
/V\onr\- r -11-^ v
&

KoskikaAPPLICATION  FORM FOR ASSISTANCE
<hsi <hcii 3rTl^R TTT^q

(Healthcare)
^<9•Hurt)

foundation
APPLICATION No.: M/t>zai |o;r2- APPLICATION DATE : 

3TT#^T fcRft
Building block of life.

: o.Vn

■ a *M
Ct'/oilo/sc TlXNt-nc-21-03-0,10 

KH*C,»Mr-7~r

AGE-YEARS 3^-^ SEX f^PTNAME of APPLICANT: 
3TT^T ^71 ’HFI PRk aQ ^ I VI -1-/ 7/
FATHER’S/SPOUSE’S NAME : 

'TTR Jaxi (TVy^ IMawl- 'BUMP u/vl

----------  , PASTE PHOTO HERE

2^ p»h.p
------- ^ ^ Ivco^ Vk/r’

, PRESENT RESIDENCE ADDRESS 3TTW7 1Qqii  k ^nQoPif Q n JA
t•J

ns,. o £ ±J)v 2. 
permanent  Residence  address : m

OCCUPATION :
yy\f9L.ko~y

-

MARRIED / UNMARRIED (sifonffcr)
TOTAL ANNUAL INCOME :
■^cT 3TR 1 (l^vx'lO

(Attach Proof of Income)
(3TF? TfTR Hcrl'i) f\

PAN No. Mm Tfem rvfft
ARE YOU AN INCOME TAX ASSESSES (Tick whichever le applicable): Yee/w&\

FAMILY DETAILS ^fRR
Sr. No.

3RT wn
Name of Family Member Age (Years) 

Tg (gj)
Gender Relation with Applicant

mR k̂  ^ h^T mi mR ■fcPT
t Pj I np.ch MSZ w p<y\

nmnh4 TTf M

Rn ta ao )OCL.K0l 14^-roiaq

ISM

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
HtiWcll Igpfr j^dcT 3TRR

BPL Card
(Attach Card Copy)

’k 141 tM ^ 3RM 'CR
(TWFT T3 wn 3lfir TFR mtl

EWS Certificate 
(Attach Certificate Copy)

37M 3M 1WM ^ 
(3RM T? WTI Utcl TTcFI ^Rl

Ration Card 
(Attach Copy)^/

(ITRFI ^ m) 'SPIT 31% 'HrR m^l

Any Other 
Basis/Proof

3RI RTS^I

"PURPOSE” for REQUESTING ASSISTANCE:
HSNdi Rt>^ M Rhcfl mi

Sr. No.
wn

Medical Reports/Prescriptions Attached
^IWdld/sTmit ^ 'TifRt ^ ^0 h Vih

n I Q 0 ^ fit- - r'ci-k^nX

C Yc/rlTT- r^Ki lo

kKarr> 4- I r. I ,1 liA^LU . £4^rO

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES 
W ^ ^ et))| 'Sf'H WRm 3ir  wlo Rihi  mm "ft?

AMOUNT of ASSISTANCE BEING AVAILED
^ WPM wt

Sr. No. 
sR WIT

NAME of OTHER SOURCE 
SR Wld mi HIH

I nRcI



DECLARATION by APPLICANT: 3TT^ SRI

1) I hereby confirm that all details in this Form are True to the best of my Knowledge. Any false statement will render my Application & ongoing assistance, if any, 
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which such assistance 
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount 
for which this assistance is requested.
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AGREEMENT by APPLICANT SRI 3RR)

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
use/publish/put-up/reproduce my name, address, photo & details of the “purpose", for which such assistance is requested/granted, through any 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's 
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose" 
for which assistance is being requested.
2) I (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 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT byXOSHLTAL^ (fmra SRI RRR)

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:
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 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.
TRl) 3qfaRjt[, fR3TCRt Ri) 3TR 3 RTR^/M Ri) “  RVlfel+l RR3^H” 3 MlR WIRRI ^ ftTOlfal Rf) ^ITcft 3R (SWdM) ^ RRR R T#FR RR  ̂tl
1) Rk fe 3 Rt Rtfal3 3flT 3 # RfsFR 3 MlR RflRRT fRRl) TR^R) RTRH RI fRRT) 3RR fRtfl 3 3RR M/RIR^ ^fRTFR  ̂"RilfTIRR 333^13"

^ fiTR3ftwfR3f3 3R3 ^ TRRR “Rl)f^R.I R33^Tn" SIR R^R ^ 1% tl R^t R333^H" 5RT RSIRdl ft3fil  STlfWRRRT ^5 3?) Ir IRI RITRI t R)

fRRf) 3RR ^RRiR) TRR1 RI f%R) 3RR TRTIR3 3 WRR1 ^ RR STfilRIR -gtf«R T?3RT tl M ^ TTO RIRIRURT t % 3RRRTRI fef)R RRR 3RR M/RIR^ t<J fiRft  
tr fKRilO TRRI RI fRRlt 3RR RTR3 ^ Htsl I

2. “RtlTIRR R33^?R” ^ Ri) R^

^ RfR RTI fRRR t 3jk "RitiTTRR R33^H" 5RT fRRj) R^R Rt  ̂RRIR 3t) tl $eld  ̂(HRRM ^ TM) ^ ^RITRf 3?fT 3Rt Rflt R>) Rif) t W) T^R RTRRIRI

Rt tW) sftr “RtftlRR" Rf) ijlR^T RI f^U^Rlfl M RIR  ̂'t' 3?) tMtl

3RRRM

R3TRRT #RRI iRfiTR RRjfR Ri) tl ^ RI 9TRRIRI RRI t) R^ TIRH3 RI Rt 3RRR/RfRTRI RR ^RIR Thf) RR CWRIci

RECOMMENDED FOR ACCEPTENCE
^ %o; v

Date of Surgery
cIRte

Nrt\sraknurs'? jUtiishslW
Mnajftn & Stamp of Authorised Signatory.a’i 
I on\)ehalf of Hospital)

(Name,|
(Name of Dr. &. Regn. No.

......................................i_

FOR INTERNAL USE of KOSHIKA FOUNDATION

amp)) -tOneriTftf.SI3C< 3)1 1

3TRf^>

SIGNATURE of TRUSTEE 1
1

SIGNATURE of TRUSTEE 2
■sjrat 2

30.05.2019


