
APPLICATION FORM FOR ASSISTANCE
{r6r€rdr e,t 

"+r+<t srsq
(Healthcare)

(Rrerc fuqml lll<a
foundation

Euilding blwt of lile.

APPLICATION No.
s{r+q" dbl . lso 2

APPLICATIO'{ DATE
w*q P6qt

AGE.YEARS sEx
NAilE otAPPL|CANT
srr+(+- q'r rrc *&1".1""x
FATHER'S/SPOUSE'S
lvmmgnl 51 1q

pvst
(m0 / uNrARRtEo (qf{qrk)

!i[RESIDENCE ADDRESS

OCCUPATION
alErgrq

(Attach Prool of
(enq ar snq

lncome)
Fdr{)

INCOMETOTAL
qrnffi sns

FAMILY DETAILS fqt{tur
Sr. No.

*q s@r Age
3S

(Yea1s)
(sq)

Gender
fuq

Relatlon Appltcant
rpl sqqsn*ffi +

lUlemberName of
cftsr{ * iil irc

+ ftrA
lor (Tick ts

qHR

EWS Certificate
(Attach Ceillflcate Copy)

or6t gIFI srf ycpt v{
(rctq vr +1 erql lft s.err otr

6*,
Basis/Proof

qq aii ucq

Lffinc*a
'(Anach Copy)

Bqt+ftr srg
(vqtq Yr ql em yfr s€q q,tr

a,
I

"PURPOSE" for REQUESTING ASSISTANCE:

Medical Reports/P rescri ptions Atta-hed
3rsdrq/Eif€( t qrfr 61rr$ foa<r TdIi

ASSISTANCE BEING AVAILED lor SAME "PURPOSE" from OTHER SOURCES
+ sral{s B(f{q sti ffi{6r.rf,l sidgrl t+( filcr 1FII dl

Ai,OUNT of ASSISTANCE BEING AVAILEDd qi rr{frIr6r.rdl

wrm tE H ,r4 ffi qr v(tvq:
Sr. No.

xq sql

Sr. No.

arc {@r
NAME of OTHER SoURCE

em dc q,t arq

PAN No. srm isr
AN INCOME ASSESSEE

qFI qrq iF"{ <ti[ cr{d Eg

Card
(Attach Card Copy)

'rfr'-fr tcl * lti yqror v*
(ywr rd +1 erql yfr frrr etr

Yes / No

Alrrt

/)

6T



DECLARATIoN byAPPLlcANr 3n+ffi ERI qiqun q?'

1) i hereby conlirm that all details in lhis Form are True to the best of my knowledge. Any false statement will render my Applicalion & ongoing assislance' it any'

cellation assistancesuchllable for forlhistnrejection/can statedastheforused 'purpose'bendation lyKosh Fouikail Ironce receivedthtm assrat stan confl2 solem ly
me thofested byrequ tceleso!other mployer/insurancenn anyol partavailnot n&notthat haconfirm3 hereby

rs esledass stanceich lhls requfor qI tr+ti{{€ttii' {EFTdIiIdIqFII ,q{rdltFzFtffi(gr qcqf< 6ri(t1qetsislrrfrt sicttq-d{El 3risR{s'dq9r5q ftq6{dliiR"rt {c{ rqtq,rsqdf6ql {q6i ftrA{d BtYqBcqi,rs{r5lql $'d ranFrs-€{n6tf{6tql*{ ERT tqfrq* eih i1 dmftqIt d6q-ffrfiql*d,f{riq-6ffif6wlqI,fiIffiI41 TII)xrf{q6tsqf6 s6Frdl A(filIn (
TAN flT{PLIC !cr+<6 BT{IAPEMENTAGRE by

lppr-tcmrT's stotatuRE oR LEFT THUMB IMPRESSION

!qd<{ + EFmr qr d$ m ftm

I{OSPITAL 6{R)(f,sdrd llnREEi'ENTAG by

!ffi + fdq d<fd
REcoMi,IENDED F0R ACCEPTENCE

UtsBS,MS,FPRS,FICO
9enrqggr o'15* l. bffirn,'r

ffiGhltos grg{.Fc. i

Jl . L .r,.r) lI.

o+ [,11-s.

