
APPLICATION No. : 

NAME of APPLICANT: 

OCCUPATION 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME 

Aha Deri 
Chidoa 

TOTAL ANNUAL INCOME: 

Sr. No. 

PAN No. EI HEI 

Sr. No. 

BPL Card 
(Attach Card Copy) 

Sr. No. 

VRN-C- 23-l| - 354 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

nt M adhuna, Udho Vahat, 
PR�SENT RESIDENCE ADDRESS qHIH 3TCTy Y 

APPLICATION DATE 

Sa me abo/e 

Hone Mak en 
SocvD-CFan 

PERMANENT RESIDENCE ADDRESS: PT 3TEIT4 YiI 

Name of Family Member 

Punam 

(Healthcare) 

AGE-YEARS 914 

EWS Certificate 
(Attach Certificate Copy) 

71|23 

FAMILY DETAILS YR fAaU 
Age (Years) 
34 (a) 
73 

NAME of OTHER SOURCE 

Yes / No 

32 

SEX fe 

(Attach Proof of Income) 

T 

Gender 
fri 

M 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

"PURPOSE" for REQUESTING ASSISTANCE: 

MARRAED (faaife) / UNMARRIED (orfaaifa) 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

Catanac 

M 

Ctaa0t 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Building block of life. 

2000 

FAJTE PHOTO HERE 

Pesto 

-JCS PMM 

Relation with Applicant 

HuxboM 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLICANT: 3T% K HÌUT VA: 

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statermernt will render my Application 8 

ongoing assistar 
2) I solemnly confirm that assistance,, if received from Koshika Foundation, will be Used only for the 'purpose", as stated in this Form, for which such ase liable for rejection/cancellation. 

|3) I hereby confirm that I have not & wil not t in future, avail of reimbursement, in part or in full, from any other 
sourcelermployer/insurance Company, of the a was requested by me, 

for which this assistance is requested. 

1) By affixing my signature or thumb impression on this Form, 1 (Applicant) ) hereby agree & authorise Koshika Foundation and it's Trustees to 

pueupreproduce my name, address, photo & details of the "puroose" for which such assistance is requested/granted, tnrougn any 

euoing out not limited to verbal, print, electronic for soliciting donations for Koshika Foundation and/or disseminating iniormation about it's 

forwiets. Such use of my photo & details can be made by Koshika Eoundation before or after my treatment or fulfilment of the"purpose 

for which assistance is being requested. 

AGREEMENT by APPLICANT (3rdKe% G 5U) 

Ppcany Turther agree that any such use of my name 2ddress nhoto &. details of the "purpose". for which such assistance ls requesteogranted, 

utomatcelly entitle me for receiving or continuina the said assistance The decision for aranting and/or continuing the assistance will rest solely 

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

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we (Hospital) hereby affirm & accept following: 

Date of Surgery 

1) that we neither are presentiy nor will in future avail of financial assistance from another NGO or any other source, for the same patientlcase, as we are requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source. 2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility in the matter. 

15-06-2023 

AGREEMENT by HOSPITAL (BHIT ERI 6{R) 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

DR. KARANFREET KOUR 
(Name driR RE N.MAtamp) 

oPHTHALMOLOGY 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

Or. 

Adninistrgta 
a 

Gan Distt 
(Name, Desígnaljdh & Stamp of Authòrised Signatory drasehelf of Hospital) 

SIGNATURE of TRUSTEE 2 

Instir 



ch such assist SIstan apany, of the 

Anar Devi 

WIO: yra fa, re, 

FH faf/ DOB: 01/01/1954 

4851 76987582 

3HT VET - 281204 

IFEMALE 

onaasitAEN AUTRHORTYENDIA 

Address: 
WIO: Puran Singh, mant, mathura, 
udhar, Udhar, Mathura. 

Uttar Pradesh-281204 

48517698 7582 

www 
www.u daLgoNn 


