
VRN- -7a *\ -c3
APPLICATION FORM FOR ASSISTANCE (Healthcare)

(rqr*grq te.Trdlq6r{rfl i( srr+<q ersq

',rU, .f
Itos,.u.l(a
foundation

Burlding block o{ lifeV
APPLICATION No.

srd(r H'Eqr :
tlza ol+( lr

APPLICATION DATE

q-fqr fffit l\t Z,P
AGE-YEARS urg-ed sEx fr{

Clr>'rqf
NAME of APPLICANT

s{+ffi sr rrq {8 M
FATHER'S/SPOUSE'S NAME

ftmmgrq fl {q KLnJg""
PRESENT RESIDENCEAODRESS q]

Lyul*z-ehi pt -: lvr''r
, I

);nl
PERMANENT RESIDENCE L4<) D l.lla)ri

a

+"p

0

Lil.s*\OCCUPATION

4rg1q
(k{tf€d) / UNMARRTED (slffi)

TOTAL ANNUAL INCOME

qe qrffi-fr sTrq l!5i's1-
(Attach Proof of lncome|'(onc 

6r qrsq rmi-i' NA
PAN No. urdl

ARE YOU AN INCOME

iFil 3Tg 3{rq 6-{ qkTI

TAX ASSESSEE (Tick whichever is applicable):

* tqr crq a Yc c{ qd 6r frYTH ffinql
Yes / No r'^
rt r$r-/

F,qMrLY DETATLS qfcqR EqM
Name of Age (Yearsl

ss (s{)
Gender

fffr*q +tgt
Sr. No. Relation with Applicant

e{r+q.o + qM rrqtr
( kr, al+

I V\J

,\CI *L :

I I

,

c R il t.l t4

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

sdrqil*ffiffisTIqR
' BPLCard

(Attach Card Copy)

,rfrfr tsr * *t ccrq Ti
(sqrq cr ql orqr rfd *roq otr

EWS Certificate
(Attach Certificate Copy)

o{et sr.t sri ycrq y,
(yrrm E{ dl erqT yfr qq'{ sir

Ration Card
(Attach Copy)

sc*ffr q,rd

(vciE rrd q1 srql vfr veq ;rtr

Any Other
Basis/Proof

srq 6ti srg

"PURPOSE" for REQUESTING ASSISTANCE :

qaqilfuffirdffiwv(irq:

Sr. No.

fr'q vs{l
Medical Reports/Prescriptions Attached

ers-are,eigt t qrfr ql rr$ yir+qr qE1{-dq

>) q v<ctt )

,E\ I'H!b

ASSISTANCE BEING AVAILED for SAME "PURPOSE" fTom OTHER SOURCES

Eff E(t{q d ?-qst$ orrT vtFrdt ffi erq da t toat rrqt dz

AMOUNT of ASSISTANCE BEING AVAILED

a1 ,ri wrqar nvft
Sr. No.

m:q s@l
NAME of OTIIER SOURCE

erer da q lrq

l-r fr-tsan
I,

!
I

\l

ilY.LlA,$rA ??

)ct-r{ ,h,*?-^ fx Lcr^)

,



' 
'lt

l l\

1) I hereby confirm that all details in this Form are True to the Oest of my knowledge. Any false statement will render my Applicatron & ongotng assistance, if

l) { q,NoTr s{-dr t i6' Eq ymq i f{q 'rq 
q{ tfi{q it qffi+r0 * rgn €-fl cs s-fr tr qlc +-ri tq-'d{rr \q fiaR er{rfi rtrqt ;rdt t a\ qo varrcr ftm 61 qr v+-fr tr

2) t{ ERr qi silzrdi irRr "6if{rfrr q6-.ft1-1", t el sr r.ti i, rqfl ilqirl sd Eftq qfl {fd + ffi tsqr qT&[, sl w IIr6q t q<r,rqr tr

l){gE6ril{f6tuq{6rrilfuwmeftrsiT{t,sertlyr61 a{frr+'qr-oekwrffigr<*ttt+qfq-6,,frH+.e-frQrdle-<ttet{rdqfqqqitmr

"purpose"
forliable ncel latron.rejectioni ca

from will usedbe for the AS this whichfor assisuch stancethatconfirnr nce,assista received Koshika Foundation only stated Formifsolenr2) nly

fullin afrom other theofnot future,ln inreimbursement. oravail ny ccmpany.sourceiemployer/insura ncepart

DECLARATION by APPLICANT: 3lT+{d ERl SISUI 'rd'

was requested by me

3) I hereby confirnr that I have not & vrtll

for which this assistance is requested

NT by APP ( Em 6-{R)

wlll not automatically entife me fcrr receiving or continu ng the said assistance. The deciston for granting and/or continutng the assistance will rest solely

with the Trustees oi Koshika Foundation, and their decision is thrs regard wlll be iinal and acceptable to nle.

t) yq yq7 c( s{c{ 66rffi qr sffi 6i 6Fr drrF6-(, { tqr+q*i srq-il R6r'id qi gfu *.ror tqs "6}Rrfl v.r$+Yn s*{ sq*:qrft' 'd 3{trq( arm {f+ il rn,

