
ok,

1E YOU AN INCOME
31Tg 3tFr 6{ <rdl

BPL Ca.d
(Attach Card Copy)

'ra-d tql + +i EI
(rqtq !:l ql rs.l q,tr

Y.! / No
6I

rEInia,
foundation

E AODRESS

PER[4ANEt{T RESIDENCE AODRESS

(ffi) r unmmnreo (vffffia)

L 2
EEX

CI

o
PRESENT

(1

APPLICATION FORM FOR ASSISTANCE
*q orr+fi qrsq

APPLICATIOI{ DATE
.{r+q.l ffi

ticl:U',i:r'tEl

tifl

NAME ofAPPLICAI{I :

s{r+(6 sr arq

(Healthcare)
( Hr€Tc toqrfi)

OCCUPATION:
qiIEI{I

APPLICATIoN No
sn+fi {@r :

FATTIER'S/SPOUSE'S iIAME i

fudr,Fgq $I nrq

TOTALANI{UAL II{COME
qa <fif+ rm (Attach Proof ot lncoln!)

( 3IIq 6l sEg Ydq)
PAN No. Fd srdr riqr

FA TLY oETA|LS qftfl{ f€{ur
Sr. No.

F'g-{itrr
Namg ot Famlly

IcR-{R + €dMember
6r lFl

Age (Yearr)
sc. (q{)

Gender
fti'r /)

Rrl.tlon wlth Appllcant
w+ffi + TM IIENr\

t

lotBASIS ASSREQUESTING ISTANCE lswhichovor(Tick applic.bl€)
+(tFrifl ffiH 3trsR

EWS Certlflc.to
(Attach Cenmcat. Copy)

ere eTq s,f rctq vl
(vcrq Yr c1 Erqr yfr tfi.r rtt (ycpr c, El Brql rfr dc'r 6tt

Ration

6rd

Ary Oth.r
BiEirl/!,,-'-

q<'6{ crqq

''PURPOSE" for REQUESTtxc ASSTSTANCE:

vrn-nfuH'r{ffiaru1tw:
--r Medlcal Reporb/Prrlcrlptloni Attachod

ASSISTAN CE BEING AVAILE lo(D "PUSAME RPOSE OTHERfrom SsouRcE
+{q 3r.rlsltYc Eii ffiITEIqdI *d3tr{*ii f{crt ii?

B?ITIqmnretgt{qrtddyfil+ql
Sr No.

6q {@r

Sr. llo.
E'c rkr

NAME of OTHER SOURCE
orq da a lq

Ai,OUNT Of ASSISTANCE BEING AVAitf D
d q{ <trq-et ncflTD_:

.,NIY'

t{tl7'rif{Eid-@il

-

-ttri-
r

-

E
-2""'IJEil'Dalr--t l-

-

II

-
-
-
-

II-

-

-y-J6il-

is
qrq d vs c{ vfr 6r

I
\

fV^()(l')nlfl 1\' n 4

IFI



DECLARAIIOil byAPPLICAilT: qI+<6 ERI qicqr cx:

1) I hereby conlim that all details in this Form are True to the best of my knowledge. Any false slatement will render my Applbation & ongolng assislanco, if any,

liable for rejection/cancelhtion.
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1) By aflixing my signature or thumb impression on this Form' I

use/publish/put-upkeproduce my name, address, photo & detai

medium, including but nol limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be
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2) l (Applicanl) furthel agree that any such use of my name, address, photo & details oI the ,purpose,. for which such assistance is requested/granted,

will not automalically entitle me for recelvinl oi continuing the said assistanc€. The decision ior granting and/or continuing the assistsnca will rest solely

with the Trustees of Koshika Foundation, a;d therr decision is this regard will b€ final and acceptable to me'
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By affixing hereunder, signature of our Authorised Signatory for ,"-,r*ending this ca"e/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm E accept lollowing
1)that we neither are presently nor will in future avail ol financial assistance from another NGO or any other source, lor the same Patient/case' as we are

requesting to get f om Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Founda tion, in part or in full, theh the Hospital reserves it's right to make up the shorfall from another NGO or any other source This

confirmation essentiallY states that the HosPital will not avail any duplical€ assistance for the samo Patien t/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice ol the treatmenUproced ure advised/conducted bY the Hospital on the

patjent, is based on the arrangement between lhe Pati ent & the Hospital and is in no way inlluencsd by Koshika Foundation. Honce the Hospital will

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