
VRA,- C- Ld 4t- az g Z

,/ APPLICATION FORM FOR ASSISTANCE
qgr{rflr ?-q srr+q-{ qrsq

(Flealthcare)
(TER{rq tsqrol

(ot z5)1..u.+\err
E;r,*l^

APPLICATION No. vftleu.qT+fi q'@l at 36
APPLICATIONDATE: I I
i$iq1 l6rii s9 l\tlzc

Iffi"H'#''o*' T*..hct S,'t"/,
AGE-YEARS iex fttr

73 t\4

FATHER'S/SPOUSE'S NAME

frotmgeq 61 crc' Yl""*r,<a
pResEnr RESIoENcE ltroRess q qRil

rd Iu R tl.Yi e

\l.^J{.rl ).t
RESIDENCE RII

z c rz13_,

OCCUPATION
q.r{rq Far.,rncr 7/.0 1nura4 / uNMARRTEo (o{Rflffr)

TOTAL ANNUAL INCOME

q6 qrffi'-s stT-q 2f o-re/--- (Attach Proof of lncome)
(onq fr,r qtsc ri\Tq)

No grdl

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

irrr olrq sfiq s-{ Erdr t tsi crs tt s€'c{ qfr-q.t frqlT-{ s'Trdl

Yes / No

arlrtvz'
FAMILY DHTATLS qft-qR fdrd{ur

Sr, No.

*q *isr
Name of Family

oUu,, 4 q-<rai
Member

6I EF{

Age (Yea

3q (qr
Gender

idq
Relation with Applicant

3rTdqfi d qrer vqtr
I

tO F

e__- I

a -f\
( )cur*y^J<-ilt--rl ill^)

,,

llu-r,- ' Cl 4,1 e .<-l'en
(t

vt

BASTS for nWictreveiii ipplicable)

vft-{rtr d'ffi ffi qqn

' BPL Card

(Attach Card Copy)

IRIITI {GII S'T-q gqFI q?

(crrm st +1 erqr vft frq qtt

EWS Certificate
(Attach Certificate Copy)

srer orFr ed vqq Yd

(vqtq ql si B[cr vld re'q qtt

Ration Card
(Attach Copy)

3.c+ffi qnd

(vqq v* q1 prqr vfr ve'{ q'tt

Any Other
Basis/Proof

erq 6ti sRq

"PURPOSE" for REQUESTING ASSISTANCE:

qflqilr tE H,rq ffi fl r(t{q:

Sr. No.

s'q H"qr

Medical Reports/Prescriptions Attached

exsdrd,Gfr€{ t qrfr +1.ri cfr+s1 frr{
e

t

z>\
t# '_e.< "4 lln r

v

ASSISTANCE BEING AVAILED for SAME

{ff qtfi d t-q.sti srrT vtr{ml

.,PURPOSE,, from OTHER SOURC

ffi enq da t frq'rq dl
ES

Sr. No.

fic {f,dcl

NAME of OTHER SOURCE

erq r*o il rrq
AMOUNT Of ASS|STANCE BEING AVAILEO

d'r{ wr+* nvfr

I

htha
foundation

Building olock of iie.

!
€tr

t

hqf,
,al

-i.I/ *r tr1.{ d

A,

-tT

1

+\11 -( \,1^ ;

.'a,:k *tea I ;

t)t5



i tr '. t

DECLARATION byAPPLICANT: qT+{s ERl qfqun q'

lTlherebyconfirmthatall detailsinlhisFormareTruelothebestof myknowledge Anylalsestatement wrli rendermyApplication&ongoing
ltaore for releclion/cancellatron

for which this assistance is requested.

l)q$qqtq"rfltf{{qvr6qikq,rq{lfitfi{q+fiiTr+rfl+irjsnsflqs€'Ei*r qR6Itfdrq{rIG+trroRrFIrIHTqm+d*0rrrqa,trtrtqiq*-*-fi

2) fi Errt sr {6lzrdi rtfrr "q1ftrfl qr6Q'sn', t d sr (rt t, g-c+r vqqhr vd Ttrq Ei yfd + ftE lslT qqn qr 5tr yr6q d ,T{ Tqt ir
l) d $E 6ror {f{ frq sil{dr fg <a nf* 6i,ri +, Tfi {rfrr 6r erfrrs ut v+-a ksr ffi er< qlaf{qrq-6dqr EEqd C i d fflqr t o{h I f,i qfdc { itflr

, as stated in this Form. for

souroe/employer/rnsurance

solem confirnr that receivedif from will u sedbe ior the suchwhichassistance, Foundation.2) nly Koshika ony "purpose'

meWAS byrequesled

3 here oonfirnt that nothave & not futurein ofavarl inreimbursement. or fulltn from otherpart any theofLry company

by mn)

activities/achieven'ients. Such use of my pholo & details can be made by Koshika Foundatron before or after my treatment or fuifilmenl of the "purpose"

for whroh assistance is being requested

2) I (Appiicant) lurther agree that any such use o[ my nante, address, pholo & details of the 'purpose", for which such assistance is requestedlgranted,

with the Trustees oi Koshika Foundation, and their decision is this regard will be final and acceptable to nre.

r) W yc? y{ sTcr 66rsfi qr ft sl BFr ErrrrlF-r, { tqaq.Fl qqd qEqfil oi:fu 6,,rm {qa "*ifrmr s,rfgfli S( rHd:qrffi' " 6i srFQi rrcr {f+ frr m,

Tdr,sHd{qTf+*roryserdddfr(t,yC'r6iftI6l"\rqqrsi,EFI,qim/"n(qis(kq*gsffifeftd*(s,rirfdrd+ffiffiSysnqrqq

Q yqrft( ilii * fdc erRry *r tt cci el tffiror ii Edrq + w-d qr EK i 6i-{ + tds "otRr+i rnnr$qr'q 
'<rd affi tr

2) { (sfldffi) w eI( * r6qn (f6. ta qrc, cdr, +a .3{t{ fq-{(oT d t+ vn+ar * i<rd i vrFif, * gi wr,Tr-fFrfl in r+sr'{ T0 qrnrr rq sqrr i
xfriftrfl" 

1rd{ ss+ :qrM 6r Frdq irftq eft: ETtz-fiffi ETr[r

my signature or

ut-up/reproduce

11 By aff xing

u se/pu bli s h/p for which such assrstance is requested/granted, through any

for Koshika Foundation and/or disseminating informatton about

'purpose",

donations

photo & details of the "

electronic for soliciting

nd it's& Koshikaauthorisethu rhon is Trustee s tomb (Appl herebyicant) agreempression

address,name,rlly

notbut tollmited verbal it'smedium, includinq print,

\5il
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tory for recommending this case/patient for financial assistance from Koshika Foundation, we

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. lf the requested assistance is rrct granted
by Koshika Foundation, 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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