
APPLICATION FORM FOR ASSISTANCE
Tr6r.rdl ta er+e;. ,o* (Healthcare)

(Rrer4 t€!rd)
APPLICATIOX No.
qricr vqr :

AGE.YEARS sCrS_I{AME orAPPLlcAxT
rcrt(f 6r rrc

4-

_r'L-nlliaat

PERTI,ANENT ADDRESS \itl

foundation
.qri<r ffi

w-0r

f.T,r

litl

I

hihaS

Posl-0P

'S NAMEFAThER'SISPOI'SE
fi-ctmgrq q 1q

OCCUPATION :
qimFr (ffir) I unmmnreo (uR<nFc)
IOTALANNUAL INCOME
ga aft+ em (Alt.ch P,oot o, lncomo)

( qE EI qnq Edr{)
PAN No. TrIf$ CIdl qEqt

FA ILY OETAILS gficR i{dor
Sr. No. of Family

E, rT(ql
Name berMem
!n-qR EI

Age Gendet Relatlon wlth Appllcant

forEASrS UREQ ESTT G ASS|STAt{CE ichevorOIck t6 applic6bl.)
dTTEFTdI ERfrftri qITIR

BPL Card
(Atbch C..d Copy)

'rA* tol *
(rqrq rr s1 {.qq cir

ElYtt C.rtfc.t
(Att ch Cldmcd! Copy)

rra qrc c{ wq ct
(vqm cr d qcr rtd {d,r 6ir

Rrdon C.rd
(lttactr Copy}.Z
B!+fil.+t

(vqllr vr 4rd rfir dRr 6ir

tuy Oth.r
B!.h/Proot

c--s<frr,q

wm fu fr,i,r{ ffi ur v1k+:

.PURPOSE" tor REOUESTItaG ASSTSTANCE

Sr No.

rq {qr It4edical RsportJPrgscriptions Attached
rftrlqr qqi']IgdrdrEi€{ qdd

ASSISIANCE EINI G AVAILEO lot SAME PURPOSE" faollr OTHER SOURCES
3IiIT(tw 6t Ffi.rdrt{ *d:rrl fdqrt rrql d?

Sr. No.

rc xql
NA E o'OTHER SOURCE

rrq dd sl rc AMOUNT ofASSISTANC E BEINGAVAILED
,r{ v6rq-dr r{fr

I ,:IJ
ftx-

?[r,ta,'

Dt-

-

-tN

ARE YOU AN INCOME
qN src if,.{ <rdl

Y.3/
ul

AADtn(Y.L
/.

Lr-_

\

(Yoar!
(c{) fti'rt,vvx---fr'J\- I

-l
/17

ffi

(d q{ tsc c{ vfr 6r



DECLARATIo by APPLIC NT: ,!clt<6 E{ dlqr Yr:

1) I h€feby conirm hal all dstails in this Fom are True to the best of my knowledge. Ary fdlse slatement will render my Applic€tion & ongdng assistance, if any,

tion assistancencella suchlotliable th isstatedasrolecllrli,la theforsedu lposeonn be "puatio tyFoundKoshikareceivedif tromthatrm assistan@confsolem2 nly
atheofme coms uested panybyreq solrce/emPloyer/insuranceotherfromtullor in anymbursement, partvaila rerofn futureE nothave notthatconfitm3 hereby

uestedisistaass reqlhisfor s$-dqIalf{{Rnldl tE'it {EFIlFn t3Tf,dl6rnf{4{!r c{t 6riqfcIrdl (frRAdqn6rt+t q-$Rfs-{q{d.ricqSaI R'idGt t{\i'qql $d t q{lI tr:TqIIT6AIqlcrt nf6cr 5HHt61ssi3cqt r EkqT(Il5l lf{* qId tdsrg-+{rlEiftr{r{frr1t6r[Iinrnii 3r{r {qfqq3tk Efrql + qnit6q{elatfrqt*arftqtsFtffisraCI frRIeff{r6?FI{Rr3qd tndfl n{q6iqq SIFTdI tg6(I]{ (gfc
d{I rfiR)by

qrtro
APPLICAT{T'S SIGNATURE OR LEFT THUiIB IMPRESSION :

t{TH

HOSPITAL 6m)rmEMENTEAGR by

rrq qlq{ i Til A'nrdtt

* ,g .t* ** *" vqfir +1 tr tfi qr rsrs E{ { 'd e-dlr cl frFt Tl Eqrr/fiql 6r lTc tfr qd f,FdR

dRrar sre{n" Bm fdd*oettff o* "* fl $Bi f,E d{tt * rsre $qr at{ **o*tn ffi t'fr qd f,Fdrd

*1 tlff .*{ "sifrror' a1 tii lfqn qr ffi rq qqd { rff dfrr

aftlxi

Foundationfrom Koshikaceci assistanflnfor anthis case/patientdtecommena for ingtoryAuthorisedofre sisoursnderhereu ignatungBy
a refol as&affirm lowing sametheaccePt Ior patienUcasesourceothorhereby aolHospita GONnotherafromssra stancenfi ncialaofavail ntedn turefu s notnor graassistanceherneil rea the uestedntlypreseth oundationF reqKoshikaisstance byssi grantedasuchthatextentthetoF ationnd Thtce tshika soufro Kos aor otherto NGer oesli anoth nyget ftomngrequ eth shortfallakemtoit' psreseilalHosthe righful then othe lJtc6sotn por aorn N otionFounda an other nyka part fromcaseKoshi vnUsameby fo the pati€assistancecatoa dnot ava plioH ny thethal e onth spitastates theucted Hospitalesn sentiall ised/cond bynfirmatio vco reu advrocedtreatmethe nupofotceThe chtuna reralon financ italtson the HosFka lyoundati Hence pKoshi ndU alionnce rom Fokasrstaas Koshi2 The influonc€d bynond tnsailalth& Hosenl pthe ibilbeftveen patie orafia no ityrolethe ha responss ngementsedba undat onFond shikaKonepatient t,of the&tcome pati&nt it' ous saletyatmetretheofbsire itvspon&e soleassu complete t6{Atte q €tdRthetn ma d cr.rlf{q s5Rfint f,c f,Fdm)qrd t (dficwftrt{iIFTdIt trdqsrrdflq t(dRr6r4tt qrqd/t fr61 .ri{rgr$0tqN srd-BYHqfi{T( 4iel6tt6+i f,cit tti{ qr ritfrrqrcd3?f;Iiddq:rtrSqt€PIFIqraTAJhFFS{f,rqiltdfirqIqfqefi IIa] rr+qtri- 3lqii?lIf, nlvrdl Ef{qlTfrqftr6ffirf,furfd *d c-{{Rr.rdlEr-lflr' m'6iftr6l*t6 qRq(<q,rs-Cln6lftr6r !m t(q{EI!Idftcstfrwft'fdi ffi3ikt t'fr/crrd iic<STFdRI kdqf6tqIdITrqI iE[It wI{IiII lfuqfi{6K6itts,tr{{ tftde=gEn3r:IffiqItPr{r6rtf113rrlffi

lk ({drt {m q iFsl

2. '{1ft5l sB-*m" d
* +r qr Erq t Cn'

FOR ACCEPTENCERECOMIiIEI{DED
frq+ ffi

Ii

[<

ManaOor OuE...rt

, raru. Thim maiah
lFtq

AIt,
Signatory

oate of Surgery

Sqtln 61 iltu

tK\\q q-{f(6 scqiq h
FOR |i{TERNAL USE ol KOSHIKA FOUilOATIOT{

SIGIIAIURE of TRUSIEE 2

qrd rmm zSIGNATURE of TRUSTEE 1

qdffiK{ t

lT,i["l,Hl;flT":ri:i:;""l'"tTr", ,"e of my narn€. addrsss. phoro & dorairs of rhe 'purpos€'. fo, whrcr sucf! assistanca is requested/e.nted'

wilr nol automaticary entiue me ror recervrni-or tni'inrtg ,i," ,",0 
".iistanc". 

ne aJJiJn [- iianting anolor continuing the assistsnce will rest solely

with the Trust€ss of Koshika Foundation. aiJtheir decisi-on rs Uris regard will bc final and acc6ptable to n€'

l)rRl$rqritclrklErcId'ra61sc$16{,fi(!f,Iiq6)qr{wqftdif6Gltqc''sifrEl$rd&rdREs+qrdd-'-5iqF{'dEcItf6tq{q'
! , da dn ql fiqllr rs cqx I dft-d t, d 'aiimr" qqt q$, <R, qrs'{tA lsi rt{c t dd 'IfdFffrd 

qi( 3qEfr{ql + fri frql { veR qlEiq

t ysfi( 6{i * fttq afti }r lt rcr cr frclol it $nc i rrd cI rI< i d'ri * trq '6lEI6l Erdfi' q ?rs fttr tl

2)l(qi<s)I€Ti*g[c(t6t{*,*'tadkFq{!r!ifrdllcill+T(rcIt!'tri'tniERldllqtltTIftElKdtrrmre*{

1) By aflixing mY signature or thumb impression on this Form. | (Applicant) hereby agree & authorlse Koshlka Foundatlon and it's Trustees to

use/publish/Pul.u p/;eproduce my name. address, ohoto & details ol the'purpose", for which

eleckonic, for soliciting donations for Kosh

such assistance is requ ested/granted, through any

medium, including bul not limited to verbal, Print,
ika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or after my treavnent or futfil ment of the 'PUrPose'

"dQrr' qq w* <rffrd 6I fidq qfdq qt rrq6lfr litlll

0443-2024

(rgdlil

DorenrravarDr