Date oI Surgery

siqtYH qi irfr€

FoR INTERNAL USE of KoSHIKA FoUl{DAT|oN qlnfti wqi,r i(
StC,ttltUne ot tnUstr Z

qd rem z
SIGNATURE of TRUSTEE 1

qrs rflc{{ t

11,iffffi,;lffxTi#,1""1'"".tit"n ,"e of my name, address, photo & detairs ot rhe .purpose" tor which such assislance is requested/sranted,

will not automaticalty entitte me for receivini-Jr Liti,-ing th" 
""io "tiistance' 

tre oecision ior granting and/or continuing the assistance will resl solely

,rittr ti" r*"t""" oiroshika Foundation, a;d their decisi;n is this regard will be llnal and acceptable to me 
.

l)rsvc?ctqcif,{alq{qldT3+lvna.rm,d(qr4(6)oir{srqfd61$iFriltqti"qtft|6lsdin?*{3€*{tqI'Aqfr$6(fitfri[{q'
*,*,tqiida{qr{rqr{dfr(t,r{"ajfmr,,g1<rs,<n,qr<-*ror{gig<trqrgd.'ffiM4i{3qEF{qIdffiffi{ygrqqc
t c{rfi'{ 6d + ftq qftr{B tr it vq: 6I frqrq it ralq * wd qr rc t 6d * frq'c}Frm srs*sr' c qrd qe$ tr

2) i (qr+<6) is ffi t src-( tf€ t{ rn, {a, qta dk frflq d fd slr{ +r(iIqltetFt(rt3*sd: irlFr lnf,6qrcfiT{rrl rssfr{

in the matter.

rcn efir{i,6Fqt 61 3Ii{ t qrrd,'{i't d'61frrfl sB-€fi" i frtdc ftrc & fs$Rfl d crff }' fri lII (rFlira) fcq !-6R i qlq s ElmR 6{t tr

l)qEi6rdTdqlllctrfrcisqdiildqsfiTdlfFslks{6rtisHqlffiq-qet(tT(Ittm(a{dtqrndt'tdfqrci'qifirn5rd-€{'r'
* ffiqvffid rff * {qq t .anmr srrirn" m coo t{ fr tl qfr "6tqm srr*fi" rn q.,q-fl ft-fd l6tr6/Trs t{ q-$ 111 ftqr sR{ t Ii n1q-d16

ffi q-{ *{ {.6rt d,o, " 
fts no **r*;"fr 61 

", 
nn*o g,frn ** tr 318{eeeuvintF q*o'" rfiq coo rqr trtnsd tc fr6

ih rr6rt drqr qr ffi q{ srfi I {A dnrd'flr

z. 
.qifrm srs-dm' * ifl d qrrm *{d frfdq &fr a,1 tr riff vr re' E a{ d 'li 8-dT; q f6i'r{ gqqmfrql 6l $Ic +fr qc f,R{t8

d fis qr t{cq t o { '6iRrql srse{r' ER ffi 16rr el cli <sR {6 tl rsH rsaa { t'fl * rerq g{ff sk rfli qn d {rt flffi tt qd rwaro

"elfrmr" qq rrd ,arfird sr f tq slfdq et( crqdTt tiqlt

By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patien t for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm a accept following

requesting to get
1) that we neither

from Koshika Foundation,
are presently nor will in fu ture avail of financial a

to the extent that such assistance is g
ssistance from another NGO or anY

ranted by Koshika Fo
other source, for the same
undation. lf the requested

patienl./case. as we are

asslstance rs not granled

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

con firmation essentiallY states that the Hospital will not avail any duplicate assistance for the same Patienuca se from any oth;r NGo or any other source

2) The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatmenUProcedure advised/conducted bY the Hospital on the

patient. is based on the arrangement between ths Patient & the HosP ital, and is in no way influenced by Kosh ika Fo!ndation. Hence , th6 Hospital will

assum e sole & comPlete responsibi lity of the treatment & it s outcome & salety oI th€ Patien t, and Koshika Found ation will have no role or responsibility

I ) By aftixing my signatule or thumb impression on this Form' I (Applicant) hereby agree & authorise Koshika Foundation and it's Trusteas to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose" hich such assistance is requested/granted, through any

medium, including bul not limited to verbal, print, electronic. for soliciting donations for Koshika Foundat ion and/or disseminating information about it's

activities/achievements. Such use of my photo & detaits can be made by Koshika Foundation belore or after my treatment or fumlment ot the'purpose"

q1 d,t str'6lftrql'd sti {tua cr fqCqrt w qq-d I afi dfit

18-OA-2024

compa0y,fromOT tull,rcimbursement,tuture,

(rE
I) qri'n,

{frl+t6rqilz)
qfrr6,ril )

& EYo

I t6nl.
q {( 6tri1fl

(Name,


