
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(Ererq te.nd)sar.rcr &. qrs,q

,,U,.t
Itosnu.ca
foundation

Building bl6k of lih.
APPLICATION No.
e[r+fi sqt : sn+fi ftdi

APPLICATION

AGE.YEARS SEX filIr

DOr ? Q t^ur @14
NAME ofAPPLICANT
qr+(+' sr rrq (t) tY)

s 0 ?
FATHER'S/SPOUSE'S NAME :

iEI;IFI

a,

hs/o /
,(--OCCUPATION UT

,{h6=o (ffid) / UNMARRIED(qffi)

(Attach Proof of lncome)
(enq a qrH Rrr)

INCOME:
qrfif+ snq

PAN No. TcIlI

FAMILY DETAILS
Sr. No.

H;q@r
Name of Famlly tember
qkn $ v<d ur rn

Age (Years)
ss (qq)

Gender

-tfrrr
Relation wlth Appllcant
qrar*' d BIQI qqq

D * n I/ I )-.(,
I I

I s{Vl It) A f '
,Qlr rr\ ,\al )

I A

3 I lfw9t h w\_7 L-{ L I

BASIS for REQUESTII{G ASSTSTANCE (Tick whtcheverEffi
rr6r{dr + ftrt fiffi onqR

EWS Certificate
(Attach Certlflcate Copy)

gTfl SIFI E{ ]FIIUI ITd

(crrm sr q1 sm yfr sd,r 6tr erq qti srFI(c{q Yr Yfr {rrr qtt

AnVOtbC*/-
BasisrFroof

Ration Card
(Attach

ffiT tg H,r{ ffi w sdw:
"PURPOSE" for REQUESTING ASSISTANCE:

Sr. No.

Ac-$@r
iledical Reports/Prescriptlons Attached

^ ^ ryreftr{ * vft q'pg $q* q,fl gg'r ,A
c

\-7

G-
'-f ,- I

L

)
t -t

1r 1tla,

ASSISTANCE BEING AVAILED for SAME "PURPOSE,'from OTHER SOURCES

W T{kc + tq.+ erq rnffiil ffi lm d( * fscr rqr d?
Sr. No.

6Il .re[
NAME of OTHER SOURCE

srq dd m rrq
AMOUNT of ASSISTANCE BEING AVATLED

))

AN INCOME whichever is
erq qrq 6{ EIdr dqrqd ss c{ qd 6r

Yes

EI

BPL
(Attach copv)

,rftfr *i yqrur rd
(vqlul *1 sm rfr sdr? 6tt

lr? .afm q qil-

PERMANENT RESIDENCE ADDR

,

I h .nn /) I

<t;/'

'I I l/--

<l/YlU4 'n/l I

,

tty.'(,



DECLARAT|O by APPL|CAT{r: qrt(6 Um tCqr cr:
'1) I hereby confrm hal all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejectiory'cancellalion.
Zt isoiernfiipnt,, tat assistsnc!, if r€ceived lrom Koshiks Foundation, wilt be used only tcr the'purpose', as stated in this Form. for which such assistance

mes uested byreq theof amountlansu concerce/emsoutnor ful aftom oth nympaof btem inursement art ployer/ilnnot avai nypfulurehave &notthatconlirm3 hereby
asstthis ncestawhichfor

[6-fr61f{R qt tqfdlII.II iit [6Frdltfr3{Irdli61Ftt qR f€{orql-dr8CE d IIel €-A {r{ cs{SrFl fq-{q ssf6' ifisal Rcqicql{ {q rJqR6.GI f
n {ITSq IFIIg{I trH qr4'nf6crBceI ES d wd nnd i glFB 3i{qFrae{i d lfdIr6Frdllil fil dRr6Iii !m qqhEqt ldql ,rih fr*6q-+€ir€ srxtffi *,t*tfiqiq-*.ActTq 3rf{r6a6T !I FRI41!r+{r t {frrIt6Frdlfq€ q6 ..T{{ 6kll t{Stu

AGREEMENT bY APPLICANT ( EII 6{R)

APPLICANT'S SIGNATURE OR LEFT THUITIB IIiiPRESSION :

!qr+<6 * Eg1lqR qr ri,$ cr ftvn

AGREEiIiENT by HOSPITAL (TgdTd ET{ 6{R)

(llame, Designation & StamP ofAuthoris.d Signatory

on behafi ol Hospltal)

rtr q Y( EsrdR qE{a qFfrIt9*\e114

Dr ore nn e
rlBBA PRllg,F

&Cnffiafr itLt

I 1&M. Thimmai.h Road' Milter Tank Bed Are,.

