
APPLICATION No. : 

NAME of APPLICANT 

FATHER'S/SPOUSE'S NAME: 

OCCUPATION: 

APPLICATION FORM FOR ASSISTANCE 

TOTAL ANNUAL INCOME: 

PAN No. RIS GIGI HEI 

Sr. No. 

SAINA NHA 

DE-Pah 03- 65S 

Sr. No. 

E/0sa4 /004 0 

BPL Card 
(Attach Card Copy) 

Sr. No. 

MAST MA HIR 

MuTESB (FAMeR) 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

HANDICRACr hoRK (FAeR) 

PRESENT RESIDENCE ADDRESS aHH 3T4T414 vl 

7APUR 

PERMANENT RESIDENCE ADDRESS: Ts 3rarH0s Yd 

Name of Family Member 

KLSUDR 
SALLRAN 

APPLICATION DATE 

sre ft 

(Healthcare) 
(vT ta) 

EWS Certificate 
(Attach Certificate Copy) 

AGE-YEARS 5IT-q 

/VEAR 

Yes / No 

NA 

FAMILY DETAILS qfar faarUT 

Age (Years) 
39 (q) 

33 

NAME of OTHER SOURCE 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

SEX fef 

(Attach Proof of Income) 

(314 h1 HIA HTH) 

"PURPOSE" for REQUESTING ASSISTANCE: 

MARRIED (aatft) / UNMARRIED (sfRerfta) MA 

DIAGNO SUA- RINOBATDMA 

Gender 

Ration Card 

(Attach Copy) 

Medical Reports/Prescriptions Attached 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
found ation 

Building block of life 

Relation with Applicant 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLICANT: TKE T veT V: 
1) I hereby confirm that all details in this Form are True to the best tof my knowledge. Any false staternent will render my Application & ongoing assistance, 

liable for rejection/cancellation. 
2) I solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which such assistanc 

was requested by me. 
3)| hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other 

sourcelemployerinsurance Company, of the amount 

for which this assistance is requested 

2) 

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

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 

medium. including but not limited to verbal, print, electronic, for soliciting 

for which assistance is being requested. 
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose" 

2)1 (Applicant) ) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted, 

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

AGREEMENT by APPLICANT (9TCE U 5) 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mne 

2. 

kisH4R 

donations for Koshika Foundation and/or disseminating information about it's 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we 
(Hospital) hereby affirm & accept following: 

Date of Surgery 

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation, in part or in ful, 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. 

11-04-2024 

AGREEMENT by HOSPITAL (3IG GRI GUR) 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

GUPTA 

FlfNne of D"akéyA Na n saip) 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

Dr. SIMA DAS 
Head f Department 

Oculasty and Oculac,Oncology 
Readk 00291 
Dr. Shs Chanye HoSDal 

5027, Kenath ad, 
Daryagan Neye!hi-1 10002 

(Name, Designation,& Stamp of Authorised Signatory 
or behalf of Hospital) 

SIGNATURE of TRUSTEE 2 
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