
APPLICATION FORM FOR ASSISTANCE
€-6rqifr +( 3{r+<r Yrsq

(Healthcare)
(srerq t€qd)

APPLICATIOi{ No. :

e{r4<r Fqr :
APPLICATION OATE :

iir+fi ffi
AGE.YEARS sex frl

a
FATHER'S/SPOUSE'S ilAl,lE :
ft-mmgx 61 1,

qil

EtIT RESIDEIICE ADDRESS litl Fr o F- Por4-.f

,.u, .,
fuosnlk a
foundation

J3g 6/-A
OCCUPATION :

4$IFI (ffi<) r unnnnnreo (offic)
TOTALAT{IUAL II{COTE :

Ee <tfrfi onc
(Attach P.oof of lncome)
( i[rq 6r flH tdr{)

€rdr {gr

FAtllrly oETAtLs cft-qR ft-{{q
Sr. No.

qq qql l{ame of Fami
fisR *

M6mber
6I .;rtl

39 s{)
Age (Yoa.s) GGndor

fflr
Relalion vrlth Appllcant
qtr<6 6 qtq {qq

BASIS for ESTINGREOU ASStSTANCE (Iick ats ppllc.ble)H ffi+ 3ilttR

EWS Certiricrte
(Attach Cer{ficato Copy)

erg om c,f rqm cl
(rqM qx +1 srqr lfd {drr 6tl

BT+fl qrd
(vcFr Y{ 61 wcr yfd {.{r{ 6it

copv)
s/Proof

lrjq qti €Eg

Othe.

wm-a fu H,ri ffi ar altw:
"PURPOSE" for REQUESTING ASSTSTANCE

S.. No.

fiq {@r
Medical Attached

.:rsararsi€( i qrfr il 'ri fil+<r rf* +a,,

IANCEASSIS EING AVAILED SAME PURPOSE" OTHEfrom R sou cR ESw +B(kq ,lrrlu+{ f{dsErqilt( qrl +d d fdqr IFII a1
Sr. No.

nq sql
NAME of OTHER SOURCE

erq €*n qr rq AMOUT{T ASSISTANcE BEING LEDd F6rC-dr,r$ wfl

-
-

-
-

iDEE',

CE YOU AN INCOIiIE
qFI 3ltC ifi <li[

TAXASSESSEE 
'Titfdqr-<risq

ck whichever h applicabit
qr Ed q;r f{nr Ernil

Yos /
tir

Card Copy)

'rt-d tor d *i yqrq q-*

(rcM c-, a1 Brqr yfr l({rr Ett

fn

i{AME oTAPPLICANT:
err*<+ a qrq I



DECLARATIoN by APPLICAi{T: 3rl*q6 m d${ rrd:

1)l hereby conllrm that alldetails in this Form are True to lhe besl of my knowledge. Any lalse slatement will render myApplication & ongoing assislance' if any,

liable for rejectiorrcancellation.
a illiir"fi-[-,ii^ tfrri assiitance, it receiveo lrom Koshika Foundation, will be used only for lhe 'purpose", as stated in this Form for which such assistance

mewas byrequested com theof amountns 1a ceeoth sou panyrt fulLN from arsem nte in a rce/employer/itr.l re ava of reimbu ny&not lnnot fu pthat havenfirmco3 hereby
s estedth as cesistanfor ich req

qI6i tLsrfrtt f{tg(6FIin3T{rdl +qKIIffi{lr qEqfq6 qdt sr{irTdl{ttd-{Fr srr6r0 {sqvTSal ,ra qf6ldl f(q s]-{mi6ds"nI E
q{r *IFIId IrFqffid qT*,n 1qt{clTS 41sc+,1 skcT{6Id* .frSI {fd*6lftr6l srde{iF6TZTflql dilft EM {CR ciqqat fdclnl t6qfr ([3rrlffi ih/Frd-{6,4frq1({aqI frmft 3TfrrdF3qs1vd ttq-qF6 l€PfiN q6 ''t;E(dInl igyfe

ERr s.m)AGREEMENT bY APPLICANT (

APPLICANT'S SIG|ATURE OR LEFT THUitB IMPRESSION

qra(s d 66rfi cI tili ei futn

AGREEi,ENT bY HOSPITAL (EgdTd BM 6{R)

DED FORACCEPTEilCE

+ f6q ri<fd
RECOMMET.I

(NalfE DEiisnation & Stamp or Aflr{f1ftg
on behalf of-Hospltall Bed.- '.{rr " '' fi a c( 6gdra qlilfd 3lu-6m

Signatory

A,dMBBS,MS,FPRS,FICO
Dr. Laxm. -:--ilia r.,l,i'

'oniuluDt&nLrb OtiUhBbtiv.
srnrxioe F6sry

Date of Surgery

atqtn i1 irfrs

rtl'r [21
fi<ts icdr t(

ion tlrenllr- usr u KosHlKA FouNOATION

SIGNATURE OfIRUS TEE 2

qfr rmnn zSIGNATURE of TRUSTEE 1

qrs 6RH{ t
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for which assistance is being requested.

2) l (Applicant) furlher agree that any such use of my name, address, photo & details o'the .purpose',lol which such assistance is requested/granted.

wi not automatica y entitle me for receiving or tntinring th" rrio ,aiistance. The decision ,or granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for linancial assistance from Koshika Foundation' we

(Hospital) herebY afiirm & acc€pt lollowing
1\ that we neither are presently nor will in future avai I of financial assistance from another NGO or any other source. for lhe same patient/case, as we are

requgsting to get from Koshika Foundation, to the e{en t that such assrstance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation , in part or in full. then the Hospital reserves it's righ t to make up the shortfall from another NGO or any other source. This

confirmation essentiallY states that the Hospitalwill not ava il any duplicate assistance lor the sams Patienuca se from any other NGO or any other source

2)The assislance from Koshika Foundation is only linancia lin nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangemen t between the Patient & the Hospital, and is in no way influBnced bY Koshika Foundation. Hence, tho Hospitalwill

assume sole & complete resPonsibili ty of the trestm€nt & it's oulcome & salety of the patlent. and Koshiks Fou ;dation will have no role or responsibility
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