
APPLIGATION FORM FOR ASSISTANCE
q-6rq-dr +( qr+<{ er{n-q

(Healthcare)
( rqF.rq t€qrd) rc*hik,

foundation
APPLIGATION No.
en*fi {sl :

lce.verns rng-<{l{A E o'APPLICANT
.qrA<6 6l rq 

C ()adqt AO

PRESE RESIDENC ADD

FATHER'S/SPOUSE'S NAME
ffrmmgrq 61 a,,

PERMANENT NCE lifi

L MARRIED (ffi) I ux*mnreo (orffi)
OCCUPATION
aFmq

t

O ,

w4/ ) o/.S

sEx fth

6)

APPLICATION
ar+€ frd

r0
TOTATANNUAL II{CO E

€o qfif* itrq (Attach Proof ot lncoms)
( sqrq 6I qlqq Edrr)

PAN No. GITdT gtsII

Sr. No.
fij.dqr

^cft-dr{ 
+ iN lFI

Name ot Family Member Ags (Yearr)
rc Ls{)

GendGr

-&i'l
Relation wlth Appllcant
i{ra<+ +,slq q<s

-) aa
I

t)\ l tlInCT 0t /r lr r

tsBAS lor REQUESTIiIG ASSISTANCE rs(rick applicable)
+EEI{TdI ffiffi snrtR

EWS C.rtiltcrte
(Att ch C..tlfic.ro Copy)

rrf, qrc c{ rctq vr
(rqror rd 61 Erqr yfr ss-r 6tt

P<rtt<rrt;an(-'
(Agdr Copy)

zfttfi 6rC
(gqM Tr dl ?rqr rfr { rr 6tl

a"yoWr/
Bari4Frool

:rq qt srH

Sr. No.

E-A^Liqr Yida<erqrrercf€{ t qrft 61

Medical Repo.ls/Prescriptions Attached
{rqrl

ASSISTA CE BEING AVATLEO for SA E

fi qiYq + t( qti srq r[Frdr
"PURPOSE" from OT}IER SOURCES
ftrS e-{ dn i frqr rcr d?

Sr. No. NAiIE ot OTHER SOURCE
tiril da qr rq

AIIIOU{T ot ASSISTANCE BEtttG AVATLEO

d d {trrdr nyfr

,?4rrrtil,l a

r
tlJtllf,JttttllE'II?D,15

wrtlt!E

r
I-

-

r-

--

-

IIf,,I 7_-
Dtl,--x-I!.CDI

L11Z ,rrt

ARE YOU AT.I INCOI'E
-rt 3{rc qlq 6{ <tdl

le): Yes/No
arrd

FA tLy oErAtLs qftfi ffi{q

"PURPOSE" for REOUESTtt{G ASSTSTANCE:

wn-arfuH'riffiar<1tw:

qrq 3g c{ SI

BPL C.rd
(Att ch Ca.d Copt'

'rfrd tqr + di6rq q-*-,/-(ItlIlI q:I M Elll YI?I TEET irtl

)



DECLAnAIOi{ by APPLICANT: qli(6 E[ siqqr crl
1) I hereby contirm that all details in this Fo.m are True to the best of my knowledge. Any talse slatement will render my Application & ongohg assislan@, it anv,

liable lor rsjecuory'cancellation.

el i aor".^ry l*m rut assistsnca, if received from Koshaka Foundation, will be used only fot the 'purpose" as stated in this Form. for whidl sudl assisGnce

merequested by theofsouother rce/emfrom ployer/insurancein or anyofavail imbursere ment,E not n partlhal nolhavehere confirm3 by
uesledassistancewhichfor reqthis FrfrqI t+f{{Rqdl ttd (lFTdIqFII +ffi$r ?6rn(dI t qG ;rii qssd+tffiwr srrdr0 ca{{.dcIr5ar lrJsRRq.i's![ vs6IdI t (qIq{]n {IrSIIf6qr61 qrt{t,Hscd"3{li5l 3kqTfrt qId rA $6iRr6tir wrmlinEM {qh 6i ifrqrd t6qfi qqllrqfFfr EtviTdqc/frct€i6tlqI fusl{RI 3Tf{r6inc6 ,d6{in isR IIrI|nlI tE(5tu

{I q.tr{)AGREEMENT bY

APPLICAIT'S SIGNATURE OR LEFTTHUMB IIiiPRESSION :

f{m

AGREEMENT bY HOSPITAL (TgKITd fl 6{I{)

rtlr. LakCtmbrthl i<RECOMiIENDED FOR ACCEPTENCE

ff + frq d<fd

(A unil of Shraddha E!'€ C.ra TrulJ
r 1 6/\tJhlTDBs$hfinrf sUlllP'olrOfi'&&Ndm",y

on bohall of Hospltal)

IFI s K Esdrd qfr-{a qffi

lrrgdtuto lo. Oiabd.. e E),. Crr

I

rtctive

Dr. L Olerrnavaf
.lrtw
Date of Surgery
dqtln qi f,Its

qmft6 rcd,r t(F0ut{oATlot{

slcllAIURE ol TRUSIEE 2
qrd Emfi z

SIG}IATURE O' TRUSIEE 1

qrd rmnn t

1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal' print, electronic, for

activities/achievements. Such use ot my pholo & details can be

(Applicant) hereby agree & authoriss Koshlka Foundation and it's Trustees to

" 
oi tt" "prrpo"";. for *hich such assistance is requosted/granted, through anl 

. ..

soliciting'donatlons lor Koshika Foundation and/or disseminating information ebout it s

iale lj xosr'ira foundation belore or afier my treatmenl or tumlment ofthe'purpose'

for which assislanc,e is being requesled.

