
APPLICATION FORM FOR ASSISTANCE
qErzrdr t(L 3iT+<{ Yrs.C

(Healthcare)
(Erqrq fuqrd)

aAPPLICATIOi{ l{o.
rm*fiver: toas 9aa lo

APPLICATIOII DATE

'fi+<{ffi
AG sEx frirIAXE otAPPLICA],IT:

qr*<rr 6I qrq $ocugo-zreeauz/aa ?S- l.l-
FATHER'S/SPOUSC'S XA E
ft-ar*-gx er w 30

t{T RESIOE t{CE ADD qitl

PERMAN ENT RESIDENCE AOORESS !i[

OCCUPATION
qiRIIq l)-L - rmnreo (ffi) I uxurnareo (ffin)

(Attrch PToot o, lncome)
(icrq 6l rrH tdq) '

TOTAL ANNUAL INCOME :

5a alfi-+ or
PAN No. EftII gE[

FA rLy DETA|LS rRqR f€{ur
Sr No.

E,c {sl Nam€ of F

cRsR +
ambor

if,t tFl
age
B9

Gondor
fti4

Rolatlon wlth Appllcant
+irr&q, TM {EIU

CE (Tlck whhhaver i! lpplic!bl.)BASIS tor REQUESTTNG

srco * H Frrft rrrqn

EWtl C..tfic.h
(Afrach clrdfc.t Copy)
qe cctlrwqr

(rclq vr d qqr fi S .{ 6ir

(Athch Copy)

Eq*6r 6rC
(rqM qr 61 uqr fir d\c.{ 6tt

Card
Any Oth.r
Batb,/Proot

erq +l{ sre

.PURPOSE'
fo. REQUESTING ASSTSTA CE:

srrrrar tq H'ri ffi cI a<trq:
Sr No.

qBII ilodlcal Roportr/Prarcrlption3 Attached
qgn-d/sI€( i srt qi ,It !fr+({ F_d,1

ASStSTATI E BEIt{G DAVAILE SAMlor E "PURPOS fromE' EROTH sSOURCE+w qitB*w s)i srrdt 3FiIf*,rAt{ trd< f{cr rFII )dSr. No.

Fq RgI
NAME ol oTHER SOURCE

erq El ct rq NTATIOU ol ASSISTA Etic BEING AVAILE 0d IRt

I
r"l.t,ttf,f.

-

tfirn^Lr-GI i.'siran%]' IIISFI

-
-
-

I

rcRhih*
foundation

Quc- op W+--op
h -9,a1

RE YOU AI{ INCOI'E TAX ASSESSEE (Tlck
qrq qrc 6{ <ril t (si qr< d vc c{

BPL Card
(Att ch C.rd Copy)

ffifrtqd*imrqqr
(rqFr !? 6t s[ql fft {(qr{ r6il

Y.a / tlo
uirrfii6l

r{ {rmdr

,w
I



1) By afllxing my signature or thumb imprgss ion on this Form. I (APPI icanl) hereby agree & authorise Koshika Foundation and it's Trusteos to

usei publislvput-uP/ reproduce mY namo, address, photo & details of ihe 'Purpose' , lor which such assistance is aeq ugstBd/grantgd, through 8nY

medium, including but not limited to verbal, Print. electronic, for soliciting donations for Koshiks Foundatior and/or disseminating information about it's

activities/achievem ents. Such use ol mY Photo & details can be msde bY Koshika Foundatlon before or after my treatmo nt or lumlment of lhe 'PUrPose

for which assistance is being requested

2) I (Applicant) further agree that anY such use of mY name' addreE!, photo & dotails ol the'purpose'' tor which such assistancg is requssted/gtanted'

will not aubmatical ly entitle me for receiving or continuing the said assistanG€. The docigion lor grantrng and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their docision is this rogard will be flnal and acceptabl€ to m€

l) trt lqr Y{ wi t<nrrr qr # tl uq vqrr' I (qri<6) qq{ x[qft d lE trGt tci'6itl6t $rd!irr{ Chs{d {tr " qi qE{i t,trrr tft fu nc'

