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NAME ofAPPLICANT:
on+{fi Er rrq

FATHER'S/SPOUSE'S NAME :

fuar*Eq o.t qrq

OCCUPATION:qtrqlq _
TOTAL ANNUAL INCOME :

Ed qiffis, 3nc
(Attach Proof of lncome)
(qrq qt qlsc nar{)

MARRTED (H{Cd / UNMARRTED (qffid

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appticabte):
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FAMILY OEIAILS

Name of Family Member
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BPL Card

(Attach Card Copy)
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EWS Certificate
(Attach Certificate Copy)
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Ration Card
(Attach Copy)
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Any Other
Basis/Proof
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"PURPOSE" for REQUESTING ASSISTANCE:

Fr-6rrdr tE frd rrq ffi 61s$sq;

Medical Repo(s/Prescriptions Attached

t qrfr qi,r{ xm+q {m Fd,I

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

Es rttic + t'*+ irq rrtrrdJ ffi orq rd( t fdrn rrcr d?
NAME of OTHER SOURCE

Brq E*fr fi qrq
AMOUNT ofASSISTANCE BEING AVAILED

d 'r{ serffi wfr
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APPLICATION DATE:
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DECLARATION bY APPLICAN

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

liable for rejection/cancellation {-...-^^^, ^^ ^+,
2) I solemnly conflrm that assisGnce, if received from Koshika Foundation, wi[ be used only for the 'purpose', as stated in thie Fsm, fur u&ioh a'}gh assistafice

lii,{:Htt::1t?#if;at t nave noi & wilt not in future, avait of reimbursement, in part or in full, from anv oiher source/emplover/insurance company, of the amount

for whiqh this assistance is requested.

l) { ds'r 6Gr tf6 w rrsq i fd rr+ sm rf,{iqr tt qnmrfr + lrdqn (fl qc x-fi tr cR et{ fq-drE qq sqr qndr srql sRI t d tft (-oq-<r frtR sl qI s{-fr tr

UylerutCmr (sTr+{s ERr 6{()

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 my name, address, photo & oeiaiti oi tne "purpos";, d.l|]:l,:l.i^:.:.i::T:l:lt::,:::*f :?,lti**,llifll,ill
;TJ[T:''.|:[T#fii;i]]f i:l ffi:;r'r",,ffii',I".n"r*, ror soricitins donations ror Koshika Foundation and/or disseminating inrormation about it's

activities/achievements. such use of my photo a detairs can o" ,.a" u-v Koshika Foundation before or after my treatment or fulfilment 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 requested/granted'

will not automatically entifle me for rqceiving 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.,
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Itqffis1'r qqsf+;qffi 61 fluiq qffi stn qrur+,rfr dqrt

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

ffi+{*, S EfiIiqr qI eT$ ul ftflq

AGREEMENT bY TIOSPITAL .'*** * WOt)

ffiureofourAuthorisedSignatoryforrecommendingthiScase/patientforfinancialassistancefromKoshikaFoundation'we
tlioiplt"r)-nereuy ariim E accept follovring: .-^- ^-^+h^. f,r^^ ^. anrr nrhar cnr rrre fm rhe same oatienUcase. as we
iTffXi'f? H'''fr'J':lI';;.fi:r1#,,i'il""t *'" aval or nnanciarassistance rrom-ri1,"1y99^:1.:^J:,t*:f::rce' ror the same patienucase' as we are

requesting to get from Koshiki Foundation, to the extent that such assistance i. grrni;d oy Koshika Foundati.on. lf the requested assistance is not granted

by Koshika Foundation, in part oiin turr, then the Hoipitai'ieserves it's right to mir<e up the shortfall from another NGO or any other source' This

eonfiimation essentially states that the Hospital witt not avait anv orpriq"i,, assistance ?or the same patienucase. from any other NGo or any other source'

z) The assistance from Koshika Foundation is onty linanciii in riaiur!. The choice ot ine treatmenvorocegle advised/conducted by the Hospital on the

patient, is based on the arrangement between rtre patieni'l iii; ilsiit i,;il is in nowav intluenced by.Koshika Foundation' Hence, the Hospital will

assume sole & complete responsibility of the treatment a iru 
"urc"rfi 

a siiety of the fitient, ano Kosni*a Foundation wiil have no role or responsibility

in the matter.
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