
APPLICATION FORM FOR ASSISTANCE
sarqcr tq 

"Tr+<n 
srsq

(Healthcare)
(er*erq tqqtq) rc88r,,.r."

foundation
Euilding block of life.

APPLICATION No.
e{r+<r qbr : 15 APPLICATION DATE: t

ur*tl fdeii 31i-l DAl2p 2,r;
AGE-YEARs wg-a{ sex frtlNAME ofAPPLICANT

sn*q-6 ql rrc N c"^['a ro orFr 65
FATHER'S/SPOUSE'SNAME: / ,
tum*q Tr rrc Ulr\o v-rdefi?e_

PRESENTRESIDENCEADDRESS qi qn sTrsrtrc rff

PERMANENT RESIOENCE ADDRESS : cdl

W* tu
A/xh -

OCCUPATION
EfcifqH ffivrr h",h_^z (ffi) / UNMARRIED (qffi)
TOTALANNUAL INCOME
qa efit*, ura a- wos I

(Attach Proof of lncome)
(enq or qrH vmri)

PAN No. urfl sgr

FAMILY DETAILS CRSR fdd{q
Sr. No.

mq s@r
Name of Famlly I

cRsR + {<d
Member
i[I;IFI

Age
sc

Gender
frrr

Relatlon wlth Appllcant
srt&-t, + qM Tqq

(
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

*Hffismm
EWS Certificate

(Attach Certiflcate Copy)

srfl olrq qri ycm v,
(rttm rH +1 erq yfr ne'r +tr

tnrtii,i-coo
(Attach Copy)

sq+ffr E.rd
(yqm q +1 crcr cfr d'rr-c qtr

-*ny0ther
Basis/Proof

em qi{ srR

Sr. No.

sc {qr
Medlcal Reports/Prescriptions Attached

s[grdRr/BiE{ t qrfr sfr'r{ cfrdql qffi F{rl

t

t't
T

ASSISTANCE BEING AVAILED for SAME

{s B(t{c + tq.+ Errr {irrfl
"PURPOSE" from OTHER SOURCESffi irq rd( i fficr rrqr d?

Sr. No.

6q eqr
NAME of OTHER SOURCE

erqdrmln
AMOUNT ol ASSISTANCE BEING AVATLED

lfr qi wrrdl nvfr

,a d{) vt_

,\RE YOU AN INCOME whichever is applicable):
3ilq slrq 6{ <rfll crq d ss c( Tfr 61Pafln ffig

Yes / No

arrd

Card
(Attach Card Copy)

rnrim'tqt 6, +q yqm v{
(vctq Yr sf Brqr yfr sff{ 6tr

"PURPOSE" for REQUESTING ASSISTANCE:

wrrdr t{ H rA ffi or r(tw:

f"

!

j
l t

N

I lL

-/-
l/



DECLARAITON bY APPLICA'{I: gTKtr EM dqw Y':

1 ) I hereby confirm lhat all dotails in this Form are True to the b€st of my knowledge. Any false stalemenl will render my Apf,llcalloh & ongoing assislancs. if any,
liable for rejection/cancellation.

2) I solernniy confirm that dssistiance, if received lrom Koshika Foundation, will be ussd oflly for the 'purpose', as ststed in this Form, br lvhici such s8sistance

was requesled by me
3) I hereby confirm that I have not & willnot in future, availof reimbuFement, in part or in full, from any olher source/employer/insurance comp€ny, ot the amoun
for whicfi this assistance is request6d.
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,.cREEMENT by APPLICANT ( 31{I6,tr()

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agroe & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of tho 'purpose", for which such assistance is requestedigranted, through any

medium, including but not limited to verbal, p.int, electronic, for soliciting donations for Koshika Foundation and/or disseminating information sbout it's

activities/achievemenls. Such use of my photo & dotails can be made by Koshika Foundation bgfore or after my treatment or fulfilment ot the 'purpose"

for which assistance is being requested.
2) I (Applicant) further ag.ee that any such use of my name, address, photo & details of the 'purpose", tor which such assistance is r€quested/granted,

wi not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistsnca will rest solely

with the Trustees ol Koshika Foundation, and their dscision is this regard will be linal and acc8ptabl€ to me.
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By affixing hereunder, signature of our Authorised Signalory lor recommending this case/patient for financial assistance from Koshika Foundation we

(Hosp:lal) hereby atf,rm & accept iollowing:

iy ttat we neither are presently nor will inluture avail of financial assistance from another NGO or any other source, for the same patienucase. as we are

requesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assislanc€ is not granted

Oy-io.t'i[" fo"rnO"tion, in part or in tull, then the Hospital reserv€s it's right to make up the shortlall from anothoy'NGO or any olher source. This

c6nfirmation ossentialty sdtes thal the Hospital will not avail any duplicate assistance for the same patienvcase from any other NGO or any othsr sourc€.

2) The assistance from Koshika Foundation is only financial in nalure. Ihe choice of the treatment/procedlre advised/conducted by lhe Hospital on the

p;tient, is based on the arrangement between the patient & the Hospilal, and is in no way influenced by Koshika Foundation. Hence. the Ho3pihlwill

issume soto & complete resp;nsibility of the trBatment & it s outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility

in the matter.
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