2) I (Applicant) lurlher agree that any such use ol my name, address, photo & delails of lhe 'purpos€', loI which such assistance Is requested/granted'

will not automatically entitte me for receiving or cont'inuing the said assistanc€. The docision ior granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foondation. and their decision is lhis regard will be llnal and acc€ptable to me

l) Vs rcr c{ qci tklq( qr i4[d 6l EIq 6IT6I, I (ert<E) icTn qf,cfr a1sfr 6{dr ({c'liiftEil srd*|r{ et{ 3q+ qtr 'd iiFt.i 6GI tfr ft ctq'

qir,ntddns]fcsTlr€rc7{dfrat,Ti"61RI6I"qq1qrd,fi,lr{fiql{€ialt{qtVs''frfrftd*{3coffi*fiTnfFsq1rqRqlEiq
t retfo Td t flrq qFrqrr |1 !l vq 61 fimor tt rarq d qd lr rc i 6{t * ftq'dfrr;l srs*qr" c an{ qftW tr

2) t (iiri<6) $ Tn t T.qn (fr t{ r|q, c , sta qk fcqrq s} fr wrcrdt * 3*Id t ffft t !i tlir! rslFk[ m f,6qr ra rnitr rsndq{

in the matter.

Eqn qft-{.ir, [Rlcd fr1 3k t qrcd/t fr 6i .6iRr6r $rr+ytq't frfrc {rI{dI *g fixsftfl E1 cffi l, Fri uq (reins) f+e r-*n i c|q c 1rIt6R 6{i

l)crfl6rdq.ifqtrqta*fie{Efiqququtrslnscrt{mrqirsrqq}c*zRlttnr*i{ttqlilil,+{frr{i"aiftnsrd-&|q'
iimfirv&"rfara*s<s{.6iF6lsE-*rlr'rmx<Qfr fi"rdfir+rsrr*m'mquqarflrfierRmroretgc.d{r*ftqMlIniqwd6
ffi q-a it( {rcr{ drqt qr ffi q.q x-{rqr t Rrril tl 5r ff6R !fi( Iqr tr rq lfr { Re 6u lrrdl t ft q{c If, Eftq E< ffi t't/ctd *g frS

ln qrcrt risr qr ffi s-{ qrq t d t'nr&frt

2. 
,nifr|l[I stir*n'i d| .d T[rTdr *q€ finrq lqtc ci tt q{ f,q.i|I€ uu d .r{ s6E rI n6i Ti sTsTvrfrcr t6r xrfi

d {-s 6r frrs i qt{ "6ifrI vrd-+rc' lr{r GrS mn *r at{ <rn l* tr rsRri f,F fl il tfl d rora grr *{ alt sH

'dRror'r<1*d arRrd rrl tlotq qfdc qtr rrqqrt d,IIt

By af,lxing hereunder, signature of our Authorised Signatory for recommending this case/patient torfinancial assislanco f'om Koshika Foundation' 
"vg

(Hospital) herebY afirm E accspt following:
1) that we neilher are presently nor will in futu re avail of llnancial assistance from another NGO o' 8ny other sourcs. for the samg Patienrcase, as we are

reQuestinq to gel from Koshika Foundation, to the extent that such assistance is I ranted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in Pa rt or in full, then the Hospital reserves lt's right to make uP the shortfall from another NGO or any other source. This

canfirmation 6ss€ntiallY states that the Hospital will not avail any duplicate assistance lor the sam€ patienrcase from any oth€r NGO or any other source

2) The assistance from Koshika Foundation is only flnancial in nature. The choic€ of the tteatmenupro€€dure advised/conducted by the Hospital on the

patienl , is based on the anangemen t betwsen lh6 patient & the HosP ital. and is in no way iniuenced by Koshika Foundation. Henc€, the Hospltalwlll

assume sole & complate responsibility of the treatm€nt & it's outc'ome & safety ol th€ patient, and Koshika Foundation will have no role or r€sponsibility

t'fr qi rg. a
srtffitfr€tsdrd

!i dt .Ct( 'dtrn' 61 rrtt tfrqt qr ffi re qrd { q0 r}frt

0443.2024

srre{?',

company,tull,future.
ts

q{rfl
i6{

trlqt,fit2t qfrq
3C$d t,3)


