
foundation

MEi!I

PERI,lANENT

Ct

KII

DENCE cifl

L

f ?oslw-o

LrthaS

NCE OD

UN DMARRIE (qffi)

APPLICATIOI{

AGE.YEARS qr5-

.tl0t

qrlrr M

APPLICATION FORM FOR ASSISTANCE
e-erq-<r *q err*<< srs-q

(Healthcare)
<sr+qq fuqro)

OCCUPATION
4IT€I'I

APPUCATIoN No
art*<c {qr .

iIA E ofAPPLICANT
qr*<* qr rn
FATHER'S/SPOUSE'S NAME
fe'a,cgrq q1 1q

(Attach Proot o, lncomol
( 3irq 6t qnq dar{) '

TOTAL ANNUAL INCOME
go <fi{q am
PAN No. EIdI €EN

arrfi
TAXARE YOU AN NCOME ASSESSEE (ri

flI SiFl 3lrq q di qrq i)

Name ot Fami Member
. qfi-cR d ST IFI

Age (YoaB)
sc tcdr

Gender
fti'r

Rel.tlon wlth Appllcant
6' qtq qEntt.

_-1

,t qldlr
_-r--

t)

Any

+,rd

BASIS for REQUESTI N tsASS ETANC isichGv6rFick appllcable)
sdFrdr ffi ffid 3{Trm

(ccpr !r El Brqr ffi dqq sit
Basis/Proot

:rq qt srsc

EWS Cortlflc.te
(Att6ch Cedmcatr Copy)

rrf, fic sd yqrq r:
(rqrEr !r 61 Brqr rfr tm.i 6tt

Rrtlon
(Attach

Medical Reports/Prescri ptions Att.ched

C*3rsrdrd,.gi€t qrfr si 
'r$

TANCEASSrS B GEIN AVAILED for SAI{E PU RPOSE" from OTHER sOURCES+Yq +$ if,:rfd(kq F6rq-dl ffik .:c-rl dn t TqIidcr ?dSr No.

s-c
E ofOTHER SOURCE
orq *o an rrq ISTANCEAMOU NT ASS BE NG LEO

rfr 'd II{fr

mrfr,
-taa,

rEtEtlI

r
-i3-E

I
AYil

-t--t 
tt-

Sr. No
FAMILY OETAILS gffqR fq-{'rr

"Pt RPOSE" for REQI,JESTING ASSTSTANCE:
rrn-afuCr4'rtffioqtw:

a

sg qr srl 6I
ts

,Yl

BPL Card /'
lattachcad fi

'ri-d iv f{rno r*
(vqq qr {i'crqr yfr RrF.r e'tr

Sr No.

re rgr^
I [)



Ir€cLARATIOil byAPPITANI: qI*<6 U{ qilql {r:
1 ) I lEfeby confim 6at all details in this Form are True to rle best of my knowledge. Any fulse statement will render my Applicadon & ongping asslslanoo, if any,

te ron/canc€llslion suchichlorliable thtn tsstatedastheforo purpose'usedbeouF ndatron nlyhKos kareceif ved tomstanceasslthatconfirmsolem nly2)
atheolcommeuesteds panyby rce/emreq ployer/insurancesouotherfromtnol tul anyrsemental reimbuof partfututn re avnotha &notthatconfirm3 hereby

stedts requeassistancelot this sfeqI tr61f{R(6rqntdqrlIql tq{rdlfffiqqRtr q?6ri(E {rl1"+qrr{rfrct :r{€Rfs-{0r{sIFIq9r5C Rq6mdFqt {cI t
c{i ITrql!T5Is\srt'n Fgf6qrHdTdBcdl vtlqiJ{F6I $qIa *rliisrsesr6}Rr+Ifildqt (iFI(I2 {EIN qfrqdR 6fncrd I trt6q{rfa,f{dq6/tqlq:rfES{iFflqI frsl3rf{r6{rftr3IItrrd{ 'dS'FS6rTTTiq€fidl ft t{I

6r 6ln)by

PITAL lRI(6FdrdHOSby

N*lr
Ojtr6tchnrcouuexoEo lon ACCEPTENCE

ff +frqffid

r L I IJ ro ne navar
o

Date ol Surgery

dct{r fri itfr€

{\(\t'ti
TOUNOATION

FO U
sldfi'd 3cfu t(

SIGIIATURE of TRUSIEE 2

qS rmm zsrcurune ol TRUSTEE
qrsi mm t

1) By aflixing my signature or thumb imp

use/publish/Pu t-up/reproduce mY name'
ression on this Form, I (Applicant)

address, photo & details of the'PUrPose'
hereby agree & authorise Kosh

, lor which such assistance is req
ika Foundation and it's Truslees to

uested/granted, th.ough any

medium, includi ng bul not limited to verbal, print, electroni c, for soliciting donations lor Koshika Foundation and/or dissem inating information about it's

activities/achievements. Such use of my photo & details can be made bY Koshika Foundation before or atter my treatment or fumlment ol the 'PUrPose'

ior which assistance is being requested. , r^r-tr. ^ ha .^,,m.." tor which Euch assistance is requested/granted,

