                                             
                                                                                                                      Photograph
  APPLICATION FOR CHARITY

                                                SATKUSUM AGARWAL FOUNDATION

                                                              G-48, Ground floor

                                                        East of Kailash, New Delhi-65


1.    Name of Applicant  :……………………………………………………….......................................

2.    Age :.....................................................M/F……………...................................................
3.    Address(Mailing) : ….........................................................................................................
…................................................................................................................................................
      (Permanent) : …....................................................................................................................
….................................................................................................................................................
….................................................................................................................................................
4.   Telephone No(Res.) :…………………………...... Mobile : ….......................................................

5.    Education/Qualification : ……………………………………………………………………………………………..

6.   Occupation : …........................................................................................................................
7.     Address (Off.) : ….....................................................................................................................
….............................................................................. Phone no. (Off.) ............................................
8.  Bank Details :   Account No.  : ……………………………………………………
                                 Bank/Branch : …………………………………………………..

                                 Debit/Credit Card No. :……………………………………….

                                 ICMR Code :  ……………………………………………………..     
                                 PAN No.  :  …………………………………………………….     

9. Details of Family : 

                                          Name                                  Employed/Not employed            
Income

Spouse

Father

Mother

Brother

Sister

Children

10.   Whether or not getting charity/financial help from any other source.  If yes, then name of the                 organisation and amount 

…………………………………………………………………………………………………………..............................................
…...........................................................................................................................................................
11.   Details of  Disease : (Attach Summary by treating doctor)

Final Diagnosis / Summary…………………………………………………………………………........................................
………………………………………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………….
Duration of Treatment : …...........................................................................................................
Total expenditure on treatment till  date : …........................................................................................
 Monthly cost of Treatment : ….............................................................................................................
12.   Name of Doctor & Hospital with  address & Telephone no :

…………………………………………………………………………………………………............................................
…...............................................................................................................................................
…...............................................................................................................................................
………………………………………………………………………………………………………….....................................

13.   Expected amount of charity…………………………………….......................................................
14.   Would you like to return the amount after financial recovery -  Yes / No

15.    Recommended by (Name, Full address, telephone no, Signature along with official stamp) :

………………………………………………….....………………………………………………….........................................
…………………………………………………………………………………………………………........................................
…………………………………………………………………………………………………………........................................
…………………………………………………………………………………………………………........................................
.....................................................................................................................................................

16.      Self Declaration : I do hereby declare that the facts, information and particulars mentioned above are true and correct and nothing has been concealed or withheld therein.

     Dated:                                                                                                                        Applicant / Patient 

For official use only :-
Approved/Not approved       :

Amount approved                  :

Charity Provided :         Full                             Half (50%)                               Any Other _________________
Trustees’ signature & stamp :

Dated :

          PHOTO








