
APPLICATION FORM FOR ASSISTANCE
Trar{rfir *q en-+<-t yrsq

(Healthcare)
(sr€rq toqd) htkta

foundation
Euilding block of life.o L<

APPLICATION No.
qr+fi rf€qr :

jrlo APPLICATION
oTr+{r fdQfi

DATE: I ,
t,s-l t ))-o)5:

AGE.YEARS sEx

LI v M

Gs+jsfP
a

L

PERMANENT RES]DEilCE ADDRESS

(frilefl / UNUARRIED (ffinfril)

PRESENT RESIDENCE ADDRESS

Afcrrl-e.-,.t^

TOTAL ANNUAL INCOME

erfif+ qH 0o

FATHER,S/SPOUSE's NA'UI E
fromgq 61 1q

NAME ofAPPLICANT
er+q6 6r ilc

(Attach Proof of lncome)
(enq 6,I grqq F6Ir)

=7Ln^.n

OGCUPATION :

*ftnq o L4^

PAN No. urfl swr

FAMtLy oETAtLs cftsn
Sr. No.

*q vqr
Name of Famlly
qftqR * v{d

tember
'6I irg

Age (Yea1s)

vlq (sq)
Gender

fdrl
Relatlon

sn+qq,
w.lth Appllcant
6,IIIq TT Tq

- v̂ r- -e

ts
ffi

EWS Certificate
(Attach Certlllcate Copy)

orer qrg srf yqIUI Ti
(cqrq vr +1 srq yfr e?'{ Etr

LKc*a
(Attach Copy)

Bq+fir 6rC
(yqtq Y, ql sm yfr q€q 6tr

\ffi",
Basls/Proof

rq qli srs

"PURPOSE" for REQUESTING ASSTSTAilCE:

ntrfir tg H ri ffi ar s{tvq:

AVAILED

srFrdrd/EF€( t Errfr qi rri yfr*fi gilr

from"PURPOSE" OTHER SOURCES
SrrIffi tdil IFIIfucr dz

Medical Reporls/Prescripuons Attached

d rri surm nvfr

AMOUNT ofASSISTANCE

Sr. No.

3[.'c {@r

Sr. No.

*q vqt
NAME of OTHER SOURCE

erq r+d ql rrq

.IE 
YOU AN INCOME whlchever applica.ble):

EIIq 3IRI 61 <KII qlqd Tq cr vfr 6r fq{rn m'rd;

Card
Card Copy)

,nrsr {qt q. fr yqm q{
(rcm v, si Ercr yfr ierr otr

Yes / No

arrfi

( r.-

{s tt{BEING

srdT v6Frdl
for

rN



OECLARATIOI{ byAPPLIcA T: qI+(6 Em *c!lr 1rl:
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1) By aflixing my signature or thumb impression on this Form' I
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medium, including but not limited lo verbal. print, electronic, for

activilies/achievements such use of my photo & details can be

(Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to

" 
oi tt 

" 
"prrpo"";, t *hich such assistance is requested/granted' through any

Lri"ii"gi;"rti-t lot roshika Foundation and/or disseminating information about it's

."0" o"v iotnir." rorndation beto.e or after my treatment or fumlmenl of the 'purpose'

lor which assistance is being requested'

2)l(Applica6t)'Urthelagreethatanysuchuseofmyname,address,photo&detailsolthe,.purpose,.'lorwhichsuchassistanceisrequ$ted/granted'
wilt not automatically entitle me for receiving or continurng the said asststance' The decision ior granting and/or continuing the assistance will rest solely

with the TrustEes of Koshika Foundation. a;d their decision is this regard will be final and acceplable to me'
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By affixing hereunder, signature of our Authorised Signatory for recomm;nding lhis case/patient lor flnancial assistance from Koshika Foundation we

(Hospital) herebY affirm & accept lollowing

1)that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, Ior the same patienucase as we are

requesling to get from Koshika Foundation, to the exten t that such assistance is gra nted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in lull.lhen the Hospitat reserves it's right to make up the shortfall from another NGO or any other source This

confi rmation essentially states that ths Hospitalwill not avaii any duplicate assistanco for the same Patienucass from anY other NGO or any other sourc€

2) The assistance from Koshika Foundation is onlY financial in nalure The choice of the treatmenuproced ure advised/conducted bY the Hospital on the

patient, is based on the arrangement between the Patient & the Hospital, and is in no way influonced by Koshi ka Foundation. Hence . the Hospital will

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