
APPLICATION FORM FOR ASSISTANCE
q-6'rffr e_{ 3rr+<{ srsq

(Healthcare)
lsrqq {sqrdl rcllnitu,

foundation
APPLICATIOT{ NO.
e,n4<t dqr : 3L t-lcriqr ffr!ff I 3

APPLICATIO'{ OATE

AGE.YEARS sEx fflrNAirE ofAPPLICANT
!cr+<s 6r rrc

6 f
FATHER'S/SPOUSE'S NA E
frmmgr q L

PRESEI{T NC

I

PERMANE t{T RESIDENCE titl
flx- ofl - Pon

3i? 1 - ,LG

l"p
occuPAT|ot{
qirqrq (mq / UN ARRIED (
TOTALANNUAL INCOIIE

6a afifo ern
(Attach Proof ol lncom.)
( sirq 6I Ens d.rr{)

PAN NO. FIT{ Gri[ qql

FAlllLY DETAILS CR-{R ffi{ur
Sr No.

sq sgr
l{amo of Family..
clrsrr 6 q<gl

Member
i5T IFT

Age
3S

(Ye.Jg
s{

Grndcr
fti'r

rvlthRolatlon ApDllc.nt
+iqr4(o IIqNSM

totBASIS ESTIiIGREOU asstSTA CE whichovarflick ls .pplic.blo)
+IIEFTT tua ffi o[rlR

(Attach Copy)

sc+fi 6rC
(vqlq cr 61 6qt gfr t\qrr 6il

Ca.d *6-
BsrlrProol

q< +t srg

un-ctfuHdffiera(w:
"PURPOSE " for REQUESTING ASStSTAt{cE

Sr No.

rq dwr
Medica I Roports/Prescriptlon. Attached

qsawsfm t qrfr +1 ,ri efriq-r qf sil'l

ASSI TAT{CE BEIN AVAILEO lot "PUSAME RPOSE from OTIIER sou cR ES
ae E(itc 3FI+{ ffiS6ITdIiq. dn3rrl tdcti TqI a/Sr No.

rq s@l
of OTHER SOURCE

erq do a qq AI'OUI{T ot ASS|STAT,t CE EING AVAILEDd '( IRfrgtFrdl

tku

-
-
-
- -

-

-

ua?il

lRE YOU AN INCOME TAXASSESSEE (Tlck whlchevcr Is appllcabl6):
3{Fr snq 16{ <mr t <d qrrq d rq c( vfi 6r frwr flrnil

ard
(Atta C.rd Copy)

q0* lqr d +q ,qrq qr
(IqM !r, d 

"rqr 
yfr dflrr q'tl

No
tirrfi

h

EWS Co.tilicrt.
(Attach Cedmcrte Copy)

ere orq s,f rqg yd
(vqllr rr 61 srqr rfr {fir{ 6it

NAME



DECLARATTOT{ byAPPL|CANT: qri<6 m siCv[ vx:

1 ) I hereby confim f|at all details in this Form are Irue to fie best oI my knowledge. Any lelse statement will render my Appllcation & orudng assialanoo' it anv,

ationcella forbe rejection/ca which assistansuchin Formls torstaleds thaon theforusedbe "purpose'Fika ndationOUfroed Koshmassistance tecervconfirm thatsole2 mnly
mewas by theol amountrequested sourcelem compaafrom othe ployer/insurancetnOT IU nyof t, partrermbulsementuln retu aval&not notatthconlirm3 hereby

tsnce uestedSth assislafor ich req qI Trfffdf{(Firdt t0 {EEiNIFII +q{Idr6IFIffi{qtr{d 6r{ (qqREsr{d,r0 {s{t{6.d f{qorcclsq kq fJqR s{6GII tdslc"n YSI q.
q{Ic Tqlsi II51srhrf6qr6i Mdsd 3t{qBc+l3{FFIdt {d lf{tsrr+nr{FI dRrdl(6Iqin!l2 ir 6m qFq {fdcrfl rch di*6q-n qlrffi rtd/Frd-d6r$qlFwlTFfilIqrRr66I qI{RIv{61vI*{{6 ,riiqqf6 IrdFrnl E{;F6It3 w

