
foundation

PERMATIEI{T RE

MARRIEOCoo

aI
sEx

ss ci

g
$!l

N 'rl

PosI of

hthaS

I
AGE.YEARS

t uwlnnteo (

3
OCCUPATION :
qlRtFt

(Healthcare)
(ERlrc +sqrd)

APPLICATION No. :

ori<l vqr :

NAME ofAPPLlCAtlT :

s{r+G ql rrq

FATI{ER'STSPOUSE'S l{Af E

ftnr+'grr at am

APPLICATIOI{ DAT€
qd<r ft{

Pre oP

IOTAIAN'TUAL Ii{CO EJ
qa ofi-* erc lncome)

Eirri )
25 ofProol

6Irirq {IH
grfl t@r

FAUILY DETAILS cKqR fuflq
Sr. No.

rq {ql cft-sl +
Namo of llombe.

i6I :IFT
Ago (Yo.r!
3C(

Gsndot
fd'r

Rel.tlon wlth ApDllcant
d srq s<q

lorBASIS STINREOUE ASSISTANG CE tswhlchovsrOlck !ppllc!bl.)*{f,FTdI firrfrftr{ qNR

EUrS C.,ffc.b
(Atbch Ctrtf,c.tt CoCy)

ere efi c{ yqtc qr
(vqlq vr d sqr fr d.{q 6ir

R!0on Clrd
(Att ch Copy)

Ec*ftri#-(Iqlllgf, f,eft{a'r6tr Srrt +it slH

Oth.t

{[rl.dr t{ H r{ frrrfl 6r Bd{q:
"PURPOSE " for REoUESTIt{c ASSTSTA CE:

l{edlcal Ropodr/Prglc.lptlons Attached
iremdrsf€{ t qrt +i q{ !fteot Pd dil,r

BEINGASSISTANCE LED lot SAM E "PURPOSE" from OTHE R SOURC ESw + qrlB*{q qtf ffi ddirrl*d fdcrt dqqr ?
Sr, No.

6,q s@r
NAE ot OTHER SOURCE

qq qta qt rrq
AlrOUNr otASStSTAN CE BEING AVAILED

d rr{ R[rq-dr {rf,

-
-

ru-flE

-

IiT'I

-

-6ri-tr
-

lgnlaIMiffilrrt,trt^rIl-

-r

I

rl1l rrr-rgI E/Dli7/./o.,i,
rrl-xtI

-

rffttri

rr-

r.tt-E

-

-lrlt

IE'
I

PAN t{o.

YOU AN ITICOME

EIIq qIC 6.T !IiIT

BPL Card
{Attlch C.rd Copy)

'r0-{ tqr +
(YqM tr{ trt t'c'{ qir

Yor / t{o
U/

APPLICATION FORM FOR ASSISTANCE
q6rdr{r t( err*<< srsq

_ r4-.!JJ..ra--

n
')

-,

(

qrnl g{I c{ 6I{-d

h.

I

suT{dl

Sr No.

rq {wr



1) By aflixng my signature or thumb impression on this Form. I (Applicant) hereby agrEe & suthorise Koshika Foundation and it's Trustees to

chassistance is requ€sted/grantod, through any

use/publish/Put-up/reproduce mY name. address,
Foundation and/or disseminating infotmation sbout it's

medium, including but not limited to verbal' Print.

activities/achievem ents. Such use of mY Photo & details can be made by Koshika Foundation belo re or after my treatment 0r luluLment of the'purpose

"ctqr*r' ral rrrd <rM ot ftdq sftq qk qirt thl

By affixing hereunder, signaturc of our Authori sed Signatory ior recommending this case/patient lor financial assistance from Koshika Foundation we

herebv affirm & accopt lollolving:

neith;r are presently nor will in futu

ohoto & details of lhe'purpose", lor which su

electronic, for soliciting donations lor Koshika

:T,Iffi ffitffi":"T::;""1'"t1., *e of my name, address, phoro & deraih or rhe 'purposo', ror rvhich such assistancs is requostsd/srsnted'

wil not auromaticaly entitte me tor recervrnilr *niinringih" ,"io 
""rirt"n"". 

n" o"'irion Li irant,ng anoto, continuing the assistance will rest sole

with the Trustees of Koshika Founoation, ariJtheir decisi;n is this regard will bo llnal and acceptable to ms'

l) tg !,tr c{ qci f,€nc{ ql cB d uN 11'116{, I (qlt<6) srn R[cft d Sf€ 6rltl (qd'6]frT6I srd&i !ct( Ec* {tr '6i sfr{il 6'Gl tft t{
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2) I (qri<e) rRffi t srri tftirr * ;'uti 'xt( fdcor ni f{ {rT{dl *3{FqI*rltftt$ Ellr TrFri fl r'5$ rd fi6[1 tr qi{ il

ly

l,

(Hospital)
re avail ol financial assistan6 f.orn another NGO or any other source, for the same Patient/ case, as we ale

requesting to gel from Koshika Foundation' to the extent that such assistance is granted bY Koshiks Foundation. lf the rsquested assistsnc€ is not oranted1) that we

by Koshika Found ation, in part or in full. then the Ho I reserves it's right to make uP the shortfallfrom anolher NGO or any other source This
spita

conflrmation esse ntially stales that tho Hospital will not avail any duplicate assislance for the same Dati6nucase fiom any other NGO or anY other source

2) The assistanc€ from Koshika Foundation is only financial in natu re. The choice of the treatmenUProc€dure advisedi conducted bY the Hospital on the

patient, is bassd on the arrangement betweBn the Patienl & the HosP ital, and is in no lvay infiusnced bY Kosh ika Foundation. Honca . the Hospital will

assume sole & comPlete responsibi lity of the treatment & it's outcoms & sal€ty of lhe Patient. and Koshiks Fou ndation will have no role or resDonsibilitY

f,qn qir{i, [6lut d rqk t qrqd/&fr ai "dftm rit*{rq' i fttrc rnra tg figsftr 61 rrfl t' fir{ Eq (f,qlr€) fiq r*n i cr{ c d6R 6rt trin the matter

r) Il fr ? n} dqr{ dk r fr fiq il frftq w FrS rk qr*rt tso qr ffi rrq qhr i c*l li'i/qtcti { d'l !t t it l, *{ fr f,ci 'tfmrfl sr6-*R'

i ffirvtnfi r< * rqs I 'qlf{r6l qa-+vn" r{ c(c tE fu tl qfi '6iFIdI srcem' B{ s[t(l[ F{ftI qfrrrfira t{ rar rO trqr lrn t ii qscn

?g,s q-d lR TrtI0 tgt qI ffi lrq s-;${{ { xtl{nl tl tr anrtng{fu rviltr w1E{wua wo I fr rrfira titc q<< llnt ffi/qct *g tF{

lk t<fit t'gr ql ffi ra mqr i ad tnrefit

,. ;#t 
"-*tr' 

t d 'l{ Rrq *rd frkc v{f; ql ri't c{ rmn rn { 'rl sffi cl fr6i ri 3€R,!nEcl

* *r n Ecq t dR'+itrer vra-*m'rl trfr vrn cr eli <nc i6 tr rsfiri EFdIa { tal * rqrq $$ qllr

d d,fr qt{ "6ifiI6'' 61 6il fF6I cl Srff r{ wd I'ri ritt

ur 3m tfl *i rmn
!frri d t{ q,i rstn

qi:PLICANT:CLARATION

ils

dsqrqdr* EI{IAPbyOE aitssislanceation on