
APPLICATION FORM FOR ASSISTANCE
itr6r€rfiI B-( 3Tr+fi qr6r[

(Healthcare)
(ererq teqml

APPLIGATION No.:
3Tr+fi rf€qr :

Preop Postop
0119 Shri Kishan

NAME ofAPPLICANT:
er+(s +.r rrc

FATHER'S/SPOUSE'S NAME :

Itril/q-Enr 6T nrc

OCCUPATION:
aFr{Irq MARRTED (ffi) / UNMARRTED (stEsrBil)

TOTAL ANNUAL INCOME :

l-
(Atlach Proof of lncome)
(3[rq 6r srqq {dr{)

ARE YOU AN INCOME TAX ASSESSEE (Tick whidhever is applicable):
+[ 3[Iq 31rq s-{ irdr t (d qrq 613q qr vd qT furi drnql

FAMILY DETAILS

Tdrrdr*ftriffi3rnm
Ration Card

(Attach Copy)

Tc+ftr 6d
(crrm rH qi erqr yft qqq 6tr

Any Other
Basis/Proof

em qt{ srH

BPL Card
(Attach Card Copy)

q0qi tw * *i vqm q*
(crrm Tr q1 em rfi sEr Etr

EWS Certificate
(Attach Certilicate Copy)

sral errr sri ccrq w
(crrm rrd et Erqr yfr eq,r sit

"PURPOSE" for REQUESTING ASSISTANCE:

rrdrqilr iE fs..q rrq ffi ar Y{qrq:

Medical Reports/Prescriptions Attached

i srfi q1'r{ cfr+fi qts a-d,T

,f.;6',iffi
Es vEtvq + tq.qti EFr strtdr ffi qq dd i fsqt rrct d7

AMOUNT ofASSISTANCE BEING AVAILED

d rr{ rcrmr rnfr
NAME of OTHER SOURCE

qq r*r i5,I qrq

oundation
Building block of life.



DECLARATION by APPLICANT qr+{d. ErO $qun qx'

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

"riaur"i&i.i".tion/cancellation s-..-^--, ^^r,
2) I solemnly confirm that assisGnce, if received from Koshika Foundation, will be used only for the 

spurpose', as statod ir'r thio Fenn' fur u&ir$ cueh e€slstance

was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the

for whiqh this assistance is requested.

1y g tvw 6Rr tf6 Es yr6c n R{ {+ qfr ftqr'r tt qrr*rt * ergun e-d{ {e sff tr qR *ti fq-d{ur \rd iFtR sRrs \FII nffifl t d +fr sflTdl f{rR e1 qr s6-& tr

2) iiERrdser+tr11fu"qifl{rfl;rsern'r,r{dsr sc+,ITfrstvqE1 $d+ffifr.<tqr+fl,dfirr6c{ *m'rqrtr

3){stu6wtfnfqsx-6r+drigqayrdnfrl,r$t,y{rfufiqfrrcurv*aft'*flffierq*Bfuqqitqdfoqrt*rqdqf{qtd'nl
APPLICANT (qr+{d' ET(r 6'm)

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce m)/ name, address, photo & details oi the 'purpose", for which suci assistance is. requested/granted, through any

ilir*, inliroing bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. such use of my photo & details can be made b-y Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assistance is being requested.

2) I (Applicant) further agreethai any such use of my name, address, photo & details of the "purpose', for which such assistance is requested/granted,

will not automatically entiile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisi6n is this regard will be final and acceptable to me.

l) w rtrx qr qci Egrsrt lt rsrr} El Erq EFrFrr, { (€m+ffi) qr+ sfift sfr 5fu u,rdr {R''6iRr6r sdgflq ot{ EFd';q[frd x fti qfirfi uur {fu tn *r,

Tdr,stciqt{Sfu{$rwyq{dfr(t,yt"qifrrfl'w1qrfr,<FI,qFFII/.il{stsd{ctgsffifrfirdsftsrdhrdtffiffirtvsnqsqq
t Iqrftd 6d + fts qFr{il tr it crd Er f{d{ur nt {drq + y{A qr cR t Er+ + fds "frlftr{I vrr3qtn q qr* qfqqd tr

2)i(q,4ffi)Eqsrf,iT6qiltfdt{rrq,yfl,EtA*{ffi{qdfovercdr+Eti:vditnFjiltgiqc,rGFrdIsIr+(nrfrq6611Wqdq{
'qlftrfir' qslss+;qrM qn fipiq strdc irtt qlqdrft E![r

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

qraqfi + 6$Iqr( ct oiXi m fumt

AGREEMENT bY HOSPITAL (E*** * EM)

By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following: r, A ^, ^^,, ^1h^,.^,,"aa rnr tha cama natiant/nace es we
1)thatweneitherarepr"r"ffioitiiffitur"avail of financial assistancefromanotherNGooranyothersource,forthesamepatienvcase,asweare'
requesting to get from Koshikj Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part orin full, then ttre Hospitai iei"wes it'r right to mike up the shortfall from another NGo or any other source' This

confirmation essentially states that the Hospital witt not avait any duplicale assistance ior the same patient/case frorn any other NGO or any other source'

?) The assistance from Koshika Foundation ls onty nnanlili in ri"trr'ri rn" choice of the treatmenUprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & ttre Hospitat, and is in no way influence-d by.Kosnika Fotlndation. Hence, the Hospital will

assume sole & complete ,."rpinsiuiritv of the treatment a itr ori.oni" &'safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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L qq*rft qs q1 ffi orizr qrrtFr t rfr tqir+rfrt
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