
APPLICATION FORM FOR ASSISTANCE
rsr€-rq-dr €-{ 3rr+<r qrsq

(Healthcare)
( qrrerq t€qld) foundation

lthaS

APPLICATION No.

3ira€ {qr : r.rloerzloeqr I 9"27 e
APPLICATION DATE

3rRiqq fdiii

AGE-YEARS 3ng-s{NA E o'APPLICANT
xr+{6 fl rrc

69
(n Iho,"n

FATHER'S/SPOUSE'S NAME

Fmmgnl 61 ,,,
PRESE R F

PERMANENT RESIDENCE ADDRESS : ffiffi!-dt

OCCUPATIO:
qqgrq Cel;e 'eo (P{t") / u MARRIEo (orffi )

(Attach Prool ot lncome)
( 3{rc 6t fiqc {dr{)

TOTAL ANNUAL INCOME

5a afi|* ar< II
Endt qg[

FAMILY OE]AILS fc-d$i
Sr. tlo,

6q g@l
Name ol Family Mamb6r
qft-qR d {r<rd ;sl qTF

Ago (Yoars)

Ts (q{)
Gander

fu'r
Rolation with Appllcant
srlr* d qtu qqq

6 lr-ttahr, nA,rC).

BASIS for REQUESTING ASSISTAtiCE Fick which€ver is applicablo)

RFrifl + tflq lfila orlwr

EWS Ceniticato
(Altach Cortlficsto Copy)

rr* nrq q'f rcm !-l
(cqtq sr 61 sm vfd { rr 6tr

Ration Card
(Atlrr$opy)

c--dfm qrC

(ccm Y{ 61 Ercr rtd tdrr 6tr
gq q]{ mr

Any Other
Basis/Proof

Sr. No.

6q g@l
Medical Reports/Prescriptions Atlached

t crfl si 'd !ftd'Er q-d c-drr

,) Re - ,(n [;1olr +

ASSISTANCE BEING AVAILE0 for SAME "PURPOSE" from OTHER SOURCES

rs rdyq d i-t cii er+ rnq-m ffi sr< dn i frqrrqr dz

Sr. No.

fi'c {ql
NAME of OTHER SOURCE

rrq *q fl ltq

-4nr2c < ,J, ?1a.<\ l-

I al

--
-

-

;-

sEx fm,r

tr

lifl

?9eoP lo

ARE YOU AN lXCOllE TAX ASSESSEE (lick whlchov.. iE appllcable)
qr flFr 3irrt w qm t t;il q14 d 3q q{ qfr ql fayni vtril iT

"PURPOSE" lor REQUESTING ASSISTAICE

wmfuH'rdffiorrt*rq.

lrrm w +1 em lfr *ir

-A,,hL,-.*

, tt. - fi.\ hi9ct tr I--

AtlOUt{T of ASSISTAi{CE EElt{G AVAILED

d 'ri F{rr rr{fr

h

BPL Card
(Attlch Clrd Copy)

rfi'n ter + fi yqq q,



DECLARATIOII byAPPLlcAt{T: 3niq-{ i' fiq'n rr
1) I hereby confirm thal all detarls rn lhrs Form are True to the besl ol my knowledge. Any false slalement i /ill render my Application & ongoing assislance. if any,

Lrable for reJectDdcancellahon.

2) I solemnly;nfirm that assistrance. if recerved from Koshrka Foundation, will be used only for the "purpose" as stated in this Form. for which such assistanca

was requested bi me.
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for which this Sssislanc€ is roquestgd.
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Dr. Na=gesh B N
Consultant, Medical Superintendent,

Comea, Cataract & Rerractive Surgery
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By affiring hereunder, signeture of our Aulhorised Signatory for rgcommending lhis case/pataent for financial assistance trom Koshika Foundation, we

(Hospital) hereby affrrm & accepl lollowingr

i1 trrat we netttrer are presenlly nor wrll ifl-luture avail gl frnancial assistance from anothgr NGO or any olher source, for thg same patignvcasg. as we are

r;questing to get trom Koshiki Foundation to the extent lhat such assislance is granted by Koshika Foundation. lf the requested assistance is not granted

by koshik-a Fo-undatron, tn part or tn lull. lhen the Hosprlal reserves rl s nght lo make up lhe shortlall lrom another NGO or any other sourco. This

c;nfirmatron essenllalty stales that lhe Hosprtal wrlt not avarl any dupicale assistance Io. the same palienVcase from any olher NGO or any olher source

2) The assistance lrom Koshrka Fo!ndalron rs only frnancra rn nalure The cholce ol the lreatmenUprocedute advised/coflducled by lhe Hospital on lhe

p;trent. is based on the arangement between lha paient & the Hosprtal, and is in no way inlluenced by Koshika Foundalion. Hence. the Hospital will

issume sote & complete resp;nsrbility o, the troatment & il s oulcome & salety of tho patront. and Koshika Foundation will have no role or responsibility

in the matter

1)ByafixingmysignatuleorthumbimpressiononthisForm.l(Applicant)herebyagrse&autholiseKoshikaFoundationandil.sTrusteBsto
use/pubtish/put-up/reprodlce my name. address, photo E details ol the'pu.pose", lor which such assrstance is requ8stedigranled. lhrough any

medium, inciuding but nol limited to verbal. print, electronic, for soliciting dgnations for Koshlka Foundation and/or diEseminating information aboul it's

activities/achaeve;enls. Such use ol my photo & details can be made by Koshika Foundataon belore or afler my treatmenl ol lulfilmenl of lhe "purpose"

for whrch assistance ts berng requesled

2) t{App|cant)turther agree thaLany such use ofmy name, address, photo & details ol the "purpose for whrch such assistanca is reqqested/g.anted,

;ill nol automatically entille me for receiving or conlinurng lhe said assrstance The decision for glanting and/or continuing the assistance will r8st solgly

wtlh the Truslees ol Koshrka Foundalron. and tharr decrslon rs lhis r€gard will be llnaland acceptable to me
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