
VRfu. C- & c -C.? -C

APPLICATION FORM FOR ASSISTANCE
qErrrdl E-( 3Trq-<a 9l-5EI

(l{ealthcare)
(sr+erq teqrol

rcHhiha
foundation

Building block o{ life.APPLICATION OATE : r

;# ft,'n 
'' -^'- 

/q. 09-9 s
APPLICATION No.

3Tl{fi q@l ' t215c
AGE.yEARS eq-A{ sex frq

F5sNAME Of APPLICANT

BTr+ffi q, qrq

D De'i
FATHER'S/SPOUSE'S NAME

frtrmgrcl il o'c

NT RESIDENCE

.C\h r tl-l-€t>

WIPERMANENT RESIOENCE ADDRESS : PIT

he op Foa+ eF

(r, 5))W*h
-eB"df@.tBd / uNMARRTED (olffiac)OCCUPATION

q-{qH l lrcr'rfl e-
TOTAL ANNUAL INCOME

q-o qlffi-6 qTq

(Attach Proof of lncome)
(3{rq 6t srsc vdq)

PAN NO, lCTflI

Ane vOU AN INCOME TAx ASSESSEE (Tick whichever is applica.ble)

irrr orrq qrq q.{ qRI t fd qr.q d vq w g5 61iaflTi ffil
Yes i No

arM
FAMTLY DETATLS qkcR ff,fiq

Relation with Applicant

3{r+<m + qrq qrcrr
Age (Years)

sB (qq)
Gender

frqIr
Name of Family

cft-{R d v{Fdr

Member
iET TTIT

. No.

s@]
Sr.

sc
ff\5r}: lf\ fnt91

rn'Oul /--F" )-4,,\

BASIS for REOUESTING ASSISTANCE (Tick whichever is applicable)

verra*Hffiqrm
Any Other

Basis/Proof

erq qt$ snc

Ration Card
(Attach Copy)

Bqqi-ftT qld
(vqrq trd o1 srql cfd r(crq 6tr

EWS Certificate
(Attach Certificate Copy)

orel erFI q,i cqlur vd
(yrrrq Et *1 srq vfa qm'r sit

' BPLCard
(Attach Card CoPY)

fifr tqr * {t vqrq q*

(crrm st sfi EIsr fi rerq 6tt

"PURPOSE" for REQUESTING ASSISTANCE

qaqil t( H 'rA 
ffi.ffi s(trqr

Medical Reports/Prescriptions Attached

ersilarei€{ t qrfi fi1,rE Efa+qi € q-d,n
Sr. No.

E C',{@l

,..jfr
: -q:-\- :5\ t( q\PI \

-1 a \-
v---V

ASSISTANCE BEING AVAILED for SAME

qs s(trc * t-{,+ erq vtFrdl
"PURPOSE" from OTHER SOURCES

ffi srq da t frq'rq du

AMOUNT of ASSISTANCE BEING AVAILED

d ,r{ vrrcdr rRfr
NAME of OTHER SOURCE

erq da q,,t qrq
Sr. No.

*q sql

/

P+-,or*, mv, A tl,-9,1.,

t

)rTtd5l

(

\(-



*>
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lBy aifixrng rnv srgnature or thumb impression on thrs Form. l(Apptlcantl here0y agree & authorrse Koshika Foundation and it's Trustees to

use/publish/put-up/i'eproduce 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 electron c. for soiiciting donations for Koshika Foundation and/or disseminating information about rt's

aclivities/dchievemenls. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fulfilment of the 'purpose"

for which assistance is berng requested

2) I (Applicanl) funher agree that any such use of my narne address, photo & details oI the 'purpose", for whrch such assislance is requested/granted,

will not autornatically entirle me for recerving or continutng the said assistan0e. The decisron for Eranting and/or continuing the assistanoe will rest solely

with the Trustees oi Koshrka Foundation. and their decision is thrs regaid will be final and acceptab e to rie.
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AGREEMENT by HOSPITAL (Ewrf, ERT 6{R)

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospitat) hereby affirm & 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 assistance is granted by Koshika Foundation. lf the requested assislance irtot granted
by Koshika Foundatron, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure 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, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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