Rr, qtd dh !i frclll rs rqr { q]ftr l, tt 'dfir*t " q{t qrd, <fl, qqryqt $t ltkc { 5* il'frf{ql qk sc6F{qldHffi{YsRqlqq

t ys|Rr 6d * frq *$t ii rqr 6r fi{(!I it rtrlc * qd ct {q i Td * frrq "dfrrr vrsJe' c rqrd qfttn

2) t (qti(6) 6 rn t erm {ft tu qn' vnr' q}d et{ fr<q n cr Rtl.II * 3(kql i ffiftr t ti <tt' wsn er uq<r rfi rqnnr t{ {dc {

,6iff151'{ctE{r* :{fr{cl 6I frtq qtrq qk tmrt rint

APPLICANT;

I hereby confirm thst alldetails in lhis Form are True to

liable for rei€clion/cancollation.
iiiiernnrv brmrm mt aBslstanco, if r€ceivsd ftom Kos

sldqqrB{l3r*q-qbyOECLARATION itassistance& ongoingrender my Applicationtemenlsela slaofbest knowledge vthe my

cesrstanasich suchoF forlhistnstatedastheforusedbe puQose'onlykahi OUF ndation
2)

theof amountcompanynsuranceme sourcs/emPloyer/ieothfromrequested by
OT ful anylnrsementof bureim partaltn fulurenotInotthat hconfim3 hereby

uesledsnce t€6-frgIa1thisich reqassista t{rgfor +i {IFTdItstinIFIIq{rdrrf,iFIccf{qrq6iiqfiTrfl tr{r1cccr6rttths{qF{ {{{r(,riifi6.q RAtu t€6rdlsicq{ t trFnqT{9I5Csiqri'n Y€ffid f6cl+rEkqsd3cql,r $TEiNqId tdis,rr*{B61ftr*rTRI {{6FTfls1 qfrlqti2 frqh6m {'ntIR{qri itl6q-n*vFTqtq;rfiq3rrlffifrRI{rr'q!r!ff{iF!61{RIE€dytf{l {iqtRFTdIfqs6(nI t(d tXtu g{ 6m)PAP LICANTENT by

APPLICANT'S SIGNATURE OR LEFI THUME IITPRESSION :

qri<6 + f,Rrq{ ql d$ qt t<rm

flrerirdHOSPITALEMENT byAGRE

d,nrd'r1d TfiFITIIsrrlffiqlttslsrcrtlR rF ?ltff d4ITc-nwrtrql iFIIEI
'rAHgImIn{{!-( gmfi asftflat61+s-fl E{hd rdd RTCiITsr6Cm f,FdlcIstftr6T tft2. frC<t{rt c{dsd:cri+tfr Edrc{ s{qrrgrdltlt({rs61iffiBr(srd-3m6iftr5lorhfrcqi6-l t+qt

d,i{ ifrqlqdfcC{tqIql 6ii $6rotn

)NCEACCEPTEFORRECOMTIETIDED
+ ffrq ffiff I

&ifidised atorySign
l{amr,

' aqsK

.,i: . 13 FPOS

..- -. : .: [Jediaii,a

fi me qt or-E R{sir.lqqulgstamp)' 
tt€{ ti ilc c tiiiwtq'c. 1

Date ol Surgery
qlcim

8N

6i nfrc

,\#
Bqsi" t( alole'52FOR INTERNAL USE ol KoSHIKA Fout{0ATl0l{

SIGNAIURE ol TRUSIEE 2

qsi rmnn zSTEE 
,I

SIGNATURE ofTRU
qrsl [6lm t

6{R)

tfdq fir* r{tdii6lriSR

"6iftr!8,"d,r

$er

20-03-2025


