
rRAl -c_+3L

APPLICATION FORM FOR ASSISTANCE
Tr6r{rerT e:{ e;rr+fi srsq

(Hea!thcare)
(Itlrsrc fucre)

foundation
Building blck of lifc.

hrL<a

rt. {+qr*fi rqieil , c
APPLICATION DATE:

wr*fi ft{t os
AGE.YEARS sExNAME ofAPPLICANT

qrar*, q.r rq frkn*i, !1

FATHER'S/SPOUSE'S NAME
iSI iTII

PRESENT RESIDENCE
,

be np ?ost op

'1TK^,wri\

OCCUPATION I
MARRTED (ffi{ /

(Attach Proof of
(qrc 6r srH

lncome)

IIETEI)
qfilo emq

ANNUAT

PAN No.

Yee /l,,lo -/arH-crs Ys qt qd E'IEII qE SIFT EI qTdI

AN (Tlck

FAMILY DETAILS futq
No.

ifiq
Age

'gs
Gendor Rolatlon

BASIS for

BPL Card
(Attach Card Copy)

'rfr4 tEr * *i ycrut rd
(Ycrq Y{ sl Ersr ffi mr.t qtr

EWS Certificate
(Atlach Certlfl cate Copy)

ersT oIFI q,t yqtq qx

(rcrur Er qfl uq yfr sdq str

Ration Card
(Attach Copy)

Bc+fir qld
($Irur H ql srcr cft d*.{ str

Any Other
BasislProof

erq *t$ ercc

"PURPOSE' for REQUESTING ASSISTANCE:

v6r?rdr Eg ffi rrC ffi w u(qrq:

Sr. No.

FC EIqI
Medlcal Reports/Proscriptions Attached

srwff€/sf€( t lnfr s1T{ rfr'+si qFrrl

ASSISTANCE

{s
AVAILED for SAME "PURPOSE'

qX wq r6r{dr f6S qq d(
OTHER SOURCES

lcq m d?
St. No.

qq rfr ql rn
NAME of SOURCE AMOUNT of ASSISTANCE BEING AVAILED

d'r$ wrm nvfr

t

No,:

t

N

I
ame of.Famlly Member

|-fqR 6,g(EIT ifiI qIC frir

_( ( -J- t

qa E:



1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if

liable for rejection/cancellation.

2) I solemnly ionfirm that assistance, if received from Koshika Foundation, will be used only lor the 'purpose", as stated in this Form, for which such

was requested by me. I ,

3) I hereby confirm that I have not & will not in future,.6vail of reimbursement, in part or in fuU, tro#afiy bner'sourpe/employer/insurance company, of the

for which this assistanct is requested.
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for which assistance is being requested.

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

will noi automatically'entltle 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 m€.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept following:

1) that we neither are prrr"nityioi *iii in-ruture avail of flnancial assistance from another NGO or any other source, for the same patienVcase, as we are

,jqueiting to get from'Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is rFt granted

bykoshiki Fo-undation, in part oiin full, then the Hospital reserves it's right to mike up th6 shortfall from another NGO or any other source. This

connimation essentially stdtes ttraitne i{ospital will n6t avail any dupliglle assistance for the same patienUcase.from any olher NGo.or a.ny other source.
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from Koshika Founoation is only financial in riature. The choice of the treatmenUprocEdure advised/conducted by the Hospital on the

litient, is bJsed on ttre arrantement uetween the patient & the Hospital, and is in no way influenced by.Koshika.Foundation. Hence, the Hospital will

Irsume sole & complete r"sp"oniiuiritv oithe treatrhent & it's outconie & safeg of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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