
)t,

APPLICATION FORM FOR ASSISTANCE
e-arq-ar *t cn+<{ sr6-q

(Healthcare)
(ErrPrq t€ffd)

,,.u, .,
fuosnlka
foundation

E u
E{:rrHilAGE.YEARS qlg_

APPLICATION No.
qr+cr qsr :

itAI{E otAPPLICA}IT :qrlc-r rq

ffiry
FATHER'S/SPOUSE'S }IA E
fr<r+gx a1 q h

PERTIAI{EtrT RESIOENCE cifl PTooP posi ap

L++1 shcrtla/,hnn

.---1

I

OCCUPATION :
AFRIFI a )zlsr r urxmnreo (qffi)
TOIAL ANNUAL II{COME :

Ea srfr6 qrq

PAN No. ETdT ITGII

(Altach Piool ot lncome)
( qrq 6r qtR d(Br)

Gonder
fdrl

Ag.
EScfi-qR *

l{amo ol

ARE YOU AN INCOME
iPll qq qlq i5.{ <rdl

Y.3/}{o
sirrfl

TAX ASSESSEE (Ilck whichcver ir appticabte):
t tqr qrq r rc cr F 6r hld'arqr

ll.mber
i6l tFI

R.lallon wfth Appllcant
iflir({ 6 mq qqq

-.-

BASIS ,o, REQUESTING ASSIS?ANC
sErrdr * ftri ftnfr :crrrn

E Flcl wtrlchovor l. .ppllcrbl.)

EIYS C.rdficlh
(Att ch Codfic.i! Copy)

qe ffc c,l rqm Tl
(yqM rr 61 qr rfd riEr{ 6tl

'r0-S
(cqlq s{ d Erqr rFd d.{rr 6il

FIM SI

BPL Card
(Attach Card

Rrlion Crrdttu\ffi|
c-xqfrr org

(vdq qr 61 cl rft dflq 6ll

-A"rdt;
- 

BaslcProol
qq dl{ mq

llodlcrl Rlports/Prolcripdon! Atttchcd
qsdrcrut€{ t qr0 sl d fatr qa 6o

BASSISTANCE EING LED SAMEtor URPOSE" from OTHER SOURCES
d{{ SrrI4f ffi{EFTdI qidltr.IB*{q t( fdqr IRT a/

Sr, No.

6q ri@r
tlAilE ot OTHER SOURCE

rrq qle qt arq
A OUflT of ASSISTANCE

d rr{ snqdr rFfr
BEINGAI/AILEO

@ilr
mm7ilrtt

I

I

atin]rllrlfiLrflElI{
GiGffi

!IIrml t-rtE-f,.q'
-=D,l|nil'I'i-frlGEdV'T

rrar:EE;t

-
-
-
-
-

-
-

-

-

FAMTLY oETAlLs qftfi Ffi{rr
S.. No.

rq rqt

"PURPOSE" lor REQUESTII{G ASSISTAI{CE

vramfuH'rtffieiqkl:
Sr. l{o.

rq {qr

68
,,t ln 

^,L,n.r.v 
na

I

I
a

7

l- .J
/

\
l

IrI
I-l nryr,.. n

(Yea,r)
( s{)

,'' ,r

t



DECLAnATDN by APPUCAiI; qd<s E{ s}q'r r[:
1 ) I hereby confrm hal all dehils ln lhis Form are True to lh€ best o, my knowledge. Any hlse slatement wil, render my Application & ongoing assistance, if any,

liablE ror roiecliofl/cancellation.
2) I solsmnly confirm hst a3sbiaoce, if rscsiv€d trom Koshika FouMation, will be used only for ths'purpose', as slatsd in this Fom, lor whlch sud! 888i$8nco
was rEquested by me.
3) I hersby confrm that I havs nol & will not in futur6, avail of r€imbursement, in part or in full, fiom any o$ter sourc€y'emdoy€r/insuranc€ company, o, fie amount
for which his assistancs is requested.

l) { rkql eii[ tf6 t{ qrq q ftA ri sS frmr +0 s'Tdrt * {d{R F q{ sfr qR Eii fi{or qd sqr qrfl qrlr sI l ni i0 {rrGI f<R d T Gfr tl
2) lt m si {rnir rfir'61fiI.n $'T+{n', t dvrff *, cst Bcd,l E{ Bh'c d ffi +ffif{qr t'n, c}tgyrsc{ q(,rqr

l) { gfr uw (ft tv< ewrir *g cr $fd d nt i, rs frr cr qRrr qr {Ta tRr ffi q rhvfrctcw{ct uq{ t q ri frqr l atr a fr qfte il fit
by APPLICANT (icri6 alo 6tr{)

AGREE ENT by HOSPITAL (fHiNE TM flN)

RECOIII{ENDEO FOR ACCEPIE[CE
rdqtfr + frq ffid

Senior Managet
(HarGUTfl El0ll&lllElEtffi sed Sisnatory

DIAB{Name of [k & Rsgn. fl.o. with Slamp)

EFE( 6I IFI S 6RIqT A IFq. 1

Date of Surgery

dctYn 6i ilfrc

luluI
FOR INTERNAL USE of K0SHIKA FOUNDATION agar, Bangalore-52

SIGIIAIURE ol IRUSIEE 2

arfr Ectq{ z
STGilATURE otTRUSTEE I

qrd rmm t

By affixing hereunder, signature ofourAuthorised Signatory for recommending lhis case/patient lor financial assistance from Koshika Foundsibn, wg
(Hospital) hereby affirm & acc€pl following:
il that we neittrer are presently nor will in future availol financial assistance fiom another NGO or 8ny othsr source, for lhe sam€ patienUcase, 9s ws arg

;questing to get from Koshika Foundation, to the extent that such assistrance is granted by Koshika Foundation. ll!!e requested assistisncs is not granted

bykoshik; Fo,-undation, in part or ln tull, then the Hospital ressrves ll's rlght to make up th€ shortfall from snother NGO or ary olher source. Thls

;nfirmatjon ossentia[y stitos that the Hospital wlll not avall any duplicate assistanca tor tho same patlsnucass ltom Eny other NGO or any other sourc€.

2) Th€ assislance from Koshika Foundation is only financial in nature. The choics of the treatmenuprocedure advisod/conducted by the Hospilal on the
patisnt, i6 basod on th€ arangsment between tha pstiEnt & tho Hospital, and is in no way influoncsd by Koshika Foundation. Honc€, th€ Hospltal tYlll

issume sote & complete resin8ibility ol the treatment & il's oulcomo & ssf€ty ol the patient, 8nd Koshiks Foundation will have no 1016 or rssponsibility

in the matter.

1) By afiixing my signatu.e or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation 8nd it's Truste€s to

use/publish/put-up/reproduce my name, address, photo & details of tho 'purpose', for which such asslstiance is requested/gEnted, lhrough 8ny

medium, lncluding but not limited to verbal, print, electronic, for soliciting donatlons lor Koshika Foundatior and,/or dlssomlnating lnformation about lt's

activitier/achievements. Such use ot my photo & detalls can be made by Koshika Foundatlon berorg or after my treatnent gr fumlment of the'purpose'
for which assistance is being requBted.
2) I (Applicant) funher agre€ that any such use ot my namo, address, pholo & details ofthe'purpos€', lor which such asslstancs is roquosted/grantod,

will not automatically entiUe me for receiving or continuing the sald assistance. The decision for granting and/or continuing the asslstiancs will rest solaly

with the Trustees of Koshika Foundation, and their decision is thls r€gard will be final and acceptabl€ to m8.
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