
APPLICATION FORM FOR ASSISTANCE
sar.ltil tq s{r+qn srs.q

(Healthcare)
(Ererq toqrel

a
SEX

6)

sn+qr fflfr
AGE.YEARS

APPLICATION No.
qr*E-q gen :

NAME ofAPPLICANT:
3rr+{*- 6i ilq

FATHER'S/SPOUSE'S NAME
lqcvqgq qr rn 0 q

U

n-1&u4 u T|rzrm ,I}<JY

PERMANENT AODRESS giil

(m0 / UNITARRTED(ffi)

PAN No.

OCCUPATION
aF[qrq

ol Poshl,

foundation
ltl<a

?ttt
s

urdl

tswhlchever
qrq 3qd vfrIR SIflt 3{Ig 3IIq 6"{ <rdl

ARE YOU AN
Yes /
EI

FAMTLv DETAILS cfrER
No.
{Fr

Sr.
E"II

Name of Famlly Member
qftqnFf<sr6,Inq Age (Years)

3s (sq)
Gender

ff,rr1t *r\0 ( I t-
I

v

(Tick applicable)
silgR

xyoldrlgtz.,.--.-
Basis/Pfool

qq qti srsc1vqp1 ts +1 EFII yfr sdr{ irtr

vtrrdr *
Ration Card

(Attach

scdsdr

EWS Certificate
(Attach Certlllcate Copy)

$rel oIFI erl ycFr v,
(vcrq vr +1 erqr yfr sril,i sir

"PURPOSE" for REQUESTING ASSISTANCE:
{6lfrr tE fdA rn ffi qr s{tw:

Sr. No. Medical Reporls/Prescriptlons Attached
t qrfr qt 

'r$ rfr+qr $

BEINGASSISTANCE AVAILED for "PURPOSE"SAME OTHERfrom
dw SrrI ffi1r6r.rdl fficrr*f, tSIrt+{ diTqI+(

Sr. No.

frq Hqt^
NAME of OTHER SOURCE

c sral da 6.I itq d ,r{,vfr+cr nvfr
AilOUNT ofASSISTANCE BEING AVAILEO

(n nS//'( / 1.)r

TOTALANNUAL
qtftf+ onq

(Attach

'rfi-fr tqr YIIM rl
(vcM cr gm cfr rer< cir

BPL

(Attach Proof of lncome)
(qrq 6I srH Ffrrl)

n

7$

,\() Ivf t i+h Kt)mR-



DECLARATION by APPLICA T: qI+(6 TTITiC![ Yd:

1) I hereby contirm that alldetails in lhis Form are True lo the best of my knowledge. Any false statement will render myApplication 6 ongoing assistance, if any,

liable for rejectiorrcancellation
2) I solemnly confrm that assislance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Fom Ior which such assistance

meuesled amountreq by theofrancesu compa nyurce/esofronl a other mployer/inn orm menburse nyOI TE t,nol nhave &notthconlirm at3 here by
uesledsta rsasslhistor req )-fl q-ffr61t{Rt6 IrdFrdlCFfl3TSdr iqIdIffi{lrt qfq 6r{ cs{d6 qdls[{5r0 q?qt{s,d ffi{qf6 cIlsil f(q .u-{${;FfiI 5q'JEqII q.

{qIII6ATlrtqr $s* H{fr Tkq3ct'l]{FFT{ {frqI fdsrd-+{r6'tfrr6ril {6FfnlgFI qf{qfirqr 3rh fl€ * t'riii/fi+q-6r*qlffiqI f6ql3rikr6{Itira€ iFT6iytfrT ,dT6lqqf6 q6lrrdlI 6Gl ftIfr
AGREEMENT bY APPLICANT ( 3lI+<6 Em 6{R)

APPLICAT'IT'S SIGNATURE OR LEFT THUMB IMPRESSION

6r ffln

AGREEI',ENT by HOSPITAL (;gdTd 6R1 flR

RECOi'IltENDED FOR ACCEPTENCE

ff * f{q riKfd )t{lagg otrtr€acn

(A unil o{ Shracju

I 1B/M, Tl*nrnaiah l'(oa'j'

