
foundation

sEx ftq

NCE

PERMATIETIT RESIDENCE

PDsl - o

arro (ffin) I uxrirannreo (qffi)

cifl

S lin

0

,.u, .,
LOSnlraa

ha

w-o?

AGE.YEARS

APPLICATION FORM FOR ASSISTANCE
serq-at *E err+<i qrsq

(Healthcare)
(Ererq fuqe)

occuPAlo :
q-d€rq

APPUCAIOIi o.:
!qrt<? dqr .

t{A E oTAPPLICANT
qr+{+ ql 

"rq
FATHER'S/SPOIJSE'S t{A"E ;-
frar*gq cr ln .Y

APPLICATIO'{ DATE :
qr*<.<ffi

TOTALAI{i{UAI.INCO E:
qa alffi'o um

(Anach P.oof or lncome)
( qrc sRq d.{r{)D

i dr qtsflPAN No.

Gender
fti'l

Relatlo rvlth lcanlApp
cr&q qErq

Sr. No.
rq ggt Name ot Faftlly

cftsn * q<d
Member
iSI ?TtI

A96 (Yeals)
Br (sq)

AASIS for REQUESTING ASSTSTANCE (Tlck whichever ls rppllcabte)* ftri ffic qFrR

(rqm rr !i Ercr !fr Ri'r 6ir

BPL Card
(Atrach

.r0-d tqt + gqTtrT SI

EWS Cortlfcrt.
(Attach Ce.tmcate Copy)
rr* qrq c{ yml yr

(rqpr Y' 61 arqr Yfr xdrc El

aa1.,ffi-
Brsls/Proot

{{ 6t flqq

Sr. No.

rc {ql {d a-d,rqqcro,etet t ilt sl qi rfrdt
MEdlcal Roports/Prescrlptlons Attached

I')

a-

ASSISTANCE BEING AVAILEo tor SAME

{s s(qrc + tq q}i e-{ varq-dr
"PURPOSE" ftom OTHER SOURCESffi erq ralr t tdqr.rcr d?

S.. }{o.

rq c@t
NAME oIOTHER SOURCE

lrq gla rq
A OUNT ol ASSISTAT{CE EEING AVATL-ED

d 'f vrm-fl mn
L\

T

lEIrllrtr IlET'IilA@

I'DT

---

acr- IEtll,rfu[ ZI-
I

14il-lII:NdIZT_ :-a

-=

MI

,fi,

ARE YOUATI I'ICO E

f,t 3iFI 3IIq 6{ qrdt
Yes / t{o
a/

FAMtLy DErAtLs cft-cR fi-{ut

"PURPOSE" for REQUESTING ASSTSTANCE

srnril ig H,Ti t{dfr 6r <{q:

e)

O v1l l^)\/tA, . \ r 1rr.a kt l,\f
I

I

.U O, ry'\t'r/\ A

^nt*ed'-(Atrach Copy)

Bc+ftr 6rd
(v{q vr d !m ,ft d rr Etl

(!i crq Tg q{ sdo



DECLARATION by APPLICAI{T: !ili(6 Em dqirl lrl:
'l) I hereby confirm that alldetails in lhis Fom are True to the besl ofmy knowledge. Any false slatoment will render myAppllc€ton & ongoing asslstance. lf any,

liablo for rojectior/cancellation.

a i"iii"i"fy-ii"i,"iG"i assiitance, it receivea hom Koshika Foundation, will bo used only for tt€ 'purpos6', as stated in this Forn. for which sudr assistanca

was roquested by me.
aiifr",iUiconnnn r,"r r have not & will not in tuture, aYail of reimbursement, in part or in tu

for which this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/purup/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, electronic, for

aclivities/achievements. Such use of my pholo & details can be

for which assistanc€ is being requested.

2) I (Applicant) tudher agreJthat any such use of my name, address, photo & details ol the 'pirrpos€', lor whlcfi such ssslstanco i3 requestad/granted,

Jitt noi automaticatty enii e me for receiving or cont;nuing the said assistance. The decision lor grantin! and/or @ntlnulng the 8ssistrance will r63t solety

with the Trustees of Koshika Foundation. and their dscision is this regard wlll be llnal and accoptable to me.
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By afiixing hereunder, signature of ourAuthorised signatory for rocommgnding this cas€/pati€nt lor linancial aEsistanca from Koshika Foundation, w€

(Hospital) hereby afilrm & accept following:
neither are Presenlly nor will in fu ture availof financial assistanco lrom another NGO or any oth€r source. for lhe same patienucase, as we are

1) that ',ve
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full, then the Hosp ital rsserves it's rjght to make up the shortfall f.om another NGO or any other 3ourc6. This

confi rmation essentlallY states that tho Hospital will not avail any duplicato a$lslanca lor the samo patlonvcaso flom 8ny other NGO or 8ny oth€r sou.ce

2) The assistance from Koshika Foundation is only financial in ;ature. The choice of the tteatmenuprocad ure advised/conducted by the Hospilal on the

patient. is basBd on th€ arrangem€nt bstwaoh the patlont & th€ Hosp ital, and is ln no way lnllusncad by Koshika Foundatlon. Hsnca. tho Ho6pltal will

assume solg & complete responsibility of the keatrnsnt & ifs outcomo & ssfoty of the patient, 8nd Koshiks Found 6tion will havs no rolo or rssponsibility

in the matter
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(Applicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

s of the 'purpose", for which such asslstance ls requested/granted' through any

soliciting donations for Koshika Foundatlon and/or dlssemlnatlng informatlon sbout lt's

made by Koshika Foundation before or aft€r my treatment or fullilment of lhe 'purpose'
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