tm 6rfl)AGREEMENT bY APPLICANT (

APPLICANT'S SIGNATURE OR LEFT THUMS ITIPRESSION :

er+cs + 6l f{flH

gmEFdr€EREEM NTAG by

:; , Carttor Oiab€lei
Mana0.r Out

RECOMi[ENDED F0R ACCEPTENCE

+ f6q ri<fd

{l{ame, Oesignation & StamP of Authorised

on behall ol Hospital)

]Fl q [E 6srdrn' qfrr-{i qf'ffrfr

'l,lAl,Ij€dAraa
Road, Miller

* 161u, Thinm.iah

Signatory
Dr. Laxm

qrrtltrfar.
BM FS Ms PF R S F oc

e t

Date ol SurgerY

dctm 6i iIfrs

,s\o[21
FOR INTERI{AL USE ol KOSHIKA FoUl{DATlot{

ql<ft6 Bcd,t i(
SIGNATURE ol TRUSTEE 2

qrd 6Rl$ :SIGNATURE of TRUSTEE 1

qrs ERIW{ t

for which assistance is being requested'

2)l(Applicant)furtheragreethatanysuchuseofmyname,address,photo&detailsofthe"purpose",lorwhichsuchassElanceisrequested/granted,
wilt not automaticalty entitle me for receivlni-o-r Litinuingit 

" ""io ""iistance' 
The decision ior granting and/or clntinuing 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'

l) w sa c{ rlyi IRRR qr d,r3 +1 crq flqrcl, { (qrt<+) srcn {rcf( 61 sft 6ril tqd "$iFlfi qRi'rr< qt( 3Ed qrdd " 6i qF{dit 6GI tft t{ nq'

-rm, qu slR ri F+qrq Es vca { slfiri t, si "6tf{r6r' qdl qrsl, <H, Tfirql I€t g(iw { {d rtfdfrlkqi qt sqqf'flI * Fra fus { rsrr qqc

i yetRa r'{i * frq qfu{a tl tt ei, ril fqlrq tt YflN * crd cr m i 6{t * tcq'dEI6I srd{F' c qTS erft$ tl

2) I (iir+<6) gq cR t {tr( (fr t{r rn, ! , $tz} qt{ trdol qi fa q[Iq * 3(irql f fifi t 5t €n: {!Fri rn B5!I{ ?d rmnr rq qdq il

use/publish/put'up/reproduce my name, address, photo & details of the'purpose''
aoree & aulhorise Koshika Foundation and lt s Trustees lo

for which such assistance is requested/granted, through any1) By aflixing my signature or thumb impression on this Form, I (Applicant) hereby

medium, including bul not limiled lo verbal, print. electronic. for soliciting donations for Koshika Foundalion and/or disseminating inlormation aFout it's

activities/achievemenls. Such use of my photo & details can be made by Koshika Foundation before or after rny keatment or futfilment ofthe'purpose'

"otfrr+r" q<l rrd <rfirqi or fr"tq qtdc qt Tq6ri t)'nt

By affrxrng hereunder, signature of ourAuthorised Signatory for r€commending lhis case/patient for tlnancial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accept lollowing
1)that we neiiher are presently nor will in future ava il of financial assislance from another NGo or any other source, for the same Pati enl]case, as we are

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

by Koshika Foundation, in Part or in tull. then the Hospital reserves it s right to make uP the shortfall from another NGO or any other source This

confirmation essenliallY states thal the Hospital will not avail any duplicate assistance for the sam€ Patienucase from any other NGO or any other sourc6

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment]procedure advised/conducted bY the Hospital on lhe

patient, is based on the arrang ement between the Patient & the Hos pital. and is in no way influenced bY Kosh ika Foundation. Hence the Hospital will

assume sole & comPlete responsibility of the treatment & it's outcome & salety ol the Patient, and Koshika Foundation will have no role or responsibility
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