:-t : Care Trur)
Miller Tank 8.d Anaa

(Name, Designation & stamP ol Authojised Signatory

on behalf of Hospltal)

tFr s K 6gdld itftr{d qfrisrt

MBBg,MS,FPRS,FICO
cone$lf,robr dhticrA,tnfcfriFlit'' <IFli$+ilo-r00Xafr. r

I DorennavarDr.Date ol Surgery
Iiciw 6i ilfre

NS*
FOR INTERNAL USE of KOSHIKA FOUI{DAT|ON 0ilnft6 ic+{ t(

SIGilATURE ofTRUSTEE 2

qrd rwm z
StGHltUne ot tnUSree t

qrd rmsfi t

1) By aflixing mY sig

use/publish/Pu!uP/reProduce mY
nature or thumb impression on this Form, I (Applicant) hereby

name, address, photo & details of the "purpose"
aoree & aulhortse Koshika Foundation and ll's Trustees to

lor whrch such assistance ls requesled/granled, lhrough any

medium, including but not limited to verbal, print, etectronic, for soliciling donations for Koshrka Foundalion and/or disseminating information about it's

aclivities/achievements. Such use ol my photo & details can be made by Koshika F oundation belore or after my treatment or lulfilment oI lhe "purpose"

lor which assistance is being requested.

2)l(Applicant)fudheragreethatanysuchUseo,myname,address,photo&detailsolthe..purpose',lolwhichsuchassistanceisrequested/granted,
will nol automatically entitle me for receiving or conlinurng the said assistance The decision ior granling and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, a;d their decrsion is lhis regard will be frnal and acceptable to me'

r) w y(r c{ srql rsrcl{ qr d,re d slc 6qt6{, fi ( 3na(6) 3rrfi crcfr d 5e 6'rdl (qri "6lfrr6r sri&1 qt{ ffid qrfr ' ci unqa i6ra {fa fu an'

qn, qa g1{ st fuu."r E{ yql { dfra t, 3* 'ctftrqir" wt qrd, <n, nr+.ar 5nt 3<Yc i g.6 '|fdtqM S{ 3rdt{zii + fu ffi { cm qriac

t rrglft< t,{i + tdq qft1.d tr lt vrr +r liclol lt rorq + cf,d cI rr< t 6rl * frq'df{Isr t6rE*{r' q ;qIS qfu$ tl

zl l tqr+q6l sg q|n t sEca tf6 iII rn, rm, qtzi qt fcq€I sl f6 q.rq.dl + 3.<!?if i,tftid t !* tn: slBrdr l5I I-i5!I( l{t r+mr vg q{q {

'otFlror' qq\ Bst qfrd +r fidq qftq iit( crq6r0 i)'nt

8y afiixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assista'ce from Koshika Foundation' we

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

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

by Koshika Foundalion, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom anoth er NGo or any other source. This
other NGO or any oth€r source

confirmatio n essentially states that the Hospi talwill not avail any duplicate assistance lor the same Patienucase from any

) Ihe asstslance fro'n Koshtka Foundalion rs only

;llent. is based on lhe arrangemenl between lhe
financial in nature. The choice of the keatmenVPrccedure advrsed/conducted by the Hospital on lhe

patient & the Hospital, and is in no way influenced bY Koshika Foundation. Hence, the Hospital will

ssume sole & complete responsibility ol the treatment & it's outcome & safoty of the patienl, and Koshika Found ation will h€ve no role or responsibility
2
p

a

l-[""ffi1..* * 3ri{ t crrd^tt d "*ifrrfl s*-eflr" t hf{q 
""rrdr 

t-E fswtu +1 qdl,fiii., (r*dr€) frq m'. i c'- q **6. 6d tr

l) qE f6 r q-dqn 3tR r 6 qrqrq q fdf q {[Iq-dr fs{t t{ qrsri {sr{ q ffi rq *a i v< t'frnrrd I di qr d ri t' *d frrqi "6iir6l sr3-*ffi"

t frcsli{/ffid rfl t sqq { "aiftmr srr*n" m q< tg ft tr qR 'qifirdl srfe{li" Em s[Edl ftrfd 3T&r6/Ir{'d t{ {5{ rfr frqr q t ni qF a

ffi qq;k *.r+rt qsr q frs qq 1qr; +i 6r qnr6R !.Frd rsdr tr ve 1tu { ee cu <nr t f6 qs a Rftc rrfi 6R lit/crqn *E ffi
rn qr*rt {lqr qr ffi qq slqr t {d dqrt'frt

z. 'q]frrqr qrr€qn" d d Ti srrrdl +{6 fqfirq r{Fc al ir t'fi c(

* rts 6r frcq I dR "itlfttsr $lrd{n' cm ffi ffiR m $tl <ns

qt rl,fr et '6tftr6r' d 6t qtu6l qI ffi rs qn-d { rff *tt

rrq-<n rm { 'td ron qr Fri ,.r'8 srsrccfiql er gm tti vi rmm

rfi tr ssfrri 6{q-drd I r}A d rare gcn atr sri wi o1 tfl qa req'aro

18-OA-2024

full,partavailiuture,will

which

dl6qr'{ftl2) {
l )


