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KoskikaAPPLICATION FORM FOR ASSISTANCE (Healthcare)

foundation

MloWjoi^SAPPLICATION No.:
sn^r wn APPLICATION DATE :

'Risft
Building block of lifa.

AGE-YEARS •wftpf SEX f^FT

:

: DNAME of APPLICANT
=FT ^ xn^invi

FATHER'S/SPOUSE’S NAME : 
f'Rn/^OT ^>T ■=IW L*L1-Anin JTflm

___________ PRESENT
K W/Ot AH K) A-pi)^

RESIDENCE ADDRESS WTH 3TRTFRf ^TT PASTE PHOTO HERE

imUh’
A Ur/LjC/l.M3n l^{ TJ f) KqhC.K^Qw>+(J n.^. ')4-'is\qs)

^PERMANENT RESIDENCE ADDRESS: mj ^jT

nx ri hrv^
OCCUPATION : MARRIED (fonffcr) / UNMARRIED-A wmc sr\cd<jfy
TOTAL ANNUAL INCOME:
'tjd clir^ 3TR

T (Attach Proof of Income) 
(3TRf ^TT Tlf^T TTeP^T)2nnor) ^ mi

PAN No. Mai WIT AZB;
ARE YOU AN INCOME TAX ASSESSES (Tick whichever Is applicable):
^37N3}TClR7^Tcnt(^'lTPI?f^TTR'?Ttf^T WTT^I

Yes / No

FAMILY DETAILS
Sr. No.

■3RT WIT
Name of Family Member 

, mR^K ^ TT^FTf °RT 'TW
Age (Years) Gender Relation with Applicant 

^ TPIfcfn
Hog K. M

1 jkl .^ryA

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
m?Ndl ^ RrlH IkiRi 3TRTR

BPL Card
(Attach Card Copy) 

m14) )<s<i ^ mhni ^
(TTRRT TW WZIT Tlfcl R^FT ^1

EWS Certificate 
(Attach Certificate Copy)

3R*T 3FI Ff TJIPT RW 
(TFFT ^ ^ WH 3lfil TFR ^1

Ration Card 
(Attach Copy)
Trqtan +1^

(3RFI ^ WIT TlfcT TRFT ^1

Any Other 
Basis/Proof

3T^T 'RT?i?I

"PURPOSE" for REQUESTING ASSISTANCE:

Medical Reports/Prescriptions Attached 
3TFI?lM/5fe2t ^ '^nft T[f tjpil k<rlH

^ ^ ^hAki'O

Sr. No. 
wn

\ 'na%ac]T:
1 ofcu' (n Vfi Y/frTLA

Cx3 vi r^aiLXUj- 'ia - u( r im.L=J.

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
W ^ TT^RTciT 37^1 T5f)TT ^ %RT W ^t?

Sr. No. 
^RT WIT

AMOUNT of ASSISTANCE BEING AVAILED
Trft "nf WRRTT TRft

NAME of OTHER SOURCE 
35RT Wlcl ^iT ’1IH

hvtro!Q. gc l4- r\



DECLARATION by APPLICANT: 311^ ITRI
1) 1 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.
1) 3 *flw ^ w 3n^ ^ ^ ^ ^ ^ Wt $1 ^ ^ fq««ul 3RTPI ’TFtl ^RTI t ^ ^ 4tSNdl tl
2) 'Ft SRI ^ WRRn 1M1 “^ eft W Tf) ^ft '’jfft ^ Rift f+FI 'diftill, 5R THI^F "ft ’TO FFT $1
3) ft' ^faftro wroin 3Pfa gft ft, ^xifa cft siffaF? farofaft! stto ft Fift fercr ft aftrtftt Ffazi ft ^ni

AGREEMENT by APPLICANT (snftsFT SKI ?RR)
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.

1) to* ft suri wrar ft sroft Fft wr crttfr, ft (snftFFO arrft w# Fft fr?u vp “Fftfasi wftrn ftfc ^rfa TOiftWf ” Fft ariV^i Frorr fa ftn 'ftf,
FFT, Fftft ftfc ftt faTOF TJT^ ft T#ra ft, -gft “cfftfaFF" TORft, FH, FIFFI/FI ft Ffaftfftftf Slk '3Fclfanft eft faft faftf ft) 3RTR FIKTO
ft 3TOlfTO ft fell, ftl ft} 3m FIT fa=R,JT ft} 5eiM ft F?ft FI F1F ft FRft ft faQ[ " ftlfftetil FF^ftTOl” F 'TORft sftF^IT ftl
2) ft (3IlftFF)) W FIF ft THRU f? fa ftn FTF, FFI, ftfft ftk faFFI ft fa WTFcIT ft ft TTlfftl ft 'gft TFF: WIFFI FF IRIFR Fft FFIFII W TOFF ft
“ftlftlFil" '3Tlft TOlfftft FF fftfF 3(IdH ftk FRFFFft ftfal

APPLICANT’S SIGNATURE OR LEFT THUMB IMPRESS! 
3HftFFT ft ITTOTiiR FI FF pRIH Z'

fth• w.

AGREEMENT by HOSPITAL (i}Wdld 5TO FRR)

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.
THl} ftFFjF, gWlBjft ft} ftr ft FIFft/ftft Fft “ftlf?TFF FF^ftTOl" ft fftcTF TOJTFFI ftij fTOTlffa ft} Fuft ft, faft TO! (8*Hflld) faF 3TFFT ft FFF F TftfaR F>ft ftl 
1) FF fa F ft FftlFI ftk F ft FfftF ft fF%F TIFTFFI faft} ft* TOFFft TOFIF FI faft} TOF TOft ft 3FF ftft/FIFft ftftftFlftftft, ftftfa FFft “ ftlftlF)! FFFftTOl” 
ft fftFFfrwfFfttl 3FF ft TOFF ft ftlfft'tii FFFftTR" SKI FFF ft^ fa ftl FfF MfttfftFF FF3ft?Fl" SRI TTFTFFI faftef 3ft}lF)/FFRI ftjj Hftl faFI «lldl ft ft TOFFTcrT 
farft 3FF ftr TOFFft TRFT FT faft} SR! TOFIFF ft WIFFI ft} FF SlfFFFT ^<RlF TOIFI ftl FF 1jfe ft TTOZ FiFI FTFI ft fa SRFFId faftF FFF 'FFF ftft/FIFft faft} 
ftr TOFFft TRFI FI faft} 3FF TOFF ft Ffft ftFT/ftftl
2. "FTtfilFF FFF^ftnF” ft ft} Fft TOTFFT F>Fd fftfilF F)} ftl ft}} FT TOFFM SRI Ft Fft TRW FI faft Fft 3FFR/3lfaFT FF ’JIN ft}} T^el TJTFFTF
■ft Ffa FF fFFF ft aftr “WiRlFil FFFftnF" SRI faft} 3IFFT FF Fftft FFIF Fft} ftl Tflfaft TOTOTW ft ftft ft ftk 3TTft Ffift ftt TOft faftsift ftft FF TTOFTF
F>t {(I'll ftk "FftfftFF" ft} Fftft TfftFF FI froftFR} W TOFft ft F?} ftkltl

RECOMMENDED FOR ACCEPTENCE
WlFidl ft- faro;

(Name of Dr. frRegrf. ^0. with Stamp) q i 1

Date of Surgery
ftt dklid

(Name, Dei
0^-03

T*
FOR INTERNAL USE of KOSHIKA FOUNDATION wjW

SIGNATURE of TRUSTEE1
•Fiyl 6Wl^R 1

SIGNATURE of TRUSTEE 2
^irat 2

r1
•//
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