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APPLICATION FOR FINANCIAL AID 

(Patients above 14 years of age) 

DATE: 

 

NAME OF PATIENT: 

AGE OF PATIENT: 

NAME OF APPLICANT (IF APPLICANT IS NOT THE PATIENT HIMSELF/HERSELF): 

 

RELATION OF APPLICANT WITH PATIENT (IF APPLICANT IS NOT THE PATIENT HIMSELF/HERSELF): 

 

PATIENT’S GENDER: 

 

PATIENT’S PAN NUMBER (COPY REQUIRED): 

PATIENT’S ADHAAR NUMBER (COPY REQUIRED): 

DATE OF BIRTH OF PATIENT (DD/MM/YYYY): 

• PATIENT’S PERMANENT RESIDENTIAL ADDRESS: 

 

 

• PATIENT’S ADDRESS FOR CORRESPONDENCE (IF DIFFERENT THAN PERMANENT ADDRESS): 

 

 

PATIENT’S CONTACT NUMBER: 

APPLICANT’S CONTACT NUMBER (IF APPLICANT IS NOT THE PATIENT HIMSELF/HERSELF): 

NEXT OF KIN CONTACT NUMBER (ALTERNATE CONTACT NUMBER): 

 

 

PATIENT’S OCCUPATION: SALARIED/SELF EMPLOYED/HOMEMAKER/UNEMPLOYED 

PATIENT’S MONTHLY INCOME: 

PROOF OF INCOME (COPY REQUIRED): 

MOST RECENT SALARY DRAWN DETAILS & DATE: 
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ALTERNATE/ADDITIONAL SOURCES OF INCOME, IF ANY: 

 

TOTAL NUMBER OF DEPENDANTS ON PATIENT: 

DETAILS OF DEPENDANT(S): 

NAME RELATION TO 
PATIENT 

AGE PRESENT EDUCATIONAL 
QUALIFICATION/OCCUPATION 

MONTHLY 
INCOME 

(Indian Rupee) 
     

     

     

     

     

     

     

 

NAME OF SPOUSE (IF MARRIED): 

OCCUPATION OF SPOUSE: SALARIED/SELF EMPLOYED/HOMEMAKER/UNEMPLOYED 

MONTHLY INCOME OF SPOUSE:  

 

ANY OTHER RELEVANT INFORMATION: 

 

 

RACE TO REIN-IN-CANCER REFERRED TO THE PATIENT BY: 

ADDRESS OF REFEREE: 

CONTACT NUMBER OF REFEREE: 

HOW IS THE PATIENT KNOWN TO REFEREE? 

 

 

BRIEF DESCRIPTION OF DISEASE (PRESCRIPTIONS & OTHER DETAILS WILL BE REQUIRED AT REQUEST): 
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NAME OF TREATING HOSPITAL: 

 

ADDRESS OF TREATING HOSPITAL: 

 

 

CONTACT NO. OF TREATING HOSPITAL: 

 

NAME OF TREATING ONCOLOGIST/SURGEON/DOCTOR: 

AMOUNT OF FUNDS REQUIRED (IN INDIAN RUPEE): 

 

 

FULL SIGNATURE OF PATIENT: 

FULL SIGNATURE OF APPLICANT (IF APPLICANT IS NOT THE PATIENT HIMSELF/HERSELF):        

 

-FOR OFFICE USE ONLY- 
 
REQUEST VERIFIED: YES / NO                                                                         DATE:                                                                                                                     
SIGNATURE OF PATIENT COORDINATOR/SECRETARY: 
 
 
REQUEST SANCTIONED:  YES / NO 
SIGNATURE OF MEDICAL COORDINATOR/SECRETARY: 
 
 
AMOUNT SANCTIONED (IN INDIAN RUPEE):  
 
 
APPROVED BY MAJORITY OF MANAGING TRUSTEES: YES / NO 
 
 
CASE CLOSED BY: 
NAME OF MANAGING TRUSTEE/SECRETARY: 
SIGNATURE OF MANAGING TRUSTEE/SECRETARY:                                    SEAL/STAMP: 
 
COMMENT(S), IF ANY: 
 

 


