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APPLICATION FORM FOR ASSISTANCE
q6r{fl ?-(L orr*<q Yrsq

(Healthcare)
(srerq fuqrd)

APPLICATIOTI No. :

er+fi {qr :

Preop postop

0L28 Tek Chand

NAME ofAPPLICANT:
qrtc-{ 6r lrc

TTARRTED (ffid I ullrranneo (effi)
(Atiach Proof of lncome)
( 3lrq rfl sIH sdr{)

AN INCOME T.AXASSESSEE [tick whichevet
orc qtc o.{ qir t (d qrq d E{ c{ vA fi fifli qqTil

FAMTLY DETA|LS qft-ct{

Any Other
Basis/Proof

qq qti sIH

Ration Card
(Atiach CoPY)

sc+fi Efld
(rqq r-d a1 Brqt rfd qar{ 6il

EWS Certilicate
(Attach Certlfl cate CopY)

rre grq grf rqm r"l
(rrnq r* c1 ercl rfd qht{ sil

BPL Card
(Anach Card Copy)

:r&d tqr * *i vqrq vr
(rcFr rd i1crqr xfr *E{ clt

"PURPOSE" tor REQUESTING ASSISTANCE:

ssrq-m tC H:ri ffi ot rdrq:

lsstsilxce eetHo evllLED forSAME "PURPOSE'from oTHER SOI.,RCES

fs Bli{q + t(+ :rq vsrqm ffi erq s}d t fdcl Ejl?
AMOUNT ofASSISTANCE BEING AVAILED

d d qtr+ {sfr
NAME oIOTHER SOURCE

qq *a ot qrq

erffiroleim t sr$ a1 'ri vF{+fi q.* sd,l



DECLARATIoN by APPLIGANIi !f,I+(d' ERI qlsql r{l
1) I hereby confirm that alldetails in this Form are True to the best o, my knowledge. Any fatse statement will render myApplication & ongoing assistance, if any,

liable for rejection/cancellation.
Zl i ""f"r"fi["i,- 

tf'at assistance, if received trom Koshika Foundation, willbe used only for the 'purpose", as stated in this Form, for which such assistance

was rcquested by me.
ifin",iUy 

"onn,in 
tf,at I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, ofthe

forwhich this assistance is requested.

r ) { q}qvn ertt tft g{ srsq i Rq :rn €fr ftq{vr t0 srrdrt + qjsn re r.s sS tr qft +{ f€{ur qs sfi qrd{ crql srdl t i tt Tdr{ f*o q1 sl s-6'ff

2) ii d{r ql {drr.dr {fu.qiiRr6r sB-€{r,, n d q Ifi t, 3Trdr srqh 3{ skc s1 {id + H fdql srt{, d F( er6c { m'TqT *r

3) t gtu T(dl tf6 fr{ {6gfl tg q6 rdT al d t, cg nftr ar qfrm qr roa frwr ffi lrq sl Fr+rdrficl oe-fi t q ii frql t dn l fl qlqe { {ml

,1) By affixing my signature orthumb impression on this Form, I (Applican() hereby agree & autho.ise Koshika Foundation and it's Trustees to

use/pubtisntiut.uplreproduce my name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any

medium, inciuoing bui not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achiev;ents. Such use oI my photo & delails can be made by Kashika Foundation before or after my treatment or fulfilment of the "purpose'

for which assistance is being requested.

2) I (Applicant) further agreJthat any such use of my name, address, photo & details oI the "purpose', for which such assistance is requested/granted,

witt noi automiticatty entitte me for rlceiving or continuing 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 final and acceptable to me.

