
APPLICATION FORM FOR ASSISTANCE
T16r<tr +q. qr+€ yrsq

(Healthcare)
(srprq teqml KSlhih,

foundation
Building block of life.

AGE.YEARS

I)9
SEX

e
FATHER'S/SPOUSE'S NAME

Tfi'T IFI

APPLICATION DATE :

3{r+fi frqi
APPLICATION No.
oTr+fi rr€qr :

NAI,E ofAPPLICANT
e[r+(*- m iTc

t, P RES ENr Resroen cEEoness

PERMANENT RESIDENCE AODRESS cflr

PaS't oropYe Df
33

OCCUPATION

IEgIEP-ttu"k) / uNI{ARRTED (qfrq'k)
(Attach Proof of lncome)
(enq w {rH v6rr)

qrff*' 3nc
ANNUAL INCOME

qrdl gwrPAN No.

FAMILY DETAILS
Sr. No.

mq wqt
Name
cR'dR

of Famlly ilembert v<sf *r an
Age (Yearg)

sc (s{)
Gender

fmrl
Relatlon
qr+ro

wlth Appllcant
6 wq gqtl

Z

ftrA
EASIS for ASSISTANCE (Tick whichever is applicable)

wrqdr * furfr orw

EWS Certificate
(Attach Certlflcate Copy)

er6l otFI eri cqtq r{
(vcu c{ +1 erq yfo vaq qtr

(Attach Copy)

tmq T{ kierfti-d.c'r c,rr

Ration Card an1OW(/
.- erdflproof

Em qlt sns

t tE+g qrr rrtr{rfl ffi em d( i tficr rrqt d?
ASSISTANCE BEING AVAILED for SAME from OTHER

{s

Sr. No.

mq vqt
Medical Reports/Prescriptions Attached

oTsfld/Gf€{ t srft st rri lfr+ql {* Tril'i

Sr. No.

*c €@r
NAI{E ofOTHER SOURCE

qqdtqtnq AVAILED
d rri wrrdr rtyt

AMOUNT ofASSISTANCE

I
-n rlF t

YOU AN INCOME whlchever is
qt slrq snq EE{ qrdl crqd Ys c{ vd 6r

Yes / No
arrd

BPL Card
(Attach Card Copy)

,rt-fr tor *
(vqq rd sl 6rql f,*t< qtr

"PURPOSE" for REQUESTIi{G ASSTSTANCE:
gtr+or tg H rA ffi tn v(trq:

nlot>B/==nu }.



1 ) I hereby confim that all delails in this Fom are Trug b lhe besl ot my knovl€dg€. Any fal6s statemenl wlll render my Application & ongoing assistance. if any.
liable for rejectiodcancsllation.

2) I solemnly confim lhat assislance, if received frcm KGhlka Foundation, will be us6d only for ttle 'purposg', as stated in this Form, br whk* sudt asslstance

was requested by me.

3) I her;by confirn lhat I have not & will not in future, availof reimbursement, in part or in full, from any olher sourc€/employer/insurance company, ofhe amount

for which lhis assistance s reQuested.
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t )By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorisa Koshika Foundation and lt's Trustoes to

uselpuUlisntput-up/ieproduce my name, address, photo & details of the 'purpose', for which such assistance is rsquosted/grantsd, through 8ny

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Fouldation before or after my treatment or fulfilment of th€ -purpos€"

for which assistance is being r€quested.

2) | (Applicant) further agreJ that any such use of my name, address, photo & details of the "purpose', for which such assistanca is r€questedlgranted,

witt noi automatica y enii(e me for receiving or continuing the said assistance. Th€ decision for granling and/or continuing the assistan6 will rest solely

with the Trustees of Koshjka Foundation, and th€ir dscision is this regard will b€ fin8l and acceptable to me.
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By affixing hereu nder, signalure of our Authorised Signatory for recommending lhis case/patient for financial assistance lrom Koshika Foundation, we

(Hospital)hereby afilrm & accept follo',ving
1) that we neither are presenuy nor will in luture avail of financial assistance from another NGO or any other sourcs, for the same patianucaso, as we are

requesting to get lrom Koshika Foundation, to the extent that such assistanc! is Oranted by Koshika Foundation. lf the requested assistance is not granted

Koshik; Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall lrom anothgr NGO or aoy other source. This
by
conf irmation essentiallY states that the Hospitalwill not avail any duplicaie assistance for the same patignucase from any other NGO or any gthsr sgurcg

2)The assistance from Koshika Foundation is only Rnancial in nalure The choice of thg treatment/procedure advised/cond ucled by the Hospital on the

patient, is based on the arrangE ment between ths patient & th€ Hospital, and is in no way influenced by Koshika Foundation Hence. the Hospital will

assume sole & complete rosPon sibility of th9 keatment & it's outcome & safety of thg patie nt, and Koshika Foundation will hav€ no role or responsibility

in the mattet
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