
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(ererq toq€)Tr6r{Tin A-q err+qq lrrss foundation

Building block of lile.

fiL<a

APPLICATION No.
qr+fi qEqr : I 02

APPLICATION DATE
sn+Er fd?ft 5 Ls

AGE.YEARS sEx frtl
e[r+(*, ql rrq f-t 75

-9
aFATHER'S/SPOUSE'S NAME

E6.I ;ltq

RESIDENCE ADDRESS

PERMANENT RESIDENCE ADDRESS cil P"s+ 0?

na4ttupp*
Pra os
3+ 6b

OCCUPATION
qdgrq / UNUARRTED (qffi)

5o afii-o ora
lncome)
qdq)

TOTALANNUAL INCOME ofProof
4I3{rq( qRc

PAN No. urdl

FAMILY OETAILS

RelatlonSr. No.

sc {@r cRsR d'
Name of llember

'6,1 i[q
Age
gq

BASIS for (Tick whichever is applicable)ESTING

EWS Gertificate
(Attach Certlflcate Copy)

srFI srFI qrl cqtq vr
(yrtu rlz cl Erqr yfr {o'r ctr

Ration Card
(Attach CopIL-

_ scffi
((xry#Er-uqr ym ger.r mr

&u4{hst-s4isis/Proof
om dt srcc

Sr. No.

oq vqr
Medlcal Reports/Prescriptions Attached

erwtrardet t qrt sfr d vfr+fi qfi sflr1

t t

'rr9,/^r f "

t I

'LL')l _ t-\f.t Al\?\ (r I rO-r0r ,.7 Ar r -L ( ]:U ()v

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

E€ y{t{c * tEq+{ wrl stFlilr ffi srq di t frFn rr<t d?
AMOUNT ofASSISTANCE BEING AVAILEO

I tfi, qi qurm rnfi'
Sr. No.

fic {i@r
NAiIE ofOTHER SOURCE

erq +d ql rc

) F)IL)?) I

ARE YOU AN INCOME whichever is
3ilq 3lrq 6'-{ qrdl crqd 3q c{ vfr 6.l frfli

Yes /
rtl

No
Tfr

BPL Card
(AttachCard Copyl --

,rft-fr tcr * *i-mrftzv*
(vrrm q:r .r1trAlln ve,q str

"PURPOSE" for REQUESTING ASSISTANCE:

Tfilrdr tg H rr{ ffi 61s$q;

M

(Jr rrnl t /rtrlru t fr. *Qlr1)A/Vvr .v V ft)l t. I I

\J t-I - -t\.)v'

tr

U ^*

Lnl 9*nnlm ( t? -e ,

I

Fr{OI

Gender
fr4 sn+ffi t EM gtrItI

-l'|1Il)\tth n tU-/i l r



DECLARATION by APPLICAI{T: 3I+t5 lt( dson !-{:

1) I hereby confirm that all delails in this Fom a.e True to the best of my knowledge. Any false statement will rendor my Applicalion & ongoing assEtanco, if any,
liable for rejeclion/cancellation.

2) I solemnly confinn that assistance, it received ltom Koshika Foundation, will b€ us8d only for the "purpose', as stated ln this Form, for whict such assistancs
was requestd by me
3) I hereby confirm that I have not & will not in future, availof reambuGement, in part or in full, from any other source/employer/insurance company, of the amount
for which this assislance is requesled.
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,,GREEiTENT by APPLICANT ( 3m i6'tr{)

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalion and it's Trusiees to
use/publish/put-up/reproduce my name, address, photo & datails otthe'purpose", for which such assistance is requssted/granted, through any
medium, including but not limited to verbal. print, electronic, tor soliciting donations for Koshika Foundalion and/or disseminating information about it's
activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation belore or atler my treatment or fulfilment of the 'pu.pose'
for which assistance is being requestgd.
2) I (Applicant) fu.ther ag.ee thal any such use of my name, address, photo & details of the 'purpose", for which such assistanc€ is requested/granlgd,
will not automalically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or cutinuing the assistanc€ will rest solely
with the Trustees of Koshika Foundation. and their decision is this rggard will b€ llnal and acc€ptablg to me.
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By atlixing hereunder, srgnature of our Authorised Signalory for recommending lhis case/patient lor financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presenlly nor will in future avail of tinancial assistance from another NGO or any other source, for the same pationucaso, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistancr is not granted
by Koshika Foundation. in part or in lull, then the Hospital reserves it's right to makg up the shortfall from anolho. NGO or any other source. Thls
confirmation essentially slates that the Hospital will not avail any duplicate asslstance for the sam€ patieirtcase lrom any other NGO or any othsr sou.ce.
2) The assistance Irorn Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement botwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complote responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundalion will havo no rolg or responsibility
in the matter.
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