I

ARE ts Yes /
rtlqlg 3lrc ifl <rfll

Card
Card Copy)

'r0-fr tqr $ 1$ yqq q1

(vqvr Yd q1 erqr cfr {s-< ctr

,l

nIln lnl tn^t , ra

knlnVn A

,gL
1

qr4 c{3{I if'l

, .'rt I(t)
(d^

Frl,} L:

rfc}rr q{t fr'ig[wfle/Eir"€{ t srfr El
Medical

t )

-\f \lt ) )



DECLARATIOT{ by APPLICAilI qr+(6 Em dcqr qr:

1) I hereby contirm that all details in this Form are True to the best ot my knowledge. Any false statement will render my Application & ongoing assialanoo, if any,
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1) By aflixing my signature or thumb impression on this Form, I

use/publish/put-upreproduce my name, address, photo & detai
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activities/achievements. Such use of my photo & details can be

for which assistance is being requested.

2) I (Applicant) further agreJthat any such use of my name, address, photo & details ol the "purpose', for lvhich such assistance is requ$ted/granted'

witt noi automaticatty eniitle me for receiving or coninuing the said assistance. The docision for granting and/or continuing the assistance will resl solely

with the Trustees of Koshika Foundation. and their decision is this regard lvill be final and acceplable to me.
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By affixrng hereu signature of our Authorised signatory for recommending this case/patienl for financial assistance from Koshika Foundation. we

(Hospital) hereby affirm E accepl following
1) that we neither are presently nor will in future avail ol financial assistance from another NGO or any other source, Ior the same patient/case, as we are

requesting to Iet from Koshika Foundation, to the extent that such assistance is granted bY Koshika Foundation. lf the requested assistance is nol granted

by Koshika Foundation, in Part or in full, lben the Hospital reserves it's right to make up lhe shortfall from another NGO or any other source. This

conrlrmation essentially states that the Hospital will not avail any duplicate assistance for tho same patienl/case lrom any other NGO or any other sourc€

2) The assistance from Koshika Foundation is ooly
patient. is based on the arrangement between the

financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospitalon the

patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill

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

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundalion and it's Trust€€s to

ls of the "purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating inlormation about it s

made bt Koshika Foundation before or after my treatment or fulfilment ofthe'purpose'
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