
APPLICATION FORM FOR ASSISTANCE

s6rzltn *( 3n-+s{ sr5rT
(Healthcare)

(rqr+erq toqrel
rcHnitu*
foundation

Building block of life.APPLICATION No.

ords:{ €i@r : I ffi?Ii""oxe: $ ltlu
AGE.YEARS sex ftq

dru tatfrTtrtn
NAME ofAPPLICANT

srr+(q, Tr rc cq F
FATHER'S/SPOUSE'S NAME

f.rmm$q fl crc

RESIDENCE KII

:r i riiii

PTe DP ?osl q

,OZ3 Sayu,rnYt 6

\

OCCUPATION
EqERIIq iln r^r- Actbeg rgBBrEv(fud / uNMARRTED (qffid)

(Attach Proof of lncome)
(enq q,t srsq ri.Tr{)

TO AL ANNUAL INCOME
qtFf* orrq

PAN No. urm riwr

FAMtLy DETAILS qR'qR fffitq
Sr. No.

rq sgl
Name of Family Member

cfuqn * v<*d'm qn
Age (Years)

ss (sd)
Gender

ftIr
Relation wlth Applicant

oTr+<*. + {rs \rcu

<.

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

voq-cr*Hffionqn

EWS Certificate
(Attach Certifi cate Copy)

qf,r stFI qrl yqror vt
(vqm Er q1 em cfr so'{ 6tr

Ration Card
(Attach Copy) -q@r(

($NI q,:r qi-.srq yfc {,.{"r mr

Any Other

^ Basis/Proof-

ffisrg

J

Sr. No.

Fc {qr
Medical Reports/Prescriptions Attached

qwamrciru( * qrt fr1,ri yfr+fl {fr rro'r

I
ff-l (--l)f n4, \ \CJ ,Ixl I tn r + a Y.

I
,l Lt -( -r Lt4

t>)

ASSISTANCE BEING AVAILED for SAME

Fs s*rc + tq.+ ii-xr s6sal
"PURPOSE" from OTHER SOURCES

t*.tfi srq dd t frqt Tcr Ei?

Sr. No.

frq aqr
NAME of OTHER SOURCE

erq da m erq
AMOUNT of ASSISTANCE BETNG AVATLED

d rri wrq-or nvfr

frh f) 1J
t'-,

YOU A.N ASSESSEE (Tick whichever is applicable):
qlq slrq sI <ftfl d qrq d ss c{ qfr 6r frvtri'E{rAl

Yes /

al
No,
-.rd

BPL Card
(Attach Card Copy) 

-ffi *^+ +r,p;n{w
(IFIM rnr m grqr ild riera mr

"PURPOSE" for REQUESTING ASSISTANCE:

wrrm tg ffi Ti ffi qr v{tw:

PRESENT RESIDINCE ADffiESS d]

E;,V n, rnYl r) 
^.tt 

tu lYl /\t^ /^, | /^l , -. Ilt-tlTl lTJtl

- 

('n. rYfi lt - ,, X al lal

Q,,

I
/'. q' 9- PC)U I _

I



DECLARATIOI{ by APPLIGAN1: rrT+{ir- A{ dcql rrr:

l ) I hereby conirm that all details in this Form are True to the besl of my knowledge Any false statemenl will render my Application & ongoing assistance, if any'

liable for leiectbn/canc€llation

,r lll',lrr"hi"ili,'i'#i"ii"-"i"?n*. ,r ,"""ir"a tom Koshika Foundation, will be used only for the "purpose', as staied in this Form for which such assistanco

mployer/in
neuested by athereq ofcomsu arlce panothtrommenl arlre b rsen frJlu ne vat p

Enot notalth h aconllrm3 heieby
s u sletlceassistanch reqthis qId ir{6-fr{6FIdI*t f{{Rirdlrilql ntEqffiorj sliq'd 6Hs,.ltT6rt r{sftc{qq'ft qanvrsal ,d 3i1${T,l]ti idl€Sqll lqt q {yrSqf{.qr 9q,5t

61 n{dT* siaBYqi4-tRrfi].d 9t{+d6lFr-6rflftrEET'IiIIlrt tqfqqdc+(fflqlfl t qrt/dtqrsh,fr+'r6ffiTi6dqI FRt{Ri 3{frt6SIs1cida ,(?16&n E6ifrllz6{it1I siz
Em 6{R)AGREEMETIT bY APPLIGANT (

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

snir* t{flr

AGREEMENT bY HOSPITAL (TgdTf, fl{I 6{R)

RECOMMENDED FOR ACCEPTENCE

ffi + fdc {.<fd

Mr. La ks i, rt'rroathi l'r

Manag...i uuh.j".all

rNamdlEg$*ifudEtrtih d Anffird signatory' (A'unrl 6i $iltgffnoFn$E[D rrus,)
* 1 6n, rhimfl?ht'flAft+.{flta?ffifl1t8€d,

Dr. Lexmi D renne ar

eBGfrrr{tia

KltGf$tt

ltBBS,MS,
Conrulho

,qEOO{ d-i i.