1) Ee rq-d qq eqi E{ ry{ qI lrrre al uq arn+r, { f er+(d) rqE{ v{cfr ql yfr 6{dl tqd 
-dfir6t srdS!'r dR E(d- qrst{ ' at uffi wra {to *o an,

{dl,stAet{dffi{qFsvc?{slfr(t,6t"6iRtat"qF{qr$,fi,qlqrvqllsisfqYcfg6ffiffqqid{gsdF{ql*ffiffidr€Rqlqq
t vsrR-d s{i + fdq qfir{fl tr it rrr or fuc{q ii rars * !-rd qI <K i qid * fdq'qitFrdl vl3'C{q'q 'qr$ 

qfr{d it
2) I (qr+ff) 5v an * rrm {i* tn nq, Fdr, sta qh G-{{q qi i{ rir{dr + i1lFqi t ffh t Ti tlir: TdFrfl rFr lr{.fl Tfr Tml {s sEis {
'alRm" rgl vt-* <rfimi 6r firtq qtdq qt{ qF,rdrt dqrl

APPLICANT'S SIGNATURE OR LEFT THIJMB IMPRESSION :

qr*C-6 * 6{f,rq cr 3T,F 6r f{fli

by HoSPITAL (6sdl(l 6{ 6m)

rorised Signatory fbr;econmending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing:
l'ffi;i;j;iffi; ;;J""rir"ioi*iiffitrr" avait of financiat assistance from another NGo or any other source, for the same patient/case, as we are 

.

;dffin; ;';;if;;'K;r'ir,l i"'rril:Jtiiii, t" itr" extent that such assislance is gEnted by Koshika Foundation. lf the requested assistance is not sranted

Lv-ioitrif& io-una"tion, in part or in full, then tttu uospitat r"serves it's right to m;ke up th; shortfall from another NGo or any other source This

;nfi;maton essentialli rtjt"" ttr"t tn" no.pitat witi n6t avail any ouptlcaG assistanceior the same patienvcas€ hom.any other NGo or any other source'

2t The assistance lrom Xosfrika FounOatioriis-oniv t""*"i in ri"tr*. fhe cholce of the treatment/prccedure advised/conducted by the Hospital on the

;lt];;t. il;;;;i;;';;;;;;;;;i ;;il;;; tr'Jpitiurt a tn" x*pitat, and is in no way influenced by Koshika Foundation. Hence the Hospital will

ilil';,G;;;;i"i;;;;;;;lilt;iii; i1""t,i"nia ii;" ort*,ie & safety of the patlent, and Koshika Foundation will have no rore or responsibilitv

in the matter
rqti qfq-{'{, ERrctt q1 qk n crTdrtfr El "4iRt6| srsd*n" i Eftq wrqtn t( ffi'{I d qrfr t, ffi Eq (E{ma) tct? I-6R i cra q dsn 6{d tr

t)Tafdld{*qH${rdqfqq{ftirqrtrrdrffirkqr*rtrisnqrffilrqdnirtriffrqrrd{diqrd€1,+nf66ci'qlRmrsrs-€YR'
i tgvrfur,ffir rm d qqq q'Btfrr{r srrdflr" rm q< tE fo tr qft "qtRl6r qrs€vH" cRI sdr{dl ffi eftr+,eqa t-E q-$ Tfr f*qr qnr t d e+sara

ffi rr;q t< qrqrt rirqr qr ffi rrq r+rqc t Fdr+dr ti qr qFmR $frd {sdl *r gs lFa { se q-a srdl t f* slsdm Ed-c rr{q Efi fifr'qTrd tg ffi
Jk Tr+rt $m ql ffi q-q qrqi t rff d'nrdflt

z. 
,qtRffi $r€w" * !ff,r{ rt'rcm **o frfrq y,{fr ql tr r}fi c{ Ew a m t q{ s-en qr H TA sq-avets'ql EI Errq I}Ifr qa Ewdle

* qts m fscc t !it{ .qifr;5r srsem', Em ffi rdR m st$ a<ta Td tr rsffi swcre { tt * rdrq $sr 3lt{ qri qri !n sft flffi infr si Esdre

ql dfi lqk'qifrl6r' d qti tfrfl q ffi {s qrd { r6t dfit
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