
APPLICATION FORM FOR ASSISTANCE
*r6r{nrr +q 

"{r+qn ersv
(Healthcare)

(ererq tsqml
APPLICATTON No.
qraqr dbl . >Ls

2-
APPLICATION DATE
qrArc frdi

AGE.YEARS sEx FiI
NAME ofAPPLICANT
qri<+ +r qrc

F
o

FATHER'S/SPOUSE'S NAME
$I TtI

liil

C)

ADDRESS

.--nr:_,Lt- I JtL

hrk<a

I

f oundation

P/-
318tOCCUPATION

(ffi) / uNrrtARRrED (.rn<6qy

PAN No.

(Attach Proof of
(snq w sw

lncome)
Edr{)

qfif-o snq
A1{NUAL ttrlcotrtE

uro gqr

Yes /
al rfr

ts
qrq(d d c(YTI ifiIF0BII oIN qrq trt <rdl

YOU AN

FAMILY DETAILS fdrdprSr. No.
mq *iqr

Name of
d

Member
ifiI Gender wlth Appllcant

whicheverH

rrt.+ tql g fQ yqp1ql
(ycrur ri ql srcr cfr sqr str

Card Copy)
EWS Certificate

(Attach Cerilflcate Copy)
EreI stFI stl yclut ri

(rFrM Er sfr Brcr yFd soq 6tr

eatrdd-ara
((ttach Copy)

sc+ftr ild
(rrtm q:r ql uq yfr d.c'{ 6tr

enyoad-
Basis/Proof

sm qii wq

tor"PURPOSE" REQUESTIT{G ASSISTAI{CE:
v6r{rdl ,raH ifiIffits qtw:

Sr. No.

ffiq H@I
Medical Attached

3rstild/df-€( t inft s1 Ti yiddq qEr{

ASSISTANCE BEING lorAVAILED SATIIE "PURPOSE" from OTHER SOURCES{q + gIeI TIFTdIEi$ fr,fr SrrI rdd f6qrt IFJI drSr. No.

FC ITCqI
NAiIE of OTHER SOURCE

qq r#c T,I rrq d
of

rErrdr rr{fr
BEINGAVflLEE

litl
L-rI

L

t'
"{

'( - r*rfl



DECLARATIOI{ byAPPLICANT: qri(s, Em dqqr !',

1) I hereby confrm that all details in fris Form are Tru6 to ths best o, my knowledge. Any false statemenl will render my Applkation & onqolng assistance' if any'

2) I solemnty confirm that assistance,
liable lor relecUon/cancellation

if rec€ived from Koshika Foundation will be used only for the "purpose' as stated in this Form' for which such assistance

was requested bY me

3) I hereby confirm that I have nol E wi not in future, availof reimbuEement, in pai or in full, from any other source/employer/insurance company' of the amou
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with the Trustees of Koshika Foundation' a;d therr decisi;n is this regard wll be final and acceptablo to me
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1) Bv afllxing my signature or thumb improssion on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for wh ich such assistance is requested/granted. through any

medium, includinq but not limited to vetbal, Print, electronic. for soliciting donations for Koshika Founda tion and/or disseminaling information abou tits

activities/achievem ents. Such use of my photo & delails can be made bt Koshika Foundation before or afte. my treatment or fulfilment of the'purpose"
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2) The assistance from Koshika Foundation is only financial in nature The choic€ of the treatment/Procedure adv ised/conducted bY the Hospital on the

Patient, is based on the arangem ent between the Patient & the HosPital, and is in no way influenced bY Koshika Foundation. Henc€ the Hospital will

assume sole & comPlete responsibi lity of the treatm€nt & it's outcome & safety of the Patienl, and Koshika Found ation will have no rcle or responsibility
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