
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(sr+qq toqroleq err+q-{ srs..T

APPLICATION No.
sn+fi v@r . ILL O on+{r fr{i

sExNAME ofAPPLICANT:
otr+(+. q.r crc

fq-mmgq +l rrc
NAME 0cn C

PERMANENT RESIOENCE ADDRESS !i[

f o u n d a t io n

D osnp

hiL<a

wfi
OCCUPATION
EFftIFI (fuo@ / uNTARRIED(,ffi)

EITdI

whlchever is
qrq d c(vg SIFfr HrnAftvrH3IIII sIFI 6{ EKIT

YOU AN
Yes / No
al

FAMILY DETAILS
Sr. No.

fr-q
of Member Age Relatlon wlth Applicant

+ffi
lor ts

qEm

EWS Certificate
(Attach Cerfiftcate Copy)

$rar erq erl ycm vr
(yrIM rrt ql Ercr yld ce.{ 6ir (yqrq rr q1 crqt yfr seq 6tr

Ration

6rd Basis/Proof

erq qti snil

Other

.PURPOSE" lor REQUESTTNG ASSISTANCE:
wrmt tg H rA ffi or s(tw:

Sr. No.

*'q
Medical Attached

(fr TlErtqrt ,d

ASSISTAf.ICE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
sq dBtiyc 3rrlk+i frrqi(6Frdr TdESreI fscr* dzTqI

€qr
Sr. No. NAME of OTHER SOURCE

erq {+d m rrq ofAMOUNT ASS|STAT{CE BEING AVAILEDd qtFrdl rr{fr

ANNUAL

Ea atFf*, oTrq

No.

(Attach copy)
,r0-fr fQ yqrq qx

(vrIM qi Ercr sfr *m'a c,tr

(Attach Proof of lncome)
(qrq ifi,t qrqq {l.{r{)

BPL

#'*

Gender
ffrrr

/-

(.



DECLARATIOI{ by APPLICAilT: qr*(6 ErtI QcqI Tr:

1) I hereby confirm llrat all detajls in this Form are True to the best of my knowledge. Any false stalement will render myApplication & ongoing assistance, iI any,

lefor ection/cancellationbLA ch istasuch assin Formis forstated thastheedus foF atiod be puQose'tro Kosh ika o!n vce receivedislannfi as5thatnl cosolem2 v
meuesteds ntbyreq of thecomsu panySOUother rce/emful ployer/infromnt rt o nrseme anyre aav of pareimbuwil not tuiunhave ot &TMconll lhat3 hereby

stedssistance sawhich requeisthfo tqI s6-frii+CTdI ctd rrdFrdlIFIIk{(!rqR{dt 6r{ qstrqfr6qr+trfr qsfq-d{vrqS qtq ,rq WRT{tu 9TFI fdaqiin'nn q{1 irFldqtql llsqt6cr 5qf{isitdqlTcdq skqcs5ld{ IEql lfdtFrr+{r6ilir6tc( qEr*nql6r2 {cfrqidqrn qh 6t(6qn (nffi *d/FTqti-6/dqlBwl3Tftm5T qITIFITqqlmhl tq6 dtqqt6 (zFrdl taI ttu
Em 60{)AGREEMENT bY APPLICANT (

APPLICAT.IT'S SIGNATURE OR LEFT THUMB IMPRESSION

qrt{d d Eatfi ql d$ a fivm

lcneeUeN ty xOSPITAL (Eqdl6 BRI 6(r(

Cr/f€t6tRECOMMENDED FOR ACCEPTENCE

ff + frq {<rd
(A vnit of Sh{dlt'

1!0&rhiootd$E
{}lame, Designation & Stamp of Authorised

on behalf ol Hospital)

irq s lr( Esdrf, qftE.d qfuErt

w
ATSffi$ltrt

SignatorytD

n

Dale ol Surgery

ddm d ilfrs

ornt*
iirdt-q 3ct{ t(

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE 2

qS rmm zSIGNATURE of TRUSTEE 1

ad rmsfl t

1) By affixing my signalure or lhumb impression on this Form, I (Applicant) hereby agree & authorise KosE ika Foundalion and it's Trustees Io

use/publish/pulup/reproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through anY
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1) that we neither are presently nor will in fu ture avail of financial assistance from another NGO or any other source, for the same paiienucase, as we are

reauesting to get from Koshika Foundation, to the extent that such assistance is g ranted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Founda tion, in part or in full, then the Hospital reseNes it's right to make up th; shortfall from anothe r NGO or any other source This

confirmation essenlially states that the Hospita lwill not avail any duplicate assislance for the same Patienl/case from any other NGO or any oth€r source

2) The a ssistance fiom Koshlka Foundation is only flnancial in nalure The choice of the treatmenUpro6€dure advised/conducled bY the Hospilal on the

palient, is based on the arrangement between the palient & the HospitaL and is in no way influenced bY Koshika Fou ndation Hence . the Hospital will

assume sole & complete responsibility of the treatment & it s outcome & safety ol the Patien t, and Koshika Foundation will have no role or responsibility
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