RECOMITIENDEO FOR ACCEPTENCE

+ f{q d<fd

Date of Surgery
dqim d irfi€

UanegGr Orttoach
llEtlutc ftr Oiabetlr E EY. Car€

at

FoR lI{TERNAL USE ol KoSHIKA FoUNDATIoN qnt'6 iqd,r h
SIGI{ATURE of TRUSTEE 2

qS rmm z
S|Gi{ATURE ofTRUSTEE 1

qrd rmm r

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

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, olectronic, for

activities/achievements. Such use ol my pholo & details can be

(Applicant) hereby agree & authorise Koshika Fouodalion and it's Trustees to

s of tho 'purpose', tor which such assislance ls reguested/granted, through any

soliclting donations lor Koshika Foundation and/or disseminating in'ormation about it's

made bi Koshika Founda0on betore or aft€r my treatment or fumlment o' the 'purpose'

lor which assistanc€ is being requested.

2) I (Appticanl) fudher agrejthai any such use ol my name, address, photo & details ot the 'purpose', for Yvhich such assistance is requested/granted,

will ;ot automaticaily eniiue me for receiving or continuing the said assistance. The decislon lor glanting and/or continuing the assistance will rest solely

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

r) W rqa qt rici rRnR qr if,rd +1 crq Err6(, t (,!cri<-d) iNTfi eqft d gE e'(dl (G 'dfir+r srdtm qt ss+ <Itr " si 'xfrTd 6(fl tt6 fu qlc,

c(r,.6td q1{ cl fr{{q rs c$r { s1fr( t, si "6itl6l'qclqIRl, <r{, qrnrql Id 3(Yq t YA rfdftM lqk scof'd + tcTi f6€1 S rqT{ rllqq

t qq,ft 6d * n{q qtuqll tr tt yqr EI fic(ll tt rdrc * crd !l rt< t 6{t + R{c'61FI6I '6rs*s{" c qTd qfrt'd tr

2) I (!sraq6) vs rR t srTd tfr *{ rn, var, vtd 3tt{ fr{rq qi f6 €rlq. + 3(t{d t lttril t!t tR: sfilrdl TI riEqr Id rrrdrl Ysqiq{

'etFr+r" wl ar* atud ot fidc frrq qk rtta-+rt tllt

By affixing hereund€r, signature of ourAuthorised signatory for recommending this case/patient lor financial assislance from Koshika Foundation, we

(Hospital) hereby affirm & accept following
that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we aae

1)

2)

requesting to get from Koshika Foundation, to the extent that such assistance lf the requested assistance is not granted

by Koshika Foundation, in part or in full, lhen the Hospital roserves it's right to
is granted by Koshika Foundation.
make up the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospita lwill not avail any duplicate assistanco for thg same pati6nucase flom any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choi6 of thg treatmenuprocrdure sdvised/con ducted by the Hospital on the

patient. is based on the arrangemsnt betwesn tho patient & the Hospital, and is in no way influsnced by Koshika Foundation Hence, th€ Hospital will

assume sole & comPlete responsibility ot the treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no 1016 or resPonsibility

in the matter

a"t-G, r*r{ d s,k i 
",qd/tt 

E} .6ifi'6r qrr*n, * frfaq swo. k ffifl d cffi *, 63 f,q (us {) fiq r+n t qm q r*6R 5{i tr

l) o"fr;ri cdcn qti fr qfiq { frfrrq rtrc ffiftstrrt dsn cr nr$ rrq ain t ael r}tnrqd I d,i qr ri rt l, i* fa tci 'ntftfi sre-C{n'

t ffi{finfr sft d {<s { "6itrrt qra-tflq' Er{ q< tg fa i qR 'tifimr sra-&Iq" Em rttrdl firrfd :rfrT6rl6-f, tg qd{ r0 frql qil t ii lrffita

ffi q-{fR T{drt {m {ffi q-q v+rrr { strTdr +i 6l qfsrR t{fr( 1gdl tr w1E{w en mr lfr qstn Efiq q< rm t'furnd fu nr$

It{ sr6rt tel qr ffi rrq stq{ d ad d'nr&tt

z. 'qifnqr vrrCnc' t d {i {rlrirl 4Td frfdq refir a1 tr r)fr c( f,sira Ea { ri sar q iri rra ETrrvlBqI qt T{s tfl q{ f,F a

* ctq n frcq I dR "siRmr $r.am'lRI ffi r*n cr ei{ <rn'rfr tr rsH f,s e {tff*rdrq$ul qt{ iflA qIi d {rt f*
ql d'fr qt "4ifrr6r' d 6lt Ifrfi ct ffi rs qrce { ?fr d'frt

Nt.

1',t -04-2024

is requested.

l

a

4-F


