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KoskikaAPPLICATION  FORM FOR ASSISTANCE (Healthcare)

foundation
APPLICATION No.: 
3TT^T TtelT : Ml02>2lJol lo APPLICATION DATE : 

311^
Building block of Ufa.

2o - o 3-zoh
AGE-YEARS 3^-^ SEXNAME of APPLICANT :

3Tl^r ^>1 TR Ckeb 71
FATHER’S/SPOUSE’S NAME : 

HR tippya latt
V, PRESENT RESIDENCE ADDRESS

WQrUJ'l

llnmLur PASTE PHOTO HERE
KkV'Vi u r^A I^TiC

foj 1 ef
PERMANENT RESIDENCE ADDRESS: 3TRT#

IS ri hnW^

OCCUPATION :
gggg QgXJb£l MARRIED / UNMARRIED

TOTAL ANNUAL INCOME:
'tyrl ^iRcf. 37R Ztrry&oL

m
(Attach Proof of Income) . - 
(3TR WT TfcFQ ^ fl

PAN No. Taicfl wn
ARE YOU AN INCOME TAX ASSESSES (Tick whichever Is applicable):
531 SIR 3TR HJcIT t f^TWH WTI^I

Yes/No '
if

FAMILY DETAILS 3ft5R
Sr. No.

IFR TRs3I
Name of Family Member 
3ft5R ^ 5iT HR

Age (Years) 
(^)

Gender Relation with Applicant
fWT

fa Q isl s \&h

M ^ (910

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
5? f^Hfd 3TT3R

BPL Card
(Attach Card Copy) 

hM ^31 ^ 3RM 35 
(TRM 35 5ft W5T 3fft W5 5>tl

EWS Certificate 
(Attach Certificate Copy)

3F3 3115 5ft 3RFT 55 
(3Rr°T 35 5ft UI3I Ufft 3?F1 57tl

Ration Card 
(Attach Copy)
135^551 5715

(33M 35 5ft W3I Tlfft TTeFI 5^1

Any Other 
Basis/Proof

3F5 5ft^ 'WT

"PURPOSE” for REQUESTING ASSISTANCE:
f57ft 3ft ft'ldl 57T 1^5:W3dl

Sr. No. 
573 WIT

Medical Reports/Prescriptions Attached 
37FT5M/lT5ST ft 5nft 5ft 3^ HVl'i

JcJC) Pknl f<Li QLmAlq SLL: HJ
- / u fjp.Ulf CnhrQ(J.

-try— MM.M4X1QPHAJ r- Cifc 4^ (

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES 
13 'ft ft^5ft^ SRT 3FF55T f+ftl 333 35fl ft foi^l 331 ift?

AMOUNT of ASSISTANCE BEING AVAILED 
# 3ft 3FI35T 3?ft

Sr. No. 
573 31s5T

NAME of OTHER SOURCE
333 Wld 57T 3R

I ,-d rrrrs 17



DECLARATION by APPLICANT: IRI

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.

1) 3 'qlw wr £ fa w 3n^T 3 ^ TCT fTtft $1 ^ fwrr Tjg ’MI t eft ^ WFTcTI fatm tft ?l
2) sra wrat tifti 3 -rot ^ ^ I?# f^n -sn^n, ^ wt ^ ro  mn ti
3) % 'Hfe RRitT RSPrar ^3 w urh  ^ft t, Tifri siffTrar rt  irrt  firrai ftRft sfi  Riwft ^ r ferar t ak r  ^ Rf^ ^ %u

AGREEMENT by APPLICANT (ot ^t  SRI W)

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, ele^Mni^^l 
activities/achievements. Such use of my photo & 
for which assistance is being requested.
2) I (Applicant) further agree that any such use of m^Bi^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 ) TR RT ^TR^ 5WI$R RT WR RRTRR, 3TRRt Rit Ijfe R5RTT (T RR ‘‘RltfyiRrt RH^YH 3lfc 3RR^ •RItAR) Rft Slfil^l RiRTT ^ fRi 'J^I RIR,

RRT, aflr Rit iRRRR RRR if '41 fad ^ “RTtf^IRil" Rcfi^ mRt), RH, RTRRT/RI 3R^YR ^ Rf?rfRfRRf 3lk <jRdi«*IRf ^ fel^ fRTRt Rt RRR RRRR

^ TtRlfRT RR^ 0^ fclR, S^fRqjd %l ^ RRR Ril fRRRR ^ Hetrl RI RK ^ RR^ ^ fciy, “RTtfYIRR RRR^RR" R -RITf) 3?fRo^cf I

2) ^ (Sn^RRr) ?R RRf ^ R6Hd ^ 1r > "^R RTR, RRI, R’li) sffc fRRRR r ) R?IRdi R> Ri^YRf ^ Rlftfd $ ^ TRd: RfTRRT RTT pR'^lt R?) RRIRTI 5R R^RR ^
“RitfYlRIT" '3R# ^TlfRRf RR fRofR 3ffRR 3^ RIMRilO #HI

iciting donations for Koshika Foundation and/or disseminating information about it’s 
ide by Koshika Foundation before or after my treatment or fulfilment of the “purpose"

APPLICANT’S SIGNATURE OR LEFT THUMB IMPRESSION : 
OT^RRi Rf fcwiW RT RiT Pi^lH

AGREEMENT by HOSPITAL (fRTRRR 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.

srfRRjff, Rit sfa MlHc)/<lJ[) Rl) "RlHYTRII RiRtRaYTR1’ ^ faidR RtJIRRI $3 fRR>lftYI R?t fat) UR (TRTRTcI) fHH RRTR ^ RPI R YRfRTR RRt) ^1
1) RF fRi R (ft RtfRH 3^ R {ft RlRiR fqfcjR WTRRI fRRlt TRRIRt TRRIR RT fRRft 3RR Wld ^ RRR Thft/RIR^ ■ft ^fft RT ^ fRT "RftfYTRiT RRR^YTR"

fTPRTiTYI/fRRfR RRR R? 7RRR "RftfYTRR RRR^YTR" '5RI RRR ^3 fRT ^1 RfR “RftftTRiT RRR^YTR" RRT WTRRT Hu fa STlfYIRT/RRiRT ^3 *1^ R^f fRTRT ^TTRT ^ Rf 3RRRTYT 
fRRft 3RR 7RRRft TRRT RT fRRft 3RR RRTTRR ^ WTRRT RR SlfRRTR ^TfRTR 333R1 f I TR ^ 7W RTRT RTTRI ^ fRT 3RR3leT IgRtR RRR RRR TWt/RTR^ fRTTft 

RTRTRt R7RT RT fRTRt 3T^R RTRR ^ Rtft ^TT/^ftl
2. '*R>)r^i RRR*^YTR" eft R^ R?TRRl ^ReT fRfRR RRjfR Rft ^1 il'il R7 iRRRIeT gKl Rt R^ ReTT? RT f%ft Rft RRRRAlfRiRI RR ^RTR <1*0 RR RTRRTeT 
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Rft #ft Slk “RftfYTRR" Rft Rft^ ^RRR RT ftnftRlft ?R RTRRt ft Rft fhftl

RECOMMENDED FOR ACCEPTENCE
wtejrff ^ f^TQ;

Ration1 & Stamp of Authorised §jgr\at6^

N ^ ' T- "i "

Date of Surgery 
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of Dr!^&^^swq))7 89̂
ft^T. H.

(Ni lei
(Name
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