
-\-d"*

LtL<a
f oundation

Build ir_qrblocrk ouifa

ptc_-( _ ?.n+ oflD

?6

PAN No.

g

o

o

lirlPERMANENT RESIDENCE ADDRESS

NAME

0>w
AGE.YEARS sex frir

fh
iFI TC

APPLICATION DATE
en+fi ftqt

OCCUPATION
qErgrq

APPLICATION FORM FOR ASSISTANCE
TrEr{rcIT €( 3Traq" grs.q

(Healthcare)
(srerq teqml

APPLICATION No.
er+fi {@r :

NAME ofAPPLICANT:
eTr+{*, +l irc

(ffi) / uNMARRIED (,rrfunnd)

(Attach Proof of
(or-rq qt srcq

lncome)
roq)

qtftt+ 3nq

urdl

whichever is Yes

EI rr*d qrq vtTd q{ 6Ivd f{YrH wrir*[ qrq 3nq 6'{ (riil
YOU AN

FAMILY DETAILS qRqR
Sr. No.

mc R@l
Name of llember

rIFT
Age
gc Relatlon wlth Appllcant

qM

is applicable)
for (Tick

+

(Attach Card Copy)
,rfrm tqr + +i yqm yr

(ccrur rd q1 arq yfr seq Etr

Card
EWS Certificate

(Attach Certiflcate Copy)
irer qFI sri yqtq v,

(crrm Er efl ilqr yh veq qtr

Rffi
(Attach Copy)

Bc+{t 6d r
(IFIM vd sfl wry yft qqq 6tr

Basis/Proof

srq 6ti fiH

Other

"PURPOSE,'for REQUESTTNG ASSISTANCE:
strfir tg H rA ffi or vdw:

Sr. No.

Ec {@r
Medical Attached

srgmHrctm qRii 61 yfr&r F€ITq{

s

ASSISTANCE

{fl t AVAILED lor SAME "PURPOSE" from OTHER SOURCES
SrrI f*.,frv6Frdl+$ rdilgrrl f6crt dzT'II

Sr. l{o.
g@Ir

NAME of OTHER
qq dd 6r rrc AVAILED

ifr ,r{ TEFrdr rr{fr
of

'9t,,
t

ry



**--'#

"aifrmr" qql rr* arR+ni 6l fldq qfdq e|t{ alq6rt rhl

By atfixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(HosPital) hereby affirm & accept following

1) that we neither are Presently nor will in tulure avail ol rinancial assistance faom another NGO or any other source, lor the samq patienvcase , as we ale

requesting lo get from Koshika Foun.lation. to the extent that such assistance is granted bY Koshika Foundation. lf the requested assistance is nol qranted

by Koshika Foundation. in Part or in full. then the HosP ital resorves it s right to make uP th€ shortfall from another NGO or any other source. This

confirmation essen tially states that the Hospital will not avail any duplicate assistance for the same Pati eit?case from anY other NGO or any othea source

ation is only linancial in nature The choice of the lreatment/Proced ure advised/conducted bY the Hospital on the

patient, is based on the a(angement be twoen the Patient & the Hospital. and is in no way influenced bY Kosh ika Foundation Hence . the Hospital will2) The assistance from Koshika Found

assume sol; & complete resp;nsibility of the treatment & it's outcome & safety of the Patient and Kgshika Foundation will have no role or responsibility
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1 ) I hereby mnfm lhat all details in lris Form are True to tie best ot my knowledge, Any ,alse statement will render mv Applicalion & onEoins assistance, it anv,

liable for reiection/can@llation

a l1ll"".li,v"J',i,il'.injii"-.i"t n"", it ,"rcir"o ftom Koshika Foundation, will be used only for the 'purpose', as stated in this Form for whici such assistance

was requested bY me

3) I hereby confirm lhat I heve not & will not in future, avail of reimbursement, in paft or in full, from any other source/employerlinsurance company' of lhe amount

for which this assistance is requested
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1) Bv aflixing my signature or thumb impression on this Form, lrApplicant)hereby agiee & authorise Koshika Foundation and it s Trustees to

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

medi!m includinq but not limited to verbal, print etectronic, for soliciting donations for Koshika Foundation and/or disseminating information abou r it's

activities/achievements Such use of my photo & details can be made by Koshika Foundation beforo or after my lreatment or fullilment of the "purposo

iT,1[T,ffiiiiffT":"1n",'Ji,lx1'""""J"ir"n ,re or my name, address. photo & detairs of rhe'purpose', for which such assistanc€ is requestEd/srantod'

wi1 not automaticatty entitte me lor receivini-or tiiinring tt 
" "uio "siistance' 

ttre oecision ior granting and/or continuing the assistanc€ will rgst solely

with the Trustees ol Koshika Foundation, a;d thek d€cisi;n is this regard will be final and accaptablo to me'
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