
APPLICATION FORM FOR ASSISTANCE
1l-6rTdt 6{ :rTr+<r Rrcrq

(Healthcare)
( rqrr{rq irdr{lf, )

o 3el
APPLIcATION l.lo

]Ir*fi (ql : Qqtq l7
APPLICATION DATE

sri<{ fdd' z3
AGE-YEARS 

.qr1 d{ sEx fu4NAME of APPLICANT

nrlc+ an erq
/1q ( il1,L\nu-t'\a-

7D H
FATHER'S/SPOUSE'S NA E

iraqztc rr ?rq q.ia-

NT RESIOENCE SSPRE

PERMANE SIDEN AOORESS

occuPAT|ot{
AFRTq [-0.,nu- / Ui{UARRTED (ormr)M

TOTAL ANNUAL INCO E

e"a qfi{q qrc (Attach Proot ol lncomr)
( 3rc 6t ErH vfrri)

PAN No I{E €TdI qGqI

FAMTLY oETAtLs cfi-qr F{d?rt
Sr. No.

6.q dqr
Name ol Family llember
cft-sR * {(d rTq

Age (Year!)

vc (s{)
Gender

id'r
Relation with Appticanl
qrt<* * clq qqq

ASISI R ESTINEQU ASSG ls Ec k ts a blelTic pp

6q6rqi Hifdi 3ltm

EWS Cerlitic.te
(AttachClrtiricat Copy)

fie q E{ rqm [,
( cqtq rr d srqt fd rt{rr 6I (cql,,l !-i ql urql lfa {.qrr Eir

md

Ration
copy)

An! Otl|4; --Eaitfrool
3r;q sii Fng

Sr. l{o.

oq riqt Erscrorsi€( i slt d 'ri efr&n
Modical Repons/Prescriptiong Attached

g{ rid'i

cJ\

ASSISTANCE BEING AVAILED for SAME 
.,pURPOSE', from OTHER SOURCES

vc r(trq + r{ +rt :rq r6r{ar frd e-a pin i fdqr rrqr a?
Sr. No.

fq q@t
NAME ot OTHER SOURCE

3l-q rrra fi Tq
AMOUNT oIASSISTANC€ BEING AVA|LE0

d ,r{ Etradr nPn

a
Ril

5'-

--

-

rcHhihu
foundation

Qre op ?qr-l
Q..*-a I4qJ4

\RE YOU AN INCOME TA.X ASSESSEE (fich whichever rs applicabte,
rEFr 3{s +l crdt t r d crq 6l Tq cr Tdt qt i+sm a'nqr

BPL
rd Copy)

'Ttd * *i vqtor c,
( YqFI vr 61 grq qfr rarr aiir

6l/

PURPOSE" for REQUESTING ASSTSTANCE

rorm ft H ,ro f**fi +r qtw:

3

0

/1

( l-;



DECLARATIOII by APPLICANT: rr+.6 rm qtcql r::
t ) I hereby Confirm lhal all delarls In thrs FO.m are Ttu,e lo lhe besl Ol my knowledge Any ralse slatemenl wrll render my Applcation E ongorng assislance ,f any

Lable for relection/cancellalon

2) t solemnty i:onfirm ttral assr6lance. rl recerved lrom Koshrka Foundaten wll b€ used only for lhe 'purpose" as ltaled rn thrs Form. tor whlch such assrslance

was requested by me

Jiif,eriii"onn,i" fta f have not & will nol in tuiure, availof reimbu.sement, rn part or rn tull, from any olher source/employer/insurance company, of the amount

for which this assistanc€ is requosted.

t) I dcqr 6(dr t ft vc nsq i Rq ,r,i qd fqqrlr tt qr{dr0 i r3n c< rrd rfr *r qR qd fcdl"l qri 6w :rr< crql wtl * i qa {IIq t<r< al q-d-& *r

2)Ci!fin srq-ar ffir "+itmr srr<m", i d q rli I $m scqh 3ds(fq*i{i + frn f6ql crt{r. qiqq!r6c{ lll'rql

+rm df+ i;ra Enprr r{ qn sr*d 
"i,ri 

t. Tq rfu qr irifrr€ a qoe iisr ffi 3i-4 rin,4{arrqa}m 6q{i? fcqr I *rad qBqqful])i5e
AGREEMENT by APPLICANT ( 3{7f,{6 En 6m )

APPLICANT'S SIGTIATURE OR LEFT THUMB I}IPRESSION

qrqw d retrl cr 3qi 6t ilvtn

I

AGREEMENT by HOSPITAL I6g{Td lI{ )

RECOMiiENDED FOR ACCEPTENCE

*{fr 6 f€q dEfd
l

)

(N

(A unit

ailr. LakshmiPathi tr

,$$ry"'::

1"rr

I
(N

I

oale ol Surgery

3rftr( 61 arfrc

,{'\'
F0Bltr,IRrfi bl:J$ d#4$ilKA f 0uN0ATr0N 3Crflrt

SIGNATURE of TRUSIEE 2

qrd Ems{ :
SIGiIATURE of TRUSTEE'l

qni rmm r

/

1) By a(xrn9 my srgnalure or lhumb rmpressron on thrs Form. I (Applicanl) hereby aqree & au
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aclivities/achievemenls Such use ot my pholo & details can be made by Koshika Foundation
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befor€ or afler my Vealmenl or fulfilmenl ol lhe "purpose'

lor whrch assislance rs being requesled

2l I (App|cant) frrrlher agree that any such use ol my name. address. pholo & delails o{ lhe purpose'. for t{hich such assislance is aequeslod/granted

wrll nol aulomal ca y entille me for recerving or contrnu n9 lhe sard assrslance The decision lor grantlng and/or conlinuing the Sssistance will resl solely

\f,rlh the Trustees of Koshika Foundation. and therr decision is lhis regard will be final and acceplable to me
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By allixing hereunder. sagnature o{ our Autho sed Signatory for recommending lhrs case/palrent for financial assrstance from Koshika Foundation. we

(Hosplal) hereby atfrrm 6 accept lollowrng:

i1 itrat wi neltner are presenlly nor yvill inlulure avail of financial assislance from snolher NGO or any other souace, lor the same patiBnl/caso. as we are

r;questing to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lfthe requesled assistance is not granted

by Koshik; Fo-undation. in part or in full. then the Hospilal reserves it's right to make up the shortfall lrom another NGO or any other source This

c6nfirmation essenlaally st;tes that the Hospital will nol avail any duplicaae assistance for the same palient/case from any other NGO o. any other source

ii Tne assistance lrom Koshika Foundalion rs onty financral in nature. The choice ot lhe lreatmenuprocedure advised/conducled by th€ Hospital on lhe

p;trent. is based on the arrangemenl between the palienl E the Hosprtal. and s in no way rnlluenced by Koshika Foundation Honce. lhe Hospital will

assume sote & complete res;nsrbrt,ly of the lrealment & rl s outcome & salety of lhe pataent, and Koshika Foundation wrll have no role or responsrbrlrty

in the matler
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