
fofiTatioil
Euildins 6lock of liL.

APPLICATION FORM FOR ASSISTANCE
q-6r{r(lr ?-<L 3lr+fi Yrsq

(Healthcare)
lerer< tusro)

#c#on'oo"' }tl+lreAPPLICATION NO. :

lqr+fi xtgt :

tr#
' Preop Postop
OlL2 Chalti

NAt E ofAPPLICANT :

eqr+(6 qt rc

MARRTEo (ffiad) t uHt'lmneo (ffic)
{Attach Proof ot lncome)
( qrc 6't srH Tf,rr)

rcrq snq 6{ qrdl t (d crq d sq qr vA EI BIIR

Ary Other
Basis/Proof

w*ierq
Raiion card

(Attach CoPY)

Ec+ftr fld
(rqrq q? s1 Brql rfd rhr{ sit

EWS Certifioate
(Attach Cenifl cate CoPY)

rrg qrc qrf vqm Yd
(Frtrr c1 41 Brqr ffi 1if,tr stt

BPL Card
(Attach Card Copy)

'ri-4 tcr * ti vqrq "n
(rqq Fd E1 srqr rfr 16'{ ctt

"PURPOSE" fo. REQUESTING ASSISTANCE.

wrq-m tg ffi.ri ffi tt rq{vn:

Mediial Reporrsi Prescriptions Attached

orsrrole,ier t srt a1 rri Bfil+fi {* r$i

N$SilNCe BHNG IwA.ILED for SAME "PURPOSE'from OTHER SOURCES-- 
t< sd{c + +( qt{ :rq sdrl-dr ffi qq da t toqr Tq q?

AMOUNT ofASSISTANCE BEING AVAILED

rfr .ri wrm rnfr
NAirE of OTHER SOURCE

errq do qt m



DECLARATION by APPLICA T: if,r+{d ERr s}qo[ Td:

1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for r€jection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, willbe used only for the 'purpose', as stated in this Form, forwhich such assistianc€
was requested by me.
3) I hereby confi.m that I have not & will not in tuture, avail of reimbursement, in part or in full, from any other source/employer/lnsuEnce c4mpahy, ofthe amounl
for which this assistance is requested.
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AGREEMENT by APPLICANT (!q*{tr m s,m)

1) By afllxing my signature oi 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 & details ofthe'purpose', for which such assistance is requested/granted, lhrough any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Fourdation and/or disseminating information aboul il's
activities/achievements. Such use.ol my photo & details can be made by Koshika Foundalion before or after my treatment or fulfilment ofthe "purpose'
for which dssistance is being requesled.
2) | (Applicant) further agree that any such use ot my name, address, photo & details ofthe'purpose", for which such assistance is requested/granted,
will not automatically entitle me for receiving or conlinu,ng the said assistance. Ihe decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me.
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AGREEIT'IENT by HOSPITAL (Egfif, ERI 6,{R)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient tor financial assistance from Koshika Fo!ndation, we
(Hospital) hereby affirm I accopt following:
'l) that we neither are presently norwillin future avail of financial assistance from another NGO or any other source, for the same patienvcase, as we are
requesting to get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shorttall lrom another NGO or any other source. This
confirmation essentially strates thal the Hospitalwill not avall any duplicale assistance forthe same patienuc€se from any other NGO or any other source.
2)The assistance from Koshika Foundatlon is only financlal in nature. The cholce of th€ treatment/procedurs advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety ofthe patient, and Koshika Foundation will have no role or responsibility
in the matter,
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