
(Healthcare)
(Tsrerq t€qm)

APPLICATIOa{ tlo.
eryi<< tql : B roBsl &\aa to q4-APPLICAIION DATE

atd5 ftdl I
AGE.YEARS ]]FII{AME oIAPPLICA T

rqr+(6 ql arc Y o-:*% ?s
FATHER'S/SPOUSE'S |tArrE :- e lr.\fi re-gq +l rq \:-->l!, o!ow a

ENT

ENCEADORESS:PERMANEMT Ydl tl-"f N-"of
9rBA- l^aia

foundation

t

&ildi,!e

I

hthaS

:

Ll-/-^OCCUPATION
qlrtml mrnnreo (ffir) I unrmnnreo (ffin)
TOIAL ATI UAL INCO ft
qa afi-+ on (Attach Proo, ol lnclmo)

( slr,q 6t qrF nhrr)
6Rr sgl

FA tLy DETA|LS qfrqR tf,qtq
Ago {Y€arr) r+tinll Ralatlon

Sr, No.
6q qwl t{aln! ot F.mlly

cft-{R + cd smb€r
6l irq 3r( wlth Appllcrnt

d sM {<q

\-
\

ASSISTANCEtorBASIS REOU whlchrvor is(Iick !ppl lc.bl.)t ftrt Frfr qltm

C.rd
Any Ottrrr
Ba!lr/Proot

er< 6i{ slq

EWS Crrt fclb
(Attrch Ctrdic|b Copy)

qR qrc qll rctt{ ct
(rqlq cr d uqt ffir tr.{ ctr

(Atbcrr Copy)
Ec+fi ild

(rqM qr il uq1 fi1 qifir{ dl

Sr l{o. Modlcal Ropoltt/Prsrc.iptlons Attached
ermlvater t vt 61 ri rfild<r

STANCASSI E AVAILEDBEING SAMElot "PURPOSE OTHERhom SOURCES
+ 3rrlvs E'ti $FIiII ffi ii'{ *d?i(vc T.[fdqr+( ?d

Sr No.

rq {qr
NAIIIE OfOTHER SOURCE

srq *d qt Tc
Amouilr of ASSISIANJE

d 'd saqdl
BEING AVAILED

T{i

rG+T,:EI

!lr MaE-iriltq6,lrtn:?ffi
I

H

-

-
-

-=-I

-
-

-
-

EM''I
I:I

-rXI-v4/-

ARE YOU AN II{CO E
qI qN qTq i6{ (rdl

BPL Card
(Attlch Crd Copy)

rTt+ tal + +i yqpr yr
(rqM vr d ucl Ift tcr{ sit

Y.. / l{o
urrS

"PURPOSE" to. REOUESTING ASStSTAt{CE:
rnrar tg tri 'ri firrd cl a(rq:

APPLICATION FORM FOR ASSISTANCE
qrrq-cr t? err*<< yrs.c

I

'/

._/

PAtl No.

qqd Bg q{ i6tqd

( r\



for which assistance is being requested. r^r-n.^hhar^,,ma.'forryhictsuchassistancslsrequestedigranted,
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1) By afiixing mY signature or thumb impression on this Fo'm' I (Applicant) hereby agree & authorise Korhika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, Photo & details of the 'purpose' , for vrhich such assistance is requested/granted, through any

medium, including but not limited lo verbal, Print, electronic, for so liciting donations for Koshika Foundation and/or disseminating information about it's
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2) The assistance from Koshika Foundation is only fnancial in nature. The choice of the treatmenuproced ure advised/conducted bY the Hospilal on the

patient, is based on the arrangement betwe€n the Patisnt & ih€ Hospital. and is in no way inf,uenced bY Koshi ka Foundation. Honcs' the Hospitalvrill

assume sols & complete responsibility ol the keatment & it's outcome & safety of the Palion t. and Koshika Foundation will have no role or responsibilitY
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