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NAME of APPLICANT :
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(Attach Proof of lncome)
( enq ql qlqq rrmrr)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
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FAMTLY DETATLS qR'qn

I.lame of Familv Member Age (YcaI:)
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Relation with Applicant
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
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EWS Certificate
(Attach Certificate Copy)
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"pURPOSE" for REQUESTING ASSISTANCE:

v6r{ril ig ffi nq ffi 6l vdrq:

Medica I Reports/Prescriptions Attached
srskTrf,reiur t q'ft qfi Ti sfdifi {S swr

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

Ts sqi{q d t( *ti ere vor{rdt ffi srq dn t loqrrq du
AMOUNT of ASSISTANCE BEING AVAILED
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3i=q T+d q-t TEI

APPLICATION No. :
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DECLARATOil by APPLICANT: qra<T E{ clcln cr:
'l) I hereby confrm that all details in this Form are True to lhe best of my knowledge, Any false slatement will render my Application & ongoing assislance, if any,

liable for rejection/cancellaton.
2) I solemnly confirm fiat assistrance, if received from Koshika Foundation, will be used only for the "pu]poae', as stated in this Fotrn, ,or whicfi sucfi assidance
was requesled by me.
3) I hereby confim that I have not & will not in future, avail of reimbursement, in part or in full, from any oher source/employer/insurance company, or lhe amounl
for which this sssistance is requested.

l) ddlw 6Gr tfr $ $Fc i frA d {S id4{!l tt w-+rt * a-gvn ra ss rfr ir cfr sii i{dor qi cw are rro vra i d tt sEEdI f{R +1qr srff tt
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3) { gts 6cr tfd fds mrr* fu w m*n ol ,ri t, ss qRr Er infrl+ qr r+a Bet ffi !r< stdmrdT{r$rl +rq-{ * a ii fsql t qk I d qfre ii ttt
AGREEIUENT by APPLICANT (sn+ffi Eru 6tn)

1)By affxing my signature or thumb impression on lhis Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details ofthe'purpose", ror which such assistance is requested/granted, through any

medium, including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about itl
activities/achievements. Such use of my photo & details can be made by Koshika Foundation befo.e or aftet my treatment or fulfrlment ofthe "purpose'

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

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

with the Trustees of Koshika Foundation, and their decision is this regard will be flnal and acceptable to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

$n+q-qi d Arrm qr sTr[e 6.r F{{rH

AGREEMENT .H-ffi (rwam qry@
By afixing hereunder, signature ot ourautnorised Signatory for recommenOind,ffi*ient for financial €ssistance ftom Koshika Foundalion, ws
(Hospital) hereby affi.m & accept following: '.":.:i\i\"'
i; ttrit w6 neindr are presently nor will in-future avail of financial assistance troin anoitr'di HGO or any other source. fo. the ssme patienucase, as w€ ar€

r;questing to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

by koshik; Foundation, in part or in full, then the Hospital resorves it's right to make up the shortfall from another NGO or any olher source This

c;nfirmation essentially st;tes that the Hospitalwill not avail any duplicate assistance for the same patient/case from any other NGO orany other source.

2) Ths assistance from Koshika Foundation is only Iinancial in nature. The choice of the treatment/procedlre advised/conducled by the Hospitalon the
p;U6nt, is based on the anangemont between the-patient & the Hospital. and is in no way influenced by Koshika foundation. H€nce, the Hqspitalwill

assume sole & complete resp;nsibility of the treatment & it's outcome & safety ollhe patient, 8nd Koshika Foundation will have no role or responsibility

in lhe matter,
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