{dr,stdftqlffdpr$'yq-{dqifrnt,ytuqifrrq;l"qelqr6,<FI,qFHTrqt(sti(i{q*VSffiEftd $kBq-dfdrdi+Mffi$wRqqq

t rqrpf, 6d + fds s{q-$ tr tr cq, fl lfrqtur it 1orq 6 Trd qr EK i 6r+ ar tds'6lfrr6t sl-.dffi" s 
"TrS 

qFr$ tr

2) t (0{r+{6) vq srd t s6m (tfi itt rTq, Tfl, +A str fffirq sr l+ vnaar + v(trd s !IRj6 + W EiT: (6r.rfl 6l F+-fi rfi r*-ini gs srqq d

uffiy61' !F( T€-+ :qffi 61 pfq iihr glR ETq-sIfl FhIr

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

qdq6d6mnr{q@arFrvn

€w$

AGREEMENT by HOSPITAL (EeiTrd ERr 6'm)

in the matter,

EqRorFlqd,EwsrAdsktqrrdr+rfrEi'Eiflyrflrfi'E+{fl'tfrfrqwr*nfuffifldqrfrt,ffirq(ewcm)frqrsrQqlqqffisnc,Titr
l)z16FrdTdqrqt{qflqfdq{frf{qstrqdrf{'S+{srqrftdsnqtf+derqqiatr*{hfrmqd{dtqrt{+t,+dtrEci'siRrrlrrrs+{rr'
ri ffiiriffi Bffi + Tqq { "6}Rffir rrt-sd{t,tx Em csE tg f+ tr qR "slftlsl srreyn' ERt wr{kl ffi eftm/s*-f, 

"'g 
Tqr 161 fr.et qil t iil lrsilfl

ffiqrct{qcsr6drqrq1ffierq€-qwrtwrqqrtiqirqfqsngGrarwrtr gsF{sequqartffiffiffiqq<<ttfil {hfriqlrdtgffi

t{ srfirft sen qr ffi srrt TITI'FI t mi vqtffit
2. "6|fr1ql t615gqn' t d T{ wna *qa frffi rtfr a1 t'r rhfr c{ EFftnf, ERI {'rE qflE qI f{A'ri vrqrvcFscr 5l Eils r}rfr qi rsam

By affixing
(Hospitat)

avail of financral assistance from another NGO or any other sou

. that such assrslance rs granted by Koshika Foundation

hiAuthorised 5r recommendfor this tient finanfor assistancecial Kos ka weFoundationfromnderhereu ofature OU case/pasrg n gnator'/ ing

rmafli & accept followirtgrhereby
for the me arewerce patienUcasewillnor futureinhat nerther are prese ntly

lf the assistanceuested notis tantedka F the extent req sto Kosh oundation,fromgel loreq uesting
front NGanolher oro other Thsource. ist)r then ir'sTCSCTVCS to nrake shonfatheFoundatroKoshrka tnn, in thefull, rlght up anypart Fiosprtaby

from othe orNGO other sourcewill availnot du assis la fornce SAthe mermation thatslates Hosthc patient/case any anyconfi pita any plicatee ss(] n lia lly
the theonnancialfi naturein choiThe ofCE the advre uctedised/condfromce F0undationKoshika onrs treatment/proced u by Hospital,)

assistan lyThe
willHoSthe and inis Kosh F.ka Henoundation.theoil between the & no byinfluenced Hospitalthebased patient pital, wayIS arrangementpatient.

theof and kaKoshi ationFound wil nohave or&theof nltreatme it'r& outcomes bilityresponsirTleASSU &sole safety palient.responsibilitycomplete

* qts fi iqsq * 3tR "stftTor rrIg-€fli" 6RI ffi v-mt q,r ql$ <qrq

61 d,fr 3ft',sfttst" d sd t{ft-dr qr lq+<r0 w crrrd { r& rtfrr

rrt tr wH E*q.drf, q rl"t * rerq U(qrr 3*{ slri qr+ 6i EIt ffi1t t"fr

+ fns ffid
EN

Dr" wini lt -
t*... t.:sh ?'3"r

(Name, Des

v(

of Authorised Signatory

Hospital)

$rfu{irt

*/

\NZ
(Name of O\& Regn.

'r I
No.

No. with Stamp)

6,IgFE{ qTq qERISI{ 1,&,
vltrlza

Date of Surgery

qichfi si f,fts

F0R INTERNAL USE of KOSHIKA FOUNDATION oilnfts rcqh t(

SIGNATURE of TRUSTEE 2

qrfl umm zqd ams{{ r

RE of TRUSTEE 1

30.12.2019

in

17 By affixing my signature or thumb impression on this

use/publish/put-uplreproduce my name, address, photo

activities/achievements. Such use o[ my

for which assistance ls bernq requested

its toTrusteesForm, &(Applicant) agreehereby authorise Koshika

details& theof for which assistance"purpose" s uch req uested/gra n ted,is anythrough

for fordonations FoundationKoshlka and/or aboutinformation it'snolbut tolimited verbal, electronic, dissemrnatingprint, solicitingmedium ncluding
orbeiore after or fulfilmenttreatmenI theof& candetails madebe Koshika Fou ndationby my "purpose"photo

details& of for suchwhich isassislancethat uses uch of address,naflte, "purpose" requestedi granted,nly photo thelurther(Applicant) agree any

FOR

tF,#*d


