
vRN- C6118

I

- l

APPLICATION FORM FOR ASSISTANCE
qEr.ril +E qr+<{ yrs,q

(Healthcare)
(erem teqf,l ationoun

Euilding blek of lilc.

Pre op Post ry

?rt) Viiy S'*o

APPLICATION No.:
qr+€ {cm ! Vltttgla'vty APPLICATION DATE :r r.

"iH-lf 
i'-"-Br IIot19

NAME ofAPPLICANT:

er*<o qt crq W.tnH- 
gf^fih AGE.YEARS ssx frir

t" f"l
FATHER'S/SPOUSE'S NAME 3 .-Er

,
r[I llq

PRESENT ADDRESS gitl

J a
lit

((,d mP. il4, a

OCCUPATION
faqr"aprqqqrq / UNMARRTED (qffiO

TOTALAT{NUAL ]NCOME

W atfro erq It Dm/-
PAN No. qrdl

ARE YOU AN INCOME

rFII qFT STIq i5,{ qliil
TAX ASSESSEE filck whlchever h aoollcablel:

t tqt qrq tt Es tR so q,t nvm vqrqr
Yeal\o .{
drid/

FAMILY DETAILS

Sr. No.

rq Yqt .ta EFI TiFI ES

Gender

ff,rl
Relatlon
qr+s

wlth Appllcant
t qtq (qq

,l ) l.lQr nr 0

?) 'Dxa,lc-o{t^:, il
n\ L hol rrrn

q) nn
{)

-il

Qtn-i. e!

BASIS for REQUESTINGASSISTANCE (Tlck whlchever ls appllcable)

wrcil*ffiffiqqn
BPL Card

(Attach Card Copy)

'rfr4 
tet * fi vqrur vr

(vqFI v{ d srsr ffi sdrr 6tr

EWS Cedlflcate
(Attach Certlfl cate Copyl

WeI q;q Cr,l 1qtq tE
(rrrm qr c1 Erqr yfd dilq utr

Ratlon Card
(Attach Copy)

scfur 6rg
(vqm vr ct EIqr ffi qd,r 6tt

Any Other
BaslslProof

qq qt mq

..PURPOSE,' foT REQUESTING ASSISTANCE:

ssrm tg ffi,i r{ ffi 61qkq;

Medlcal Reports/Prercrlptions Attached

ersnarei'an * qrt frt rri cfd+fl qS vorc

)

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w E(irq + tqst srq ndnrdl ffi w{ Tft t ff,ql rrql d?

Sr. No.

fc qqr
NAME of OTHER SOURCE

qq qtc q,t crq

AMOUNT ofASSISTANCE BEING AVAILED

d r{ wrrm nvft

t- .((

ttnu.n r ur-//
q

lAal -a $7* \r; t

: iEql

f
ll )

\

a

FROI

A

\/oz

'lfiqo

Sr. No.

sq riqr



,.fr,

DECLARATION byAPPLICANT: qrt(fi Em frqun qt;

'l ) I hereby confirm that all details in lhis Form are True to the best of my knowledge. Any false statement will render my Application E ongoing
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which such
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/insuranc€ company, of the
for which this assistance is requested.
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1) By affixing my signatur€ or thumb impression on this Form, I (Appllcant) hereby agree & authorise Koshika Foundation and it's Trustees to

useipublish/put-up/reproduce my name, address, photo & details of the 'purpos6', for which such assistance is requested/granled, through any

medium, includlng but not limited to verbal, print, electronlc, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose'

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such sssistance is requested/granted,

will not automatically entitle me lor 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 their decision is this regard will be final and acceptablo to me.
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AGREEMENT by HOSPITAL (fiTdrfr EO 60T)

By afiixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are
requesting to get from Koshika Foundation, to the extent that such asslstance ls granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full, then the Hospital reserues it's right to make up the shortfall from another NGO or any other source. This

conflrmation essentially states that the Hospital will not avail any dupllcate assistance for the same patienUcase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The ohoice of the treatmenUprocedure 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, lhe Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safeg of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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