
PAN No.

(Attach Card Copy)

'ri=fr tqr $ fr| yryp1v*
(yrrm sr +1 erq ffi vtr'+ dr

f o u n d a t io n

Building block of liIe.

PERMANENT RESIDENCE ADDRESS

Ltha

3
AGE-YEARS

e
RESIDENCE gdl

L

Ftt- "tr - roqT 
rP

3
sex frtl
n\

)1o6* ' kr?q
(fr{Rd / uNrrtARRtED (qmil)

0b
APPLICATION DATE
ur*fi fd{t

OCCUPATION:
q{gH

APPLICATION FORM FOR ASSISTANCE
Trar.ril t( um+<t yrsq

(Healthcare)
(ererq fuqq)

APPLICATION No.
oTr+fi €Eqr :

NAME ofAPPLICANT
sn+(*'El rrc

FATHER'S/SPOUSE'S NAME
Fillo-grq m rc

INCOME
!ncome)
RTEI)

Appllcant

L(W
3ilq slrq 6,{ qftil (d qq

cfisn +
Name of

TOTAL
qtffi+ B{rc

urdt vgtT
YOU AN INCOME

FAMILY DETAILS qfrfi

(Attach Proof of
(erc 6,r srH

Sr. No.

rq s@r

Yes /
al

Age
3S

1> d lnwt a Lrr...ln-€-. I;i_ l-'):
I

oA rn

is applicable)

sm qlt sns

lor

^effi-Basis/Proof

Hffid
EWS Certificate

(Attach Certlficate Copy)
srel gIFI srt yqtq rr,

(ysrm Er sfi Brcr yfd eer str
sc+fir q,d

(IqM v, +1 cm yfr ri,.c-r E6tr

Card
copv)

v6r+m tg H rn ffi ur u{tw:
"PURPOSE" for REQUESTTNG ASSISTANCE:

Sr. No.

fr,q ri@r
Medical Reports/Prescriptions Aft ached

srsramrtryi t qfi d Ti rft+fi q* vfli

fht

AL

BEINGASSISTANCE SAMElor from
+w 3FI6t{ T6FTdI Errrffi dit( t TFIIfdcr

Sr. No.

EC T@I
NAIIIE of OTHER SOURCE

sm dr a arq d
AMOUNTof

vtrcdr rt{fr
BEIilG AVAILED

)hff\7

I

.J

Yq c{ vfr fr,I

Gender
frrr

,^

1 -/+

_f(

t ia_(.- ll 1L(A r



oECtARATlOil byAPPLtC ilT q1lk6 Em dqqr !-d:

1 ) I hereby confrm hat all dotails in this Form are True to lhe best of my knowhdge. Any lalse stratement will render my Applicat on & ongoing asslstancs, if any,

liable for rejectiodcancellation.
2) I solemnly cgnfirm that assistance, if received lrom Koshika Foundation, will be us6d only for the 'purpose'. as gtated in this Form, for whici sudl assbtanc€

was requestd bY me.
3) I hereby conijrm that I have not & will not in future, avail of reimbursement, in pad or in full, from any olher source/employer/insurance company, ol the amount

for which lhrs assistance rs requesled
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,.GREEiTENT by APPLICANT ( lru 6m)

1) By atrixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

uie/publistr/put-uplieproduce my name, address, photo & details of the 'purpose', for which such assistance is requestedigrantqd, through any

medium, including bul not timited lo verbal. print, electronic, for soljciting donations fo. Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfitment of the'purposE'

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address. photo & details of the 'purpose', for which such assistance is requestsd/granlgd.

witt noi automatica[y entile me for receiving or continuing the said assistance. The decision for g.anting and/or continuing the assistiancl will rest solely

with the Trustees of Koshika Foundation, and lheir decision is this regard will b€ final and accaptabl€ to mo.
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By affixing hereunder. signature ol our Althorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby aftirm & accept following:
i) if,It ,6 n.ittjr 

"r" 
presen[y nor wrll in-tutrrre avail of financial assistance from another NGO or any other source, for ths same patlenucase, as we are

;qu;stng to get frotn Koshiki Foundation, to the extent thal such assistance is granted by Koshika Foundation. lflhe .equested assistance is not granted
'u}/'ioitrif,l 

iot"A"iion, in part or in futt, then the Hospital reserves it's right to m;ke up the shortfall from anothor NGo or any other source. This

c6ntrrmation essentiaffy st;tes that the Hospital wi not avail any duplicaie assistance for the sams patieiucase from any other NGO or any othor source
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fr-i ioitrita rounOation ts only financial in ;alure. The choice ol the treatmenUprocedure advised/conduct€d by the Hospital on lhe

oalient. is based on the arranqernent between thdpatient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospitalwill

;;;;;; ;ji &;;;i"i" ,"ipi,"iiuiiiiv 
"itr'" 

treatment 6. it's outcome & safety of the patient, and Koshika Foundaiion will have no role or responsibility

in the matter.
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