
(Healthcare)
(EI{qq tsqe)

1..Ur.r
Losnlka
foundation

:-.:Lotl&o-APPLICATIOI{ OATE
qr+<r tdifr

APPLICATIOT{ No

sn*<< dwr :
rr,J[ oq:z\ r re !

ac:.velns eng-e{
}lAME otAPPLICANT

:ni<+ an arq
Boso.-ro-iol-.'

PERMANENT RESIDENCE ADDRESS cnl

fY.-l.

urnnreo (Fro{6fr urrurnnreo (uffitr)OCCUPATION

atnlFt

c16,oo'.7
{Attach Proot ol lncomr}
( crq EI slq{ n-dr{)

TOTAL ANNUAL INCOME :

qa alfi-* om

FAMTLY oETAtLs !fi-dR Fd-{sr

Relallon wlth Appllcant
:qr+<6 * {rq gqq

Age (Y€ar6)

Bc (qq)
Gender

fdl
Sr. No.

rq iqr
Nama ol Famlly Member
qfi'an * €(d 6r qrc

1: {RJoo on no n iL
,J

BASS foaREoUEsIrNG ASSISTANcE (Tick whlcl'0v6, k applicablo)

saqo*Mffi qun

EWS Certllicato
(Att8ch C€dflcate Copy)

a-e rcrq s'l yqtq vr
(vqq \r 61 Eql vfd { 'r 6tr

Rrdon Cstd -/(Atlrch Copy) -
Eq+€r 6rd

(vqtlr cr ql aql ffr rH.r str

Anv Other ,-./
sa;slProof

rq ct srg

rara tE H qt ffi cr s(i'{q:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr No.

rq s@l
iredlcal Ropo(g/Proscrlptlons Attachgd

3{Ffla/sf€{ t qr0 6i 
"i 

lfr+fi q.S fr'I

-Yji'no r\.r<

"4, +.+PCloL
- 

f\dlo11.r

ASSISTANCE BEING AVAILED lor SAME "PURPOSE" ,rom OTHER SOURCES

IR qtvq + *( q+{ erq wTrdr f6d q{ q}il t ffiqr rqr i?
Sr l{o.

Eq q@l
NAME ofOTHER SOURCE

qqqtrctm AMOITNT of ASSISTANCE BEING AvAlLE0
d d wraar rrfl

4

ISFLr$E.lEEEEEtrst-ct|ltJlltiGi-Er,m

_tfll

-

r

-

sex fr-

FATHER'S/SPOUSE'S NAME

frarmgq 61 1q slo u"+\ oiak
PRESENI RESIDENCE ADDRESS litl

\

P"*.p
trqc

Posto
p

6 cr icva

PAN No. €rdt sgn
.R YesiNE YOU AN INCOME TAX ASSESSEE (Ilck rvhlchevor ls appllcablel

if,Tq qrq ql <rm t (d qrq d vs q sd q,I fr{ri Erfiql tt/

'rfl-S 
fu1 $ f{ vqtq Y{

(rqFr c? r[1 Eqr sfd df,r{ 6ir

fY-l

ll

BPL C.rd
(Attach Card Copy)

APPLICATION FORM FOR ASSISTANCE
qerq-er ?-E 3{r+<{ srsq

5g

CocrUo



OECLARATIOT by APPLICANT: Tfii<6 !M ShqI YI:

'l 
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2) I (Applicant) fudher agree that any such use of my name, addrcss, pholo & details of the 'purpose', for which such assistance is requested/granted.

witt noi auto.iticatty enai 6 me lor roceiving or conlinuing tha said assistanc€. Tho dscision for g.anting and/or cgntinuing lhe asslstanca will rest solely

wilh the Trustees of Koshika Foundation, snd their decision is lhis regard will b€ final 8nd Scceplable to m9.
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by Koshika Foundation, in parl or in lull, then tho Hospital reserves it's right to mako up thg shortfallfrom another NGO or any other source. This

conllrmalion essentially states that the Hospital will not avail any duplicale assistance for the same patienl/caso frcm any other NGO or any olher source

2) The assistance lrom Koshika Foundation is only llnancial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital, and is in no way influenc€d by Koshika Foundalion. Hence. the Hospital will

ass! me sole & clmplEts responsibility of the treatmgnt & it's outclme E saf€ty ol ths patient, and Koshiks Foundation will havo no role or responsibility

in the matter.
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