Date of Surgery

3iqtffi si ilfi€

olq
FOR INTERNAL USE o{ KOSHIKA FOUNDATlOl'l

qlaft6 il+' i(
SIGNATURE oITRUSTEE 2

qrsmmzSIGNATURE ofTRUSTEE
qrd itrcr t

1) By a6rx,ng my signalure o' thumb impression on thls Eorm l

use/publiswputiuplreoroduce my name, address, ohoto E detail

medium, inciuding but not limiled to ve.bal, print, electronic, for

activitietachievements. Such use of my photo & details can be

(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

" 
oitn" "prrpo"t;, for *hi.h such assislance is requested/gr6nted' through any

rofi"iriigior"tto* fot Koshika Foundalion and/or disseminaling information about it's

iai" uv ko"rtif,.u foundation betore or after my treatrnent or fulfilment of the 'purpose"

lor which assistance is being requested.

2)l(Applicant)lunh€lagreethatanysuchUseofmynamg,address.photo&dgtailsofthe"purpose',fortvhichsuchassistanceisrequosted/grant€d,
will ngt automatically enti.e me for receiving--oi Lni'inring th" t"io u""istance. Th€ docision ior granting and/or continuing the assistance will rost solely

wittr tte trustees ot'foshika Foundation. a;d their decision is this regard will b€ final and acc€ptable to rne

l) y{ yq-J c( sqi rram qr si'Ia al Etq 6'[s.{, { ( qriq6) olq-n srqfr +1:ft q.rm t qri "ctftr*r srJdslr J|k Tfl6 4ls{f " ti uffi arm dft *tt w'

ral. qld dn vl i+qrq rs ccl {,i&-d t, 3.d "+fiw" qqq <rfr, qn, qrT{/ql 5c{ TF-'Yq t g.s 'lfrBfqd 3t{ 3q-didsii d t(ra ffi S sm qqq

t vslfrd 6{i + frq qFfii tl ii ccr {l fufioI ti sdEl * crd qr cR i 6|{ + fuq'ElftrfiI sr{g(rr " q qr$ ilfuln tr

2) I (qr+$) vq rR t (-dcn ( i5 t{ nq, vm, sld 3it{ frq{q !i' fn q.trqfl d T(ixdi t ffia t 1* E-a: vau-o m E6'fl rd m lEssiq{

"e)Rmr' qq *ri <rfird cr fioi'q qf,rq rct{ crt{6rt d,IIt

8y affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospitall hereby afiirm & accePt following

1) that we neithar are presently nor will in fu ture avail of financial assistance from another NGO o' any other source. for the same pati€nt/case, as we are

requesting to get from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Found ation, in parl or in full, then the Hospita I reserves il's nghl lo mrke uD lhe shortfall from anolher NGO or any other source This

confirmation esse ntrally states that the Hospltalwillnol avail any duplicate assistance for the same Palienucase trom any other NGO or any othor source

The assistance from Koshika Foundalion is only finafcial in nature The choice oI lhe ireatmenVProcedure advised/conducted by the Hospital on the
2)

l,$""ffi:*" * Et{ i c*d/d,n 6t "6tfrrsl 'Frrtflr" { ffiq wrrra t( ffira 41 qd t' fiti ta (twfls) t{q r6R t el? q d6R 6ri tr

l) ?|[frlii q-dqli ha d qBq { ftrfi R.6lq-dl ffi lk vr*rt dsn ql f*rfi rf,:q ett trm t'ftnrrd i d'l qI t dt,+t i6 Eci'6tfrr6i sl3-&'?"

i Rs,fivtnf{ Tfi * (qq { ,,ciRlqir srs-€flr" !K q< ?g fo tr cR 
.6IR!6I srr€Ylr' lRI stT{dl ffiFd <frmre*a lg rgt fi f+qr wa t ii qmra

ffi rq t< qrq;lt {tqt qr ffi gr4 r*rq-{ i sdrrr tl m qnr*n g{fri rc-dl tr Es lfr { se q-a w* t t6 e[sdla Bffq c<q ila tfr/qrrd t{ ffi

fR {r*fi {rqt qr ffi srq rnqq t rfi dfld,frt

z. 
.irltrfrI $n-€vn,, t d ,r{ sr]q-dr +{€ Efm ffi +i tr t't c{ rE.dla Em { rlt T-oro qr frt 'r} sr*r,qtrqr qir g{q t'fi qd rg-dlf,

* ct{ 6r t{cq t irk "utf{61 srcfi1' ar tu'S r+n qr q}i csls rS tr rsm dmrd { itfl d rtrq Ercr dn rEA sri 6t Hr0 ffi t'fi cq'f,sdl(

61 ltfr qk'6tfrr6'" q14ti lfrEl ql ffi rs qrrd { rd tifrt

pati€nt, is based on the arrangemenl behveen the patlenl & the Hosp

aasume sole & complete responsibllity of the keatment & it s oulcome

ital, and is in no way influenced bY Koshika Foundation. Hence. the Hospitalwill

& safety of the patient, and Koshika Foundation will have no role or responsibility

15-06-2023

lull,

) trqFIII,
srrd]r"

l )

lil',t'

1


