
APPLICATION FORM FOR ASSISTANCE
*rar€nn B-q e{re(c grsq

(Healthcare)
(Er€m tqqml htkta

Euildins block of life.

f oundation

4vi

APPLICATION DATE
qr+fi fr{}

sex fttr
2a

NAME ofAPPLTCANT
qr+{*. ql rc
FATHER'S/SPOUSE'S NAME

iEI;IFI

PRESENT RESIDENCE

RESIDENCE ADDRESS qdl

3 rsu

\

da&t

C-bo fdi- (ffi$ / uItMARRtED (irffifue)
(AtGch Proof of
(enq il glsq

Income)
verq)Ea atfr* onq

ANNUAL

PAN No. ulitl

FAMILY DETAILS cfrfi
Sr, No.

mq tgt
Name Member

i[I ?FI
A9e
B9

Appllcant

for tsffi
EWS Certificate

(Attach Certlflcate Copy)
or(rl stFI +i gqm w

(rcrq q? 11 orq yfr se'r 6tr

tneffiro
(Attach Copy)

sc+fir ild
(cqtq cir rr1 Erqr yfr d.c-{ q.tr

4vou",
Basis/Proof

srq +t{ srs

.PURPOSE" for REQUESTING ASSTSTANCE:

vtrfrr tg H ri ffi or v(tw:
Sr. No.

mq vqr oTffird/d€( t qrfr 61T{ cfn*<c

Medlcal Reports/Prescriptions Attached
qd sfr,l

BEINGASSISTANCE lorAVAILED SAME "PURPOSE" from OTHER SOURCES
{s + SrdI6i{ ffiTtETfl3(fw i( r*ilorel t6qri diTqI

Sr. No.

sc {@r
NAIIE ofoTHER SOURCE

qq t*c fl qrq
of BEING AVAILED

Ifr glFrdrq{ TYfr

RE YOU AN whlchever is
fic aliq ifi-{ <rdl cFq d vs c{ vfr 6l

L Card
(Attach Card Copy)

,rft-m tqr * *i yctor ca
(yrrm yi efi Ercr rFd rroq utr

Yes / No
arrs

AGE.YEARS

APPLICATION No. :

on+qr {wt .

OCCUPATION :



DECIARATIOi byAPPLICAilI: qriG E{r s}rqr Tr:
'I ) I hereby confrm that all detalls in this Form are True to the best of my knowledge. Any lalse slatement will render my Application E ongoing assisianca, if any,

liable tor rejectiorrcancellation.
zl i r"i"."rv-[nni, G"t assistanc€, if received trom Koshika Foundauon, will be used only for the "purpos€'. as stat€d in this Form. for whld! such assbtance

was requested by me
3) I hereby confirm th;l I have not & will nol in future, availof reimbursement, in part or in full, from any other source/employer/insuGnce company' ot tlte amou

for which this assistan ce is requested

r I d qic'r trrdr t fu vs trsc t Rq 'ri {S EroI +t qr6rt + ir{qr re ei {A tr ?R 6ti f{s<ol qv ear vre n< vr<r I n} +t strq f{fir 6t qI {6ri tl

2) tt Er{l qi Ttr{ rfu.6tftr6l '6r{Cfi", d d qI d l,3a-rr sqci'I TS skq 61 $ + H f{ql qr}'n, $ $ lrsc { c{ Tqr

3) l gfu s'Gl ifs td{ varm fu w nf{ al d l, se ff{ 6r {frr6 cl ffi-€ frRI ffi lrq {l Fflt{6/*qr 6q{ t q nl f6ql t sft c ri qEq { d'rrt

,.GREEi ENT bY APPLICANT ( a{ 6tr{)

1) By affixing my signature or thumb impression on this Form, I

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

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

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

iApplicant) heroby agree & authorise Koshika Foundation and lt's Trustees to

ls oi the 'purpose;, for which such assislance is requested/granted, through any

soiiciting donations for Koshika Foundation and/or disseminating information about it's

made b-y Koshita Foundation before or after my treatment or fullilmenl of the 'purpos6'

for which assislance is being requested.

2) I (Applicant) lurther agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is rsquested/granted'

wi not automatica y entitle me tor receiving oi continuing the said assistance. The decision for granting and/or continuing the gssistrance will rest solely

with the Trustees of Koshika Foundation. 8nd their decision is this regard will be linal and acceptable to mo'

11 !q rrr vr avl ranw< qr ri'r3 qi1 uq tr,r6'{, t (!cri6) q!r{ s[qfr qi1 sfr 6t|r tqd "6tfrI6l $td]ttc qt{ B{+ qtr 'tl qfu$ TGr t
rar, +H dk d fs-dflI {{ vqz I c]frn t, EC '6tfrr6l' qql?r$, {q, qq.rra {st 6${q i ES 'IfdfrFrd 

sk Bc6F{q} * ffi fFS q1 vqR rlqq

i r€Ift 6ri + t{q aFrqa tr it rvr cr a<rur lt {rc * rrd qr fi t 6d * frq "Tlfitfi vrEcm'c qrs qfrqi tr

2)i(er+q6)6antwm{f+tnTq,ydr,\6tadniss{"Iqift{rlq-drd3+iYdtllfttdt$1a?:InT{ar6rriEqfl:ldTriIl$q{sil
"+tfrm" qq s{rd <tffi +r ,crdq sfdq elR rlq6rt ri'nt

By aflixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation' we

tal) hereby affirm E accept following:
we neither are presently nor will in fulure

.#"##",,"**"qhcq*d/{trl 6i "6t'{,.,r $rrc{r" t fridc 
""*-dr 

tg ffi.'r d qrfrr,.u rq (rsirml frqmni qrq c o'6R 6{t tr

l)q[hrdq.dqnslncdcfrq{EffislTTdrffilksl6[t{mrqlffirr<datr*lr}frnrqd{{iqridl,t{firrtTi'ffit6rsl.-*{tr"
Q fc.nfiqvffid s-6 * sqq l "slRr6l srr*fi" !r(I c< tE f6 tl cR "6iE6I $rt*m" ( slrr frfr ffim/1{;u tE rq{ il]ftqr s t i qglfi€

ffi lrq rn sr*rt {rqr q, e'o ** r**o i .t." ai ar qfifiR $fd rsdl w 1& i ee cu wcr I fr qs<re B{frq rcc ETI ttrctqd *i frS

it( Tr+rt ter q ffi rrq srqr t lfi imrd'tt

2. 
.6ifrr6r $rrdyfl, i d d {[lTdr +q-a fqedq n{fr +1tr ti c{ rsdrH m d'r{ mr qr fri 'ri sqsR ffiql 161 3{s rit qi f,FTlfla

d *s 6r fqcq t 3t{ "6iRrsl trrrtm" ffi r-an or cti <<rs rfl tr s(H f,s a { t'fi d 5an {rm etr ari wt d {rt H<rn ift qd ugm

d d,t qt'6tR!fl'd ai{ 1fr-o q ftqqr{ $ qrrd { ed tifrt

ft *l rc,

(Hospi
avail of financial assistance fiom anolher NGO or any other source. for the same pationtlcase, as we are

1)that
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted

by Koshika Foundation, in Pa rt or in full, then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

confirmation essentiallY state s that ths Hospital will not avail any duplicate assistancs for tho same Patienucase from any other NGO or any othor source

2) The assistance from Koshi ka Foundation is only financial in nature 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 influencsd by Koshika Foundation. Hence. the Hospital will

assume sole & comPl€te responsibility of the treatment & it's outcome E safoty of the pati€nt, and Koshika Foundation will have no role or responsibility
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