
APPLICATION FORM FOR ASSISTANCE
q-Erq-{r t( qr+<{ nrsq

foundation
hthaS

}}(
APPLICATION DATEqr+fiffi I 2r

AGE-YEARS OlrglT.IAME of APPLICANT
:qri(q' 6r irc

L t".ne.,- r
FATHER'S/SPOOSE'S }IAiTE
f,nrmgq 61q q (l

NT

RESIDENCE AODRESSPE cifl

,&

II I

ar',.1

o'l

34"/s-

{-1?v'l -P
-M

OCCUPATION
aFrqrg 'o (ffir) I unrlaaareo (atunfr<)
TOTALANNUAL INCOME
qa afi|* om

(Attach Proo, o,
( 3lr{r qt Rrqc

lncomo)
n?rr{)

FAMTLY oETAtLs qnq( fdq{q
Sr. No.

rq rbr Ago
EII

Gonder
fdrl

Relallon wlth Appllcant
+ qrq {qq

aAsts REQUESTING SIAS STANCE ck isichaver icahl€(ri appl
(6r.ktl fqifrH 3ltttR

EWS Certificate
(Attach Certltlcato Copy)

f, !ffc sd mq !-r
(vqor s{ d BF{ yfr €i,-Yr{ 6tl

Bc+ffr 6rC
(vqM c, El Bcr ifr tEr 6ir

copy)
fitRati

rrc 6it {rsq
Basis/Proof

"PURPOSE" for REOI ESn c ASSTSTANCE

srrccr tg H,ri ffi qr e(t{q:

tledlcal Roports/Prg3criptlons Attached
3T{rdrH/3i€{ t qra ui qi rid&c q.* €-d'1

"PURPOSE" from OTHER SOURCES
t+d er< ria t Fdqrrqr d?

ASSISTANCE BEING AVAILED for SA E

w s1i{c d k +i irrt rrrrirr
Sr, l,lo.

6.C EqI
IAIIE oIOTHER SOURCE

er;q de qt rn

Glrtr
TiTEfrEfrD-

''lztyatu,

NEf,

I
EI;gIE

-
-

-

I'il

-
-
-

-
-
-

-rdrv_,

PAN NO. P'Ti @Tfl TqI
YOU AN INCOME TAX ASSESSEE (Tlck whichever ls applicable)

iafl qlq srrq q'< srdr t ($ qq d rc ct vfr 6r fryrn 6rtr41

BP
rd Copy)

Tfl-4 tqr d +i yqror vl
(vqM Yr qi uqr rfr nh'{ {tr

(I/

(Attach

\ /:t

(Healthcare)
(RRqc t€qrd)

APPLICATIO No.:
r,n*<{ {qt :

il

ame of F.mlly lrembo.
qfrqR * q(d ql nq

t l /1t- . '-(a 9aL

othet

Sr No.

mq {qr

/a) \ < u-t- 't t)( I

AHoUIT or AsstsTANce aENc rvlrIEE-
d r{ s[rrdr {yfr

I



DECLAn TIOI{ by APPLICANT: i[Ii(6 fm qsqr rn:

1) I hereby confm thal all delails in U s Form are True to the best of my knowledge. Any false statement will rsnder my APplicalirn & ongoing assisl,ence' if any,

liable f or ejectiorvcanc€llaton.
zfilllirlirv-i-""ti, Gai aiiistance, ir rEceiveo fiom Koshika Fou.dation, wlll be used only tor the'purpose', as stated in hb Fom, for whk* sud! assisbnce

was requested by me.

iiiriJ|.ll},,i-"ifi [,a f have not & wilt not in tuture. avail of rcimbursement, in part or in tull, from any other source/employer/insurance company, of lhe amount

for which lhis assistance is requested
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1) By affixing my signature or thumb impression on this Form, I

use/pLrblish/pul-up/reproduce my name, address, photo & detai

medium, including but not limited lo verbal, print, electronic for

activities/achievements. Such use of my photo & details can be

for which assistanc€ is being requestsd.

2) I (Applicant) lurther agree that any such use of my namg, address, photo & details of the 'purposs", for which such assistance is requastgd/grantgd'

witt not automaticalty eniifle me for receiving or continuing the said assistance. The decision fo. granting and/or continuing the assistanca will rest solely

with the Trustees of Koshika Foundation, and their dgcision is this regard will be tlnal and acceptabl€ to m9.
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By af{ixing hereunde r, signature of our Authorised Signatory for recommending thas case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
1) that we neither are Presently nor will in future avail ot flnancial assistance from another NGO or any other source, fcr the same patienucase, as we are

requesting to get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the HosPital reserves it's right to makE up th€ shortfall from anothot NGO or any other source. This

;onfi rmation essenliallY states that the Hospitalwill not avail any duplicat€ assistance for the same patient/case from any other NGO or any other source

2) The assislance from Koshika Foundation is only financial in nature. The choice of the troatmenuprocedlre advised/co nducled by the Hospital on the

patient, is based on the anangeme nt between the patient & the Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospital will

assume sole & complete responsibi lity of the treatmenl & it s outcome & safety of the pati€nt, and Koshika Foundation will havs no role or responsibility

in the matlet
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iApplicant) hereby agree & authorise Koshika Foundation ard it's Trustees to

ls of the'purpose", for which such assistance is requestod/granted, through any

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

rnade by Koshika Foundation before or after my treatment or tulfilment of the "purpos6"
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