2) I (Applicant) further agree that any such use ol my name' address' photo & detalls ol the 'purpose'' lor which EUch asslstanl

wi,. not automatica.y entitte me ro,ece,r,nii-, t^ii"ragin" *ro ""i*t ".r. 
rtr" oi"i- io"gi"itng 

"nd/o' 
-ntln'ing the assistance will resl solely

with the Trustees of Kosnira fo'noation' aiJtneir oecisiin is ttris regald will be linal and acceptable to me'

l) 5t $a ,'rr ,:cd rcnm cI dTd +1 clc 6T1+l, i (qd<r) qr{ srrfi d sfr cril tcq "ltfrI+t sri*m qk rsd qItr '-+i offi c,tm {ft fu an'

r , $td dk ql t{d{ol rs cqi { qlfiq t, E{ "6iir6l" qcl qr€1' <l1' Ir{rl/cl ({i 3(iYq t 5$ ffifrffrd qt{ 3q€Fd + f€i n6d { vm clEiq

t ys'fu t,d * ftR etrq( tr li vqr rr Flrtl lt ern * qrd qr al< i 6d + ftlq 'EIRIrt srdqr' c q* & tr

zl I tqrt<sl i8 rrd i xrrd (f6 t{ * ; da cr Ecor si f6 Rrrdr + r\irql r lrFtil t ni ERr RFtu 16r r'5!II rf rr51; gi qi{ il

.qilFrer' {ql rd <rfird cr fi"tq qtrc :ct ilqa;rt d'nt

APPLICANT'S SIGTAIURE OR

qr*<6 t rwt 6l ftrfl

By affixing hereunder, sig natuG of our Autho.ised Signatory lor recommending this case/patient for linancial assistance from Koshika Foundation' lYe

(Hospital) h€reby alfirm & accept lollowing:

1) that we neilher are presently nor will in futu re 6vail of financial assistance from another NGo or any other source, for the same Pa tienvcase, as we are

requesting to get hom Koshi ka Foundation, to the extent that such assista nc€ is granted bY Koshika Foundation. lf tho requested assi stanc€ is not granted

by Koshika Foundation, in Part or in full. then the Hospita I 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 duPlicato assistance for the sam€ Patienucase from any other NGO or any other source

2) The assistanc€ from Koshrka Foundation is onlY financial in nature. The choice ol the treatmenuprocedure advised/conducted bY the Hospilal on the

patien t. is based on the anangsm ent between the Pationt t the HosDital, and is in no way inf,uenced bY Koshlka Foundation. Hence the Hospital will

assume sole & complgt€ resPonsibi lity of tho keatment & it's outcome & satety of the palient' and Koshika Found ation will have no rola or rosponsibility

rrt qffr{d, rEE{ d qk t qai/t'i di "6itu6l srrCrn i frfrrq srT*r tg ffilr d mi t, H f,c (f,sm) f{q r'6R i cr{ c SdR Td tlin the matter

1) w fr r ii cihn dR r S qfrq { frffq q qa nFS lF q{sr0 {sr{ q ir{ qq uk t zfi tftAqd I dt qr n rt l, *i fr f,ci 'TlaI6I sr{-&n'

t fwrRrvinfir sm * tqc { 'dftI6r srs*!s' !T{r c<< tU t{ tl qfi 'EifiItt srr*n'w rrqdl infil qfir6,q6a tE q-d{ d ftlr t ni qmta

fr$ rq lk smt {*qr ql ir$ rq T{Iqr t srRar ti 5l dfc{t{ !(fr{ € tr re lnz { se tlr dl tfr qs a ffiq q( gfi tt/Tcd tgffi

rn qmrt rigl qr ffi qq rrqr t cfr t.nrd'fft

z. "cifirqr srr*rn'd d d su{ *qa frfrIq rqfe 11 r!ft vr tmro tm { d nalr q H ,ri 3wrvrfrqt rr 3m tff rd rmn
riql qs re- q

i {-s fl ficq t dk 'atfiml srr*m'zrl ffi r6R 6l cii <ns id tr IsR rFdrd {tn*rfls$$41{rclisAd

cl d,t dr "4ifrr6l' c1 6ii ${6I ql ffi I( Illqe { rfr *fit

0443-2024

LEFT THUITIB Ii'PRESSIOI{ :

6{R)AGREET/iENT


