
APPLICATION FORM FOR ASSISTANCE
€-6rq-dr +( srf+<i yrsq

(Healthcare)
(qmrq tecrd)

,,U, .,
fuosnlka
foundation

APPLICATION No
qr+<c {qr , LAN ('). 1J4

APPLICATIOI{ DATE i
qr+<r fdtfr t4

rce-verns urgH sEx ftirrAME of APPLICAIIT
en*<+ el qlc

/falq,r",nno-
I

?r
P ESS liflRESIDENCE AD

Aol a lo Aatd 1

^n-.1
(,

PERMANETIT RESIDENCE ADDRESS lrdr

0*o? t 7u{'P
gq.to - t**r"--^

I

OCCUPATION
q-d{rq /-0n e.rn & *a*g6 Fo'All r unrmnreo (oturfcf

(Attach Proof ot lncom.)
( ixrq 6r slH d r{)

I t

FAMILY OETAILS qfi-4R ff,d{ul
Sr. No.

6C {@l
Name ol Family Uomter
cfi-qfl*nqd+trq

Age (Yoa.!)
sq (s{)

Gendcr
fth

Rol.tlon wlth &lpllcant
!qlt(6, 6 qm q<q

) (

BASIS for REOUESTING ASSISTANCE (Tlck whlchevor is
vrq-a*frriffiqrqR 'ry

EWS Gortitic.te
(Att ch Certlicate Copy)

rra qrq s,f mq c?
(cqtq rr 61 srcr vfd (h.r 6tr

^,x{o(Athch Copy)

Bq+fir srd
(rror qr nl sqr rfd {firr 6tl

other

qq q1{ srqq

Ba6iE/Proof

qttl-dr tq H ri ft{A 6r Bdrq:
"PURPOSE" Ior REQUESTING ASSISTANCE

Sr. No.

rq qqt
Modical Roports/Proscrlptlont Attachod

rr€rdmrgt€{ t srfr E1 
'r$ 

ffi+<l qS qf,'r

//'

lro h ,-a(l

3)
t

ASSISTANCE EEING AVAILEo for SAME "PURPOSE" from OTHER SOURCES
ge riivq + t(61i oFr silTtr ffi irq r*r { fncr rrd d?

Sr No.

6c {Ecl
AME ot OTHER SOURCE

qq ela qt rrq
AMOUNT ofASSISTANCE BEING AVAILED

d 'ri qtrrdr r{t
I

.-9il
\:./

-
-

-

-
-

PAN No. {lri griil g@l
YOU At{ INCOME TAX ASSESSEE (Tick whlchever h .ppllc.blG)

3rFr 3rq 6{ <rdT t tvt qrq a sc c{ (d 6r frym ilrAl
IE

Td
Yr!
ri

I

atd
Card Copy)

.rfl-fr * *i vqtot vr
(rqlq Tr 61 crqr rfd {Hrr 6tr

B

FATHER'S/SPOUSE'S NAt{E :

Fnmgx a *r rln / frr-kl.(

f-t,Ja-; n.',l(t

---------_+-

ffi
Eo <tffi+ 3nq
TOTALANNUAL INCOME :

tt t\ t:ofl

I tl' f\ I.<. !



DECLARATION by APPLICANI: qr+<6 !m ilqr qr:

1) I hereby con,irm lhat all details in lhis Form are True to the best of my knowledge. Any llalse statement will render my Applic€tion & ohgoing assistance, if any,

liable f or rejectiorrcancellation.
Z1 t sotemnty ionnnn trat asal6t6nce, if recsived Lom Koshika Foundation, wall be used only br ttle "P{rposs'. as stat€d ln this Form. lor which sudr a$istanc€
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iiif,",tii*nn,i" ttra I have not & will not in future, avail of reimbursement, in part or in tull, ftom any other source/employer/insurance company, ol he amount

lor u/hich this assistance is requested.
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1) By aflixing my signature or thumb impression on this Form, I (Applicanl) hereby ag.ee & authorise Koshika Foundalion and il's Truste€s lo

use/publish/pufup/reproduce my name, address. photo & details of lhe 'purpose", for which such assistanct is requested/granted, throwh any

medium, including but not timited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or afrer my lreatment or fulfilment ofthe'purpose'

for which assistancr is being requested.

2) I (Applicant) further agree that any such use of my name, address, pholo & details of the 'purpose', lor whidl such assistance is requested/granted.

will noi automatica y eniite me for receiving or continuing the said assistance. The decision lor granting and/or continuing the asslstiance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and accsptable to me.
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By atf xtng hereunder srgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hospatal) hereby affilm & accepl following:
i)if,jt we n"itte|, are presenfly nor will iniuture avail of financial assistance from anolher NGO or any other source, lo. ths same patienucase, as we are

rJquestin! to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granled

Uy ioitrili fo-rnO"tion, in part or in full, then the Hospital reserves it's right to mako up the shorlfall from another NGO or ary other source. This

c6nfiimation essentiatly st;tes that the Hospital will not avail any duplicate assistanc€ for the same pati6nt/casE from any othsr NGO or any othar source

ilTtre assistance trom Koshika Founda(o; is only financial in nature. The choice of the treatmenuprocedlre advised/conducted by the Hospital on the

;;tie;t, is based on the armngement bohvosn th;patient & the Hospital, and is in no way influencod by Koshika Foundalion. Hence. th8 Hospitalwill

assume sote & complete resp;nsibility of the treatment & its outcome & salety oI the patient, 8nd Koshika Foundation ',vill hav€ no role or r€sponsibility
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