THE SHARANPAL SINGH CHARITABLE TRUST
FOR 
KIDNEY PATIENTS
Application Form


Please answer all questions. (Type or Write in capital letters)
	  Affix your

  photo here




1. Personal details of the Patient:

    a) Full name of the Patient: 
i. Date of birth:
 ii. Father’s name:
iii. Mother’s name:
b) Marital Status:  Married / Unmarried

i. If married:                   
 Name of Wife / Husband

 ii. No. of Children:              
 Male:                  
Female:
iii. Age:

        
 Male:                             Female:

c) Address:
d) Telephone No:
e) Fax No:
f) E. Mail address:
2. Employment / Business Status:


  a) Employed:       

 YES / NO 

  b) Business:          

 YES / NO
  c) In case the reply is NO

  d) What are the other means of livelihood?
  e) If employed:

    i. Employer’s Name:

   ii. Address:

  iii. Telephone No:

  iv. Your Position:

   v. Total Emoluments:       
  Rs.
  f) If in Business:

    i. State Type of Business:

  ii. Annual Turnover:                    Rs.
 

3. Purpose of award application: 

   a) To meet the costs of dialysis:    

                 YES / NO
   b) To meet the cost of Kidney Transplant:                         YES / NO  
   c) Towards costs of Pre Kidney Transplant Medication:    YES / NO


   d) Towards costs of Post Kidney
        Transplant Medication:                        

     YES / NO

   e) To meet the cost of Transport:                                        YES / NO

4. Brief History of illness:
    i. How the kidney problem was 
   first suspected?
 ii. When and where it was finally
   diagnosed?
iii. When and where the dialysis 
  was started.

iv. How many sessions per week?
  v. Total cost per session:                  Rs. 
5. Kidney Transplant if proposed:
a) Date of Transplant:

    b) Name of the Hospital for Kidney Transplant:
     i. Address:

    ii. Telephone No. 

   iii. Fax No.

   iv. E. Mail No.

    c) Donor:

     i. Name:
    ii. Address:

   iii. Telephone No:
   iv. E. Mail address:
    v. Relation with the Patient:   

6. Provide a breakdown of the cost of the treatment or proposal. 
    (Attach relevant documentation, duly certified by Head of Deptt. of the 
    Hospital / Clinic, where the Pre-Kidney treatment / Kidney Transplant /

    Post Kidney Treatment will be carried out.) 
7. Provide details and relevant documentation (duly certified by a Govt.
    Gazetted Officer or a local MP, MLA or Sarpanch) related to the resources,

    to acquire your part of the total costs. (ie. Savings, Loans etc.)
8. Details of the person you would like us to write to, in case of need.

     a) Name:

     b) Address:

     c) Telephone No:

     d) Fax No:
     e) E. Mail address:
9. Details of Hospital to which funds should be made payable, if a grant is 
     awarded:
     a) Name:

     b) Address:

     c) Telephone No:





     d) Fax No:
     e) E. Mail address:

      f) Web Site:

10. Your Bank details to directly remit the funds if so desired by you and approved

       by the Trust: 
     a) Name of the Bank:

     b) Full name of the Account holder:
     c) Account No:
     d) Bank Address:

e) Telephone No:
d) Fax No:
e) E. Mail address:

11. Please give the names and full contact details of your two referees 

      (Govt. Gazetted Officer or persons of Public prominence and /or the

       Hospital / Clinic  where the treatment will be provided) who may be
      contacted, at the Trust’s discretion, to provide us with a confidential 
      assessment of your request.
	Name:
	
	Name: 

	Organisation:
	
	Organisation:

	
	
	

	Position:
	
	Position:

	Address:
	
	Address:

	
	
	

	E. Mail: 
	
	E. Mail:

	Telephone: 
	
	Telephone:

	Fax: 
	
	Fax:

	
	
	

	How this patient is known to you?
	
	How this patient is known to you?


	Declaration                                                                                                                     :


I, .............................................son/daughter of ........................................ solemnly 
declare that:

1. The information submitted in this form is accurate to the best of my knowledge and belief. 
2. I am eligible to apply and receive the award subject to the terms and conditions of the Trust.

 3.   The funds will be utilised for the purpose as applied.

4. I undertake to repay the award amount in full should these conditions not be
      met. 

Applicant’s signature: _________________________Date:___________
Witness: ___________________
Full Name:

Address:

Telephone:








Attested by: 






                          (Govt. Gazetted officer)









Seal.
1. Please return the completed application along with the supporting documents and TWO Passport size attested photographs. Incomplete application, in any respect may result in delay or its outright rejection.
2. Application as above may be submitted by e. mail, but a hard original copy

must be forwarded by Post. 

3. There is no guarantee that the award will be sanctioned in every case as it is  decided and approved by the Trustees, on the merit of individual case and on
receipt of the Original copy by post. 
Return Address:

    The Sharanpal Singh Charitable Trust 
  
                        for Kidney Patients




     21 EAST DULWICH GROVE



     LONDON.  

                                  SE22 8PW
     Email: info@sharanpalsinghcharitabletrust.com
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