
APPLICATION FORM FOR ASSISTANCE
qErq-(Ir i-{ 3rr+<r gT€rq

(Healthcare)
(Rrerq ieclE) rcSlnih,

f o u n d a t io n

D56 ,1
AGE.YEARS :BTI sEx ldrt{ALE ot APPUCAIT

En*<+ +r lrq R4ja:'l^e a o [^
FATHER'S/SPOUSE'S iIATE
frflargrq EI rrq lo t.4o\> a

pntselt rustoetce looness

PER ANENT RESIOEiICE IOONCSS : EII
pe,sl09
a,l

p'(e o p

o,L l
OCCUPATION
qir€Fl U/, ud o (ftofra) I utnmareo (effir)
TOTAL AI'NUAL I COHE :

{-e qfik slq
(Att ch P,oot o,lncom6)
( 3irq 6t clH {drr)

iF[ 3IFI slrrl q'{ <tif
ARE YOU AN INCOUE

FAMTLY DETA|LS qftqR fq-fiul
Sr. No.

mq {qt
l{ame ot FamiD mombor
qft-eR d q<ed Er rc

Age
gg

Gender
ftfI

Relallon wlth Applicant
3rrt{{ d {IE TEU

foraAsts REOUESTING ASSISTANCE lsflick appllceble)
FTMII firlfdH 3{Irm

EWS Cordfic.te
(Att.ch Cr.0ficete Copy)

rr< ffc cr{ yqM y{
(IqFr cr +1 um !fr {fiq 6tt

Bv+ftr 6rd
(mq vr 41 cl rfr {\r.{ stt

Card
coPv) gasis/Pmo,

qq s+{ srg

y Other

"PURPOSE" for REQUESTING ASSTSTANCE:

w-artEHdfficrs$s:
Sr l{o.

Fq x@l
Medical Repork/Prescriptlons Attachedqg-dc/€t€{tsftq1drfdi<r fS dq,q

ASSISTANCE BEING AVAILED lor .PSAME Ru POSE" frcm SOURCES
ss + irirl!*{q 6l{ ffiT6r{ift( SrrI fdqrt IFII )i)S.. No.

Eq {iqr
NAME ofOTHER SOURCE

qq dr ql arq
ofAMOUNT ASSTS TANCE NGBEI AVAILEOd ,.r{

{6r4dl wfl

rr-

-

r:

-

*e&!=

5AN No. EFn qtsfl

BPLCrrd 
-(Attrch C.d Copy)

'rfr* ler + {i rqM q"
(rqq Yr n1 uqr fii lt"q Ett

APPUCAnOi{ tlo.: R3{q(l EItn : " D63l 6APPLICATIO OATE:
w*<{ffi

['

(d qrq c{3II 6In-d

OTHER
r+d



DECLARATIOI{ by APPLICANT: 3TAS'E lr0 dsqr cx:

1) I hereby conl?rm that all details in this Form are True to the best ot my knowledge. Any false statement will rende. myApplication & ongoing assistance, ff ant
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Zt iiofe.nfi6nn- tfrat assislanc€, iI received f.om Koshiks Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistance

was requested by ,ne.
3) I hgreby conltrm thst I hav€ not & will not in future, avail of r€imbucement' in part or in tu

for whlch this assistance is requesled.

r I t slc"r a'rdr t f6 $ sIFa i fri 'rt {$ fr{er tt clrdr0 d qwr re td ed tr <k

2) ll Em sl {tr{dl {fu "dfttcl srs-+{rl', t d sI rd t, Ts6r Bc'ih sS 3t{q 61 $ +
t) t Ytu 6r ( f{ fr€ {Ec-dl i-{ qE rf{ al {t t, Eq {RI TI i[Rl6 qr [5q ftRr FFs

ll, from any other source/employer/insuGnce company, oI th€ amount

ali fuclor qc 6ci qs \rcl crdr t ni tt wrlrdl f<ra +1 cl s6'fr tr
ffii f6qr qrtqr, ql w clsq { qs .rqr tr
r< rlfrfi+qcdq 6q{ { a d Rql t dn I d qfrq { {ttt

AGREEMENT by APPLICANT ( sni<6 ERr fifl)

qrlc-6 6 6RIs{ qI d,g er tun
APPLICANT'S SIGXATURE OR LEFI THUMB IMPRESSIOt{

AGREEMENT by HOSPITAL (E{{dlfi BM 6M)

M Outteach
akshmlpathl liRECOMMENDED FOR ACCEPTENC E

ff ii f€q rf<f(

6/M Thimrna:ah : ', ta,,

eligriaiion & StamP ol Authorised

on behalf of Hospltal)
qrq E [( EWiliI qFrdi gtrdl0

Trerl anU olir Eye(A
,1.

rySignatoDName

il y6

DorennavarDr.
flon q Affi4ar fl{'gdr,lu

qmft6 sqd,r t(
FOR INTERNAL USE of KoSHIKA FoUNOATION

SIGtIATURE ol TRUSTEE 2

qrfr ERRfi 2
SIGNATURE of TRUSTEE 1

qr$ E6K{ t

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

use/publish/pulupreproduce my name, address, photo & detai

medium, including but not limited to verbal, print' electronic' fo.
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for which assislance is beihg requested.
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witt noi automatically eniitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assislance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me.
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