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(Healthcare)
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foundation
Building block of life.APPLICATION No.:
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Preop Postop
350 Rupo

NAME of APPLICANT :

sTrati-o trr;IrrI

FATHER'S/SPOUSE'S NAME :

frotmgq ol rq

MARRTED (Hqrfaa) / uNMARRreo (uffi)
(Attach Proof of lncome)
(sirq 6I qrH Ff,r{)

ARE YOU AN INCOME T.AX ASSESSEE (Tick whichever is applicable):
iFrr srrq 3n{T fi"'( qrdr * (d rntq d sq qt Trfr ET r{wq vrn4r

Yes

ET

FAMTLY DETATLS qfign

Name of Family Member
qftq1( + Hid .FT q1sr

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

BPL Card
(Attach Card Copy)

rrirfi t{qr * ++ yirm q?

(vq'p1 q ql srq vfr vola otr

EWS Certificate
(Aftach Certifi cate Copy)

eret qrq srl ycm Td
(Trqrq qa ql srqr sFr q'f,q str

Ration Card
(Attach Copy)

Bqdffir ql-d
(yqpl q* a1 srqr vfr voq qtt

Any Other
Basis/Proof

erq qti srq

"PURPOSE" for REQI,JESTING ASSISTANCE :

Har{rfftgHrr4ffiq,,ru{tw:
Medical Reports/Prescriptions Attached

srwdrf,rei*rr t qrfr Efi T{ vfu+fi (S Fm,i

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w s(q{q * k( qti enr s6r{rdr ffi em df, t fuqr rrqr dz
AMOUNT of ASSISTANCE BEING AVAILED

fr rr{ rrdr+dt {rvfr
NAME of OTHER SOURCE

em da $T lrrr

f,nn

Relation with Applicant
sTr+ffi + qre{ qqtl

*ffiffisrqn



DECLARAflO by aPPLIGANT: qri(d u{I Elcql crl
1) I hereby conlirn that all details in this Form are True to the best ot my knowledge, Any false stalement will render my Application & ongdru assistance, if any,

liabls for rejec{ion/cancellation.
2) I solemnly confirm that assistance, if rec€ived rrom Koshika Foundation, will be used only for the'purpose', ss stated in Ois Form, for which such assistance
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/lnsurance company, of the amount
for which this assistance is requested.
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AGREEMENT byAPPLICANT (qr+ffi ERr 6"fi)

1) By affixing 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 of the'purpose', for which such assistance is requesled/granted, through any

medium, including but not limited to verbal, print, electronic; for soliciting donations for Koshika Foundalion and/o. disseminating information about it's

activities/achievements. Such use ot my photo & details can be made by Koshika Foundation belore o. after my treatment or fulfilment of the "purpose"

for which assistance is being requested.
2) I (Applicant) turther agree that any such use of my name, address, photo & delails ofthe'purpose', forwhich such assistanc€ is requesled/granted,

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

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

r) vs yqr c{ sci Erdwr qr # a1grq s{ter, t (ef,r*<-+) eflyfr swR t1 Sf o.Gr tq" "6ift6r Erdirlr dR sr+ qr$d " ai uffi n'rm r[fr *o nr,
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

qT+{fi * rmrm sr srT} 6l ffirn

AGREEMENT by HOSPITAL

By affixing hereunder, signature of ourAuthorised Signatory for recommending this csse/patient for firtahcibl.assistance ftom Koshika Foundalion, Y{e

(Hospital) hereby affirm & accept following:
'l)that we neither are presently nor will in future avail ol linancial assistan@ Irom another NGO or any other source, for be s3me patienucase, aa we are
r;questing to g€t from Koshik, Foundation, to the extent that such assistance is granted by Koshika Foundation, lflhe requested assistance is not granted

bykoshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shodfallfrom another NGO or any other source. Thls

mnllrmation essentially states that lhe Hospitalwill not avail any duplicate assistance for lhe same patienucase from any other NGO or any ohersource.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the t.eatmenuprocedure advised/conducted by the Hospital on the
pationt, is based on the anangement between thapatisnt & the Hospital, and is in no way influenc€d by Koshika Foundalion. Hence, th€ Hospitalwill

issume sole & complete responsibility of the treatment & it's outcome & safety ofthe patient, 8nd Koshika Foundation will have no role or .esponsiblllty

in the matter
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RECOMMENDED FOR ACCEPTENCE
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