
APPLICATION FORM FOR ASSISTANCE
q-6r{fl ?-iL 3Tr+<;r Yrstl

(Healthcare)
(rqierq tqqa)

,,Q9, .,
ltosnrrca
?;fi?; t io;

Bvildins block ol lif..APPLICATION No.: ei Iqr+<r€@I, [- I O]18 i A116
aPPLICATION DATE: n I I!qr+({rd{ 5tl}llt3

Preop Postop
0116 Baljeet Singh

NAME ofAPPLICANT:
rqr+({ ot rq l.) n, l C, rf\/:rL rr.,a- f\\r v\d l,'\

AGE-YEARs urg-a{ | sex ftin

At- I in
FATHER's/sPouSE's NAME : 

.f-a--:f; 
,

ft-armge an qrq \)+-rro Or\in0Lr
pREsErg REEToENcE ADoqEgr{dqtr-Jrqrfrq rdl

HN$"- Hi\ tr\---\-=J---- ']-i ]F I(nl^-),,-i

Ner ETl;
pERt'tAttEttT REstDEttcE AmRESS : rqr{ qElsq Tdr

OCCUPATION:
qir€Fl n \, llor., Fo.'.,l-r* )"r"^.*, u[ntr \.1rll urnnreo (ffi) r uNumnreo(qF{RO

TOTALANT'IUAL INCOME : --.-T--f,
ea sfif6 rcrq tl C O O.. I -

I (Attach P,oof of lhcome) ^'(qR 6l slH ddr{) t{A
Plri Nr eri gnr dqr TH
ARE YOU Alt lttCOt$E TAX ASSESSEE ffick whichever i5 applicabie):

E orFr sirq m <ror t t rqi qrq a gg c{ E6r 6I frttn drlrql
EliN"^\-
6r AT6l 

"ffi
Sr. No.

mq gqt
Name ot Family llrember
cfi-dR * T{d 6r rc

Age (YeaF)
sq (qq)

cender
fuq

Relation with Appllcant
qr*E-+, * Hq qqq

c,
Ftv' t.r rr . \ir* l^ ill m \ o t.
(- ,'---;J'

) f.'t-e o"tr.. le \i 
'. 
r,{ L. ?), fl AAN

-_-/'

Pticalle;
qa+*t*ffiffiaqqr<

BPLCard
(Atiach Card Copyl

rr{-4 ter * +i vqtq lr
(rqn t r{ 41 Brqr rfr rHrr Eil

EWS Cortificate
(Atlach Certificate Copy)

qe eflq q,i ccFI lq
(rqror rr 41 srst cfr {\4.{ stl

Ration Card
(Aftch Copy)

s$trfii 6td
(vqrq re ql erql qfr {dq Eit

Any other
Basis/Proof

3rq qli slH

"PURPOSE' tor REOUESTIiIG ASSISTANCE:

wrmr iqH n{ ffi 51 s{gq;

Sr. No,

sc f@r
Medical Repons/Prescriptions Altached

srqdrf,/Big{ { qm qi rri gfdiql {S fdr{

F- 1 v\ _\{
:\

--:

A

/_ (lr-err.,,t,-tt \at0 "L,m.I
lss.ilt{ce eetNo avllLEo for SAME "PuRPOSE" from OTHER SOURCES

ls B1t{q * +( 4t$ :rrr strqdt ffi qq qtt t frqrrcl El?

Sr No,

s'C €@l
NAME otoTHER SOURCE

erq dc m qrq
AMOUNT otASSISTANCE BETNG AVAILED

nfr 
.'r{ wrtrm wfr

,\ ( r
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I hereby confirm that all details in this Form are True to the best ol my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable fo. rejection/cancellation.
2)i solemn! tnfirm that assistance, ifreceived lrom Koshika Foundaton, wjllbe used only for the'purpose", as stated in this Form, forwhich such assistanca

was requested by me.
SiiheriUy connfu fnat I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insumnce company, of the amount

forwhich this assistance is requested.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uselpuUtisniput-uplreproduce my name, address, photo & details ofthe'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliciUng donations ior Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmenl of the "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,

wilt noi automatically entite me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thek decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (Eglifl({ ERI 6IR)

By afilxing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financiat assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following:
iltf,jf *,i neiGd'. aru presenflynorwill iniuture avail ot linancial assistance from another NGO ot any other source, for the same patienUcase, as we are 

.

rJquesting to gel Irom Koshikj founOation, to ttre oxtent that such assistancB is granted by Koshika Foundalion lflhe requesled assistance is not granted

Uy-Xosfrii"a io"unOation, in part or in full, then the Hospital reserves it's right to m;ke up the shortfall from another NGO or any other source This

c6nfirmation essentially st;tes that the Hospital will n;t avail any duplicaie assistance for the same patienucase from.any other NGO or any other source'
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froniKoshika Foundatioriis ;nly financial in n;ture. The choice ofthe treatmenuprocedure advisedlconducted by the Hospital on the

pltient, is based on the arrangement between ihipa[ent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

liiuri iofe C 
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resp-onsibitity of tne treat;ent & it's outcome & safety of the patient, and Koshika Foundation wi,l have no role or responsibility

in the mattet
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