
APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~htka 
~~l~cll ~ ~ ~ <~Wt!@) 

foundation 

APPLICATION No,: 
f-( c13)'J \ o l 60 I :;.:c:JtoN DATE: I\ ·7Ji '1-0 lb Building block of lifo 

~~: 

NAME of APPLICANT : 
AGE-YEARS ~-qtf SEX fu'rr 

r 

I ·, 

~<!it';jll! \< A RJ. , 'f:. 0-i UJE-L(:- D3 Y E-f\R~ 
I 

r"n A-lf 
FATHER'S/SPOUSE'S NAME: 

AHl'1 )<UNM ~<!it"lfll' 

PRESENT RESIDENCE ADDRESS '!@"ll!'!' ~ ~ 

( nCJI\H I:.\ \.Jrl 'T ru 1-.! 1 r 1-- 1) 1\. l l<H \ - I-ti <-A (+-P-_ \..J 

1 I t'+R. VK f..l-m..- ( H - ·.2n11 4 

I PERMANENT RESIDENCE ADDRESS : ~ a:;rcm:w;J ~ 

fAI A-

OCCUPATION : PR \VAl't. JO~ C F A,H f:i:) I MARRIED(~) I UNM~D (~) 
~ 

TOTAL ANNUAL INCOME: 

1io 000 
(Attach Proof of Income) 

~~3'l1'!( ( 3'l1'!( cfiT '{TI~ tiw:f) 

PAN No. ~ 19@1 ffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes I No 

~ 3U1t 3'l1'!! <li1: ~ l (.rf llR ~ '3<:r 'tR ~ cfiT f.mR ffll '81 I 'ffi 
FAMILY DETAILS 'l!ftc!r{ ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

ifil! ffl 'l!ftc!rt<fi~cfiT,T'lf oil (qi'{) fu'rr ~ <Ti t!l!f ~ 
I -A I'--1 I '10 l"n lLI f:.. r __l) vf F--(7 

1 . ' \ P.'-1 ~ ,.., .. y TI~{::- {Yl ':__p .. HI 

7 VI-: nQ.. s \ I\.J l,f H r..i:::i fY\A-U- c--, 12 r,4-fl, H 11-1 F-IZ I') 1-i 
1'., . C' t1 I 7K l (-,('\ l...:.f:--rl.1 VU (- C-r R. mt ,n l'--fO I J..IF-f( 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

,mt@!<fifflfcRfi!.autm 

BPLCard EWS Certificate Ration Card Any Othe (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
Basi oof 

1'J'Ucit ffil <Ti ~ Vll111l ,r,f ~ 3WI "" 'llll1VI ~ ~cm 1'ilf~ 
('l!lllVI~ <i,'t~ 'll'@'l1w-f <fill ('lllllVI ~ 11,'t ffl'-0 'II@ 'l1w-! <fill ('lllllVI ~ 11,'t ffl'-0 'II@ 'l1w-! <fill 

"PURPOSE" for R_EQUESTING ASSISTANCE: 

~ ~ f<l;q lJll w <lit $: 

Sr. No. Medical Reports/Prescriptions Attached 

ifil! ffl ~~ -a ollU c!\i TT$ ~ ~ .iw-, 

I . I", \l.l LA I\J n5 I \ - I< r: f I /\J.."rR I A-<r I) 1-1 fl-

9 ✓ l-< i-----,...i, rY\ r-.\, r _ u (- fl f 'l" ~ \{;J:l, fr---.. 7 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES M- . ~ ~ <Ti ti_ 1'i1f 3,-Q ~ M 3,-Q ~ -a ~ TTlll 'Sl? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ifil! ffl 3Fl~cfiT"lfll' 'ffi ~ ,mt@! wt 
1,n-



t ternent will render my Application & -
-----:-:::-::=:~;;-;;-;;;: AnY false s a 

on 
m1!U11 ~- k 0wledge. 

. 9~~ 
DECLARATION by APPLICANT: ~ mu . to the best of rnY n I for the "purpose", as stated In this Form f ill\ t ils in this Form are True . b used on y 

, or% 
1) I hereby confirm that all de a . ndation, will e ther source/employer/' ~ 

!table for re1ect1on/cancellat10n. f eceived from Kosh1ka fou n full, frorn any o insuran~ ~"; 
2) I solemnly confirm that assistance, I r . . bursernent, in part or I . eo, \ was requested by me t & will not in future, avail of re1m 

....lri ~ ~ ~ ~ 'llTtll ~ l 'ill ~ ,.,, 
3) 1 hereby confirm that I have no 

. t!m ii 7lR q.1~ -if ~\I ~ 
for which this assistance is requested. - cfi ~ m<I 1lc1 ...f.! cfi ~ fqjll1 -• ol1 ~ ~ ~ lJ'QJ l1 ¾ I) ~ ~ <li1ot { f.l; ~ ~ ~ Kll l!l) ri ~ iWi ~ om ~ 'it 1!" 'IJ@~tm~Plillfft ~ , m ful!r t ~ '\ 
~ ~ -mtll"ffi \Im II~ ~", "6 m u11 m t olfcli1 ~ mm fclim 3FI ~ ~ llfi... 

2
) mI q;ra, • f.li mi -mtll"ffi ~ ~ ~1tl,p1;1 ~ t ~ 'lffel clil ~ -m APPLICANT ( ~ mu <fim) ··,~, 

3) ~ ~ 'l 
AGREEMENT bY & thOrise Koshika Foundation and it's T by agree au . t d rus1e 

L----------:-:.---:-:-. =-:-::-:;.::-;,:;~
1 
(Applicant) here , which such assistance 1s requ_es e /granted, 1hr es to 

1) By affixing my signature or thumb impression on this For:;ails of the 'purpo:e ' for Koshika Foundation and/or disseminating infer ou~h anl 
use/publish/put-up/reproduce my name, address, photo &_d Heiting donations for . before or after my treatment or fulfilm lllat1ona11,,. 
medium including but not limited to verbal, print, electronic, for so d by Koshika Foundation 

ent of lhe •"V\1\ 

' f h t & d tails can be ma e 
Pu 

activities/achievements. Such use O my P O O e 
, ose" for which such assistance • 

· · b · ested 
d t us of the purp ' is req 

for which assistance 1s eing requ · ddress photo & e a . f granting and/or continuing the ass· ta 
2) I (Applicant) further agree that any su_c~ use of m~ n?me, a aid a~sistance. The decision or ble to me. is nee res1 
will not automatically entitle me for receiving or continuing th_e s . d will be final and accepta with the Trustees of Koshika Foundation, and their decision 15 this regar { ~ "~ ~ ~ ~ ~ " ilil ~ 1) ~rn"'am~'lll amcl,l ~Wll<li\. ~ c~) 3wil-mm'ff q;1 ~:~'ij¥1~ am~tful!fll;m tft VJ!R ~t~ '!ill,~ 3TI1: sill fcmu1 ~ 'Im 'G. t ~ "~ " ~ ~. ~. '!ll<Al.; qi ffi1l ll ffllltil ~" <i ~ ~ t i ~ ,I ml1fuT ;rn .t ~ ~ t, ~ 'Im 1li1 ffl{1J1 ~ ~ it ~ 'll1 ~ * ~ 'ij ~ t ~ t«<!: ~ <!i1 ~ ~ <Rlilll ~ ~ ' 
2) ~ (~) ~ qJil ,I~ { f.l; ~ ,Tll, '!ill , ~ 3TI1: fcfcRu1 ~ f.l; 'lWllill it ~,~•~· 

~ "~" ~ oWt ~ 11i1 f.forq aifu"l 3TI1: ~ mtl 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~ ,t ~R!Pll oii@ 1li1 furr; 

AGREEMENT by HOSPITAL (~ ~ cli'{R) By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, w~ 
(Hospital) hereby affirm & accept following: 

. i 
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pat1enUcase, as wal 

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Kosh1ka Foundation. If the requested assistance is no\ gr. 
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 duplica\e assistance for the same patienVcase from any other NGO or any o\her so 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on Iii 
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 responsibili 
in the matter. 
'o111t ~ . mm\ .;'I 311{ s1 lWIBIU'ft <lil "~ m:m" s1 fcml<I ~ tu IB'!i1fu1 <lil ;;milt, f.rn ~ (~) f.rr;, V<liR.) llR! ll • 'i!i«I ! 1 
1) ~ fc!; , m zjtrr,; am: , -tt 'lF'l'<I 'G fcml<I -mT?«11 flITTft ~ m<!im ml'! <II flITTft ~ ~ " ffl wftg 'G ~ 'll1 ~ ~ t ~ Fli" rn "11i1fffl;i 
,I ~ ffl <t ~ 'G II~ m:m" WU ~ tu f<l; ti ~ "~ m:m" WU ~ fcRfu 3TITffii~ tu~ ,ITT ml .mil till 3l1'lilll 
fq;'m 38l ~ m<!iTU m <II flITTi\ 38l ~ ,I -mT?«11 m qi'! 3lNcliR wr~ wm ti ~ ~ 'G ~ ~ of@! t fl!; ~ ~ ~ o<@ ~ ij I'm 
~ m<!iTU m <11 flITTft 38l mJ:R " ,g1 wn!Wit1 
2. "<lilITT<!il ~" s1 l'fi "1t ~ ifilIB f<ml7l ~ <lil %1 wft 'I<~ WU~ "1t ~ <11 fc!;q '11l ~ 11i1 ~ wft ~ mllR'I 
t ~ qiJ fcl'l<! t am "<li1ITT<!il m:m" wu flITTfl V<liR qi'! ~ WI ~ i, ~ ~ 'G m t m.i ~ am: 31A ~ <lil mu~ -uift ~ ~ 
<lil ml 3TI1: "<li1ITT<!il" qft ~ ~ <II ~ ~ lWIB 'Gm mTI 

Dr. SIMA DAS 

Date of Surgery 
3llmFf <li1 • 

,'\vi\~ 

Adjunct ConsultaiijFCOMMENDED FOR ACCEPTENCE Oculoplasty and Ocular Oncolog~ sq;- fu-Q: ~ 
eg . o. 

Or. Shroff's Charit·, Eye Ho~ 

(Name of Dr. & Regn. No. wi~~) . 
6f<R{<li],fllqffl3Rqm,, ,. 

Direct r 
cu op asty and Ocular oncology services 
Director, Medical Educ lion Department 

· -- h · d Signatory (Name, Designation & S mp of Aut onse 
on behalf of Hospital) 

,fllq~~~-FOR INTERNAL USE of KOSHIKA FOUNDATION ~ M ~ 
SIGNATURE of TRUSTEE 1 

SIGNATURE of TRUSTEE 2 ~ ffla.R I 1------z"'"""---,.,,------r-------~'.::: fflm~2 --=-~ 

k1v?--
20 - 03 - 2025 



·ti.1111y l y,· Ho·.pit.d 

• Anl' CnrltJ 1,-H•plllll 

le-l/Ol2M1IO 


