
APPLICATION FORM FOR ASSISTANCE
sErdr.il +d err-+<T sr6q

(Healthcare)
(snqq tq.rrd) rcRhih"

ffiffinn"'' N\$\l lo:tt l"tqg ffiPn'o'=' :s(z[ta'
ffi"H#"*'' tsHqRRt Qut-

roe-venns erq-<{

FATHER'S/SPOUSE'S NATIE :Frnrr+{E{6rrrc l4_ Gpu Rl I'vztFfrN '?tf t(m+HEE
pRESENT RESIDENcE ADDRESS qfrqH slrqrslc cdr

PERMANENT RESIDENCE ADDRESS : Plfi ETTqTfrq WI

OCCUPATION :
q{grq PfrBTN fr_R^ MARRTED (ffii) r UNMARRTED (effi)

E FRL\') ,tffi'#"+'d'#t,
PAN No. P{d em S@l
ARE YOU AN ltlCOME TAX ASSESSEE (Tick whichever is applicabl
+il qN s{-q ol Erdr i tq qrq d w c{ qfr frl frflri ffi1

Yes / No
drrfi

FAMILY DETAILS q,RqR h.-{(6I
Relation with Applicant
sn+ffi + HIq qqq

ffircdr*ffiffisil+rp
BPL Card

(Attach Gard Copy)

'rfrd tgt * ti ycrrr ql
(yIrM rt:[ el srqr yfr rert cit

EWS Certificate
(Attach Certificate Copy)

srFI qrq e.l ycm Tr
(ycm rn *1 erqr yfc qE{ sit

Ration Card
(Attach Copy)

scqtffr qld
(yqrur rr e1 srq vfr vorl cit

Any Other
Basis/Proof

er.{ 6t{ HTha

"PURPOSE" for REQUESTING ASSISTANcE:

rrrqar tE frF4 rrd t{i-fr w rqtr<:

Medical Reports/Prescriptions Attached
srsaro,eieu( s srt ql ,r{ sft+fi q'S q-d'q

ASSISTANCE BEING AVAILEO for SAME "PURPOSE" from OTHER SOURCES
gq r1tv={ d cq.*i er*r rrfl-{f,r ffi qq *ata t teqrrcl Eiz

NAME of OTHER SOURCE

erq da qT crc
AMOUNT of ASSISTANCE BEING AVAILED

e] r'i wac.dr {IYfr

oundation



DECLAMNON byAPPLICANT: el+(fi' !m $qql qr;

1 ) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Appllcation & ongoing assistance, il any,
liable for rejection/cancellation.

2) I solemnly confirm hat assistance, if received from Koshika Foundation, will be used only for tre 'purpose', as staled in this Form, for whictr such assistanc€
was requested by me.
3) I hereby mnfirm that I have not & will not in future, avail of reimbursement, in part or ln full, from any other source/employer/insurance company;rof he amounl
for whic{r this assistance is requested.
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AGREEMENT by APPLICANT (qri{6 Ero 66r)

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

use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose', for which such assistance ls requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminating information about it's

activities/achievements, Such use of my photo & details can be made by Koshike Foundalion befort or after my treatment or fulfilment of the "purpose"

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

will not automatically entitle me for receiving or continuing the said assistance. Thb decision for granting and/or conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation; and their declsion is this regard will be final and acc€ptable to me.
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AGREEMENT by HOSPITAL (rg*rg gm qio()

By afixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) heraby aflirm & accept following:
1) that we neither are presenUy nor will in future avail of financial asslstance from anolher NGO or any othei source, for the same patienUcase, as wo are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. lfthe r€quested asslstance is not granted
by Koshika Foundation, in part or in full, lhen the Hospital resorves lt's right to make up the shortfall from another NGO or any other source. This
conflrmatlon essentlally states that the Hospltal wlll not avall any dupllcate esslslance for the same patlenUcase fiom any other NGO or any other source.
2) The assistanco from Koshika Foundation is only financial in nature, The choice of fie keatmenUprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the padent & the Hospital, and is in no way influenced by Koshlka Foundatlon. Hence, the Hospital will
assume sole & completo responsibility of the treatment & lt's outcome & safety of the patient, and Koshika Foundation will have no role or responslblllty
in the matter.
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