
APPLICATION FORM FOR ASSISTANCE
{r6rrrar iq. "il*<{ 

yrsq
(Healthcare)

(Enrrq tqqq)

$
APPLICATION No.
or+<r scqr : vDs IE t >q APPLICATION DATET I

q'+nfddt tq I fr> lzn>S'
sex frtrNAME ofAPPLICANT

en+(*, q.r rc N 4hv'
FATHER'S/SPOUSE'S NAIIE ;

frermgrq mr qrq t\r^ 4hr< r,a.tl la< -

PRESENT

cdlPERIIANENT RESIDENCE ADDRESS

foundation
6uilding blck of lifc.

71up
(ffi) / UNMARRTED (qffi)

OCCUPATION

(Attach Proof of lncome)
(s[]q 6,r srF Fd'r)Oov o

INCOMETOTAL
qIFl+, enrq

Yes / No
arrfr

tswhlchever
crq d q{Y{I H'IFd3ilq qR t[''{ <rdl

YOU AN INCOME

FAMILY OETAILS frdtq
Sr. No.

xq q@r
ilember
i5I

Age
3C

Gender Relatlon Appllcant

for tsASSISTANCE

ftr{ fq1fr

EWS Certificate
(Attach Certlflcate Copy)

016r otFI erf Irrq vr
(ycrq Yr q1 crqr yfd qd,r 6tr

L*Sdon Card
(Attach Copy)

aq+fir 6rd
(FrM rr? c1 Ercr yfr rt.fi 6tr

4*n",
Basis/Proof

errc 6ii Hrcc

"PURPOSE" for REQUESTING ASSISTAI{CE:

s6r{dr tg fd rn frfl qr s(trq:
Sr. No.

s''q v@l ersrdrd/sfdr{ t qrt ft1rr$ yfd*fl
Medlcal Reports/Prescriptions Attached

IS vfl1

BEINGASSISTANCE SAilElor
+Ys ETTIEif INFTdIt(

Sr. No.

Hq gql
NAITE ofOTHER SOURCE

erq r*r fl qrc
of AVAILEDBEING

(fr IIFTdI,ri T{fr

PAN No. ETdI g@I

Card
(Attach Card Copy)

,rfrfr tqr d *i yepr y,
(vcpr rr +1 erqr yfr qgr 6tr

AGE.YEARs imq-s{

0+ f

ftT

t( /

foq qqr

-A flfi |-



DECLAnAT|Oi{ by APPL|CAI{T: qi(6 A0 dcqr qrr

1) I hereby conlirm thal all details in this Fom are True to the best of my knowledge. Any talse slatement will ronder my Applicaticn & ongoing as8lslan6, i, any.

liable f or rejectjon/canc€llation.
2) I solemnly ;nfrm that assistanc€, if receiv€d trom Koshika Foundation, will b€ used only for the 'purpos€', as stated in this Fofm, br which such assistance

was requested by me.
iiir,",iOi"onn;. ff,"t I have not & wi[ not in future. avail of reimbursement, in part or in tull, ftom any other source/employer/insurance company, of the amout
for whici ihis assistance ts requesled.
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,,GREEiTENT by APPLICANT ( qrt(6 a{ 6m)

1) By afflxihg my signalure or thumb impression on this Form' I

use/publish/pulup/reproduce my name, address. photo & detail

medium, including but not limiled to verbal, print, electronic, for

activities,lachievements. Such use of my photo & details can be

for which assislance is b€ing requosted.

2J I (Applicant) further agree-thaiany such use of my name, address, photo & details of the'purpose", lor which such assistance is requ€sted/grantqd.

witt noi automaticatty enii e me for receiving or continuing the said assistance- The decision for granting and/or continuing the assistanc€ will rest solely

with the Trustees ol Koshika Foundation, and thgir decision is this regard will be linaland accaptable to me.
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By aflixing hereunder, signature of oLlr Authorised signatory for recommending lhis case/palienl for financial assistance from Koshika Foundation, we

(Hosprlalthereby atfrm & accepl following.
atwe netlhel are presenlly nor will in fu ture avail of llnancial assislance kom another NGO or any other source, for the same pali€ntlcase, as we are

1) rh
requesting to Iet from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assislance is not granted

by Koshika Foundation, in part or in full, then the Hosp ital reserves it's right to make up the shortfall from another NGO or any other sourc€. This

confirmation essentiallY states that the Hospital will not avail any dupl icaa€ assistsnce for the same patienucase from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducled by lhe Hospilal on the

patient, is based on the anang ement between the patient & the Hosp ital, and is in no way influen@d by Kosh ika Foundation. Hence, lhe Hospitalwill

assume sole & comPlete responsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or r€sponsibility

rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

s of lhe 'purpose'. for which such assistance is requested/granted' th.ough any

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

made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

in the matter.
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AGREEMENT by HOSPITAL (E$fffl !I{I 61R)

RECOMMENDED FOR ACCEPTENCE

ff + fdq ri<fd Manager Outraadl

(A unit ol Shraddha Elt Cafo Ttua.)
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