
vRN-G&o- o A -l,t't

APPLICATION FORM FOR ASSISTANCE
rsrar{rdr +( qr+q.{ qrsq

(l-{ealthcare)

(Errcrq tqqrei
Lr,tLta

foundation
Bui ding b ock o{ rfeAPPLICATION No.

sTra<l s€ql : \ c2 ac t 2tN iff#H]+"" 
oo"' 

[q- r,r"9 c

Pan *F ftat *p

(tz*) BnJ.ermi

NAME of APPLICANT
qr+{+- 6r rq bqJ(,,(ti

AGE-YEARS sex frrI

FATHER'S/SPOUSE'S NAME

fimr6gu1 51 qq

PRESE{T RESIDENCEADDRESS qi qn i{rsrfrq rdr

'f -

7t KJ Vrl\
PE ADDRESS rkll

ffiot'o*' H()r*.o rNg{cLrt ilrtsBEDlE&d / UNMARRIED (o{ffi)
(Attach Proof of lncome)
(srq m $eq frq)

urm gqt
INCOME TAX ASSESSEE (Tick whichever is applicable):

t tqt qpl a rs'qr Bd 6r ffiiTr f,rnql
Yes /

ot ,'frr sIFI 3lrq 6'{ Erfl

FAMTLY DETAILS cft-qn fdflq
Sr. No.

;nq gqt
Name of Famity

cftqn + gtRT
Member
.ST 

ilTT

Age

T{
(Years)

(s{)
Gender

fdq
Relation with Applicant

i
q ltsx

I

d< a cY{

lC/.t-r,9, t\,lr)
t- t

_tQ)r Inna^J
-I ,

I
I

+ I

BASIS for REQUeSING ASS (Tick whichever is applicable)

*Hffi
' BPL Card

(Attach Card Copy)

rrfrid {or o {e vcpr r{
(crIM trt a1 era sfd sorc 6tr

EWS Certificate
(Attach Certificate Copy)

erf,I 3{FI eri wpr w
(yrrm wl q1 iErq vfa rec c'tr

Ration Card
(Attach Copy)

sq*fti *,d
(yqrur rr +1 erq yfr ve,l +tr

Any Other
Basis/Proof

srq 6t$ stqc

"PURPOSE" for REQUESTING ASSISTANCE:

sEITdr tg ffi rri foffi 61g$sq1

Sr. No.

jF.'c sr@l

Medical Reports/Prescriptions Attached

er+qqm,renu e qfi q1,ri sffnfi E?Ir{

K

L^

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

qq r(t[q * qti errq v6Tfl ffi srq r+d t foq'rq dl
Sr. No.

s,q qqr
xAtvrE ot otHEn souRcE

erq *o ffi crq

AMOUNT of BEING AVAILED

d'r$ vocrm wfr

t

lli
[a
F

TOTAL ANNUAL INCOME :

w qrff-o e{q J l(rro l---
PAN No.

3m

\71-\q

l)l I :lr ll\,[J'^

a t{T, !l lr. t^./r*n |i*t, *i

ufyntn, rt



*,

DECLARATION by APPLICANT: er+<.+ 6p slsofl T1:

11 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
IaDle for releclrorr/cancellatron.

2) Isolefirnlyconfirnrthatassistance,if receivedfromKoshikaFoundation,will beusedonlyforthe purpose',asstatedinthisForm.forwhichsuch
was requested by me

3) I hereiry confirm thal I have not & vrill not rn future, avarl of rerrnbursement. rn part or n fulL from any other source/employer/insurance company, of the
for whicn thts assistance rs requested
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AGREEMENT by APPLICANT IeT+{fr Em 6Ti)

11By atf xing my signature or thumb impression on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my narne, address, photo & details of the "purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andior 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 (Appiicant) lurther agree that any such use of my name, address, photo & details of the "purpose". for-which such assislance is requestedigranted,

will not automatically entitle me for recerving or continuing the said assistance. The decis on for granting and/or continuing the assistance will rest solely

with ti)e Trustees oi Koshika Foundalion. and their decisron is this regard will be final and acceptable to nre.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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Byaffixinghereunder signature of ourAuthorisedSignatoryforrecommendingthrscase/patientforfinancial assistancefromKoshikaFoundatlon,we
(Hospital) hereby affirnr & accept foliowing
1)that we neither are presently nor will in future avail of financiai assistance flom another NGO or any other source, for the same pattenvcase, as we are
requesting to get from Koshika Foundatior. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance ts not granted
by Koshrka Foundatron, jn part or rn [ull. then lhe Hospital rese[ves il s nght to n]ake up lhe shortfall fronr another NGO or any other source. Thrs

confirmation essentially stales thal ihe Hosprtai will nr:t avail any duplicatc assistance for the same patient/case from any other NGO or any other source.
2) The assistance fronr Kr-rshika Foundairon is ofily frrlancial in nature The chorce ol lhe treatment/procedure advised/conducted by the Hospital on the
pattent, is based on thc arrangeryrent between the patient & the Hospilal, and is in no way influenced by Koshika Foundatron. Hence, the Hospital will
assunre sole & conlplete responsibility of the treatnlent & it s outcome & safety of the palrent, and Koshika Foundation will have no role or responsibllity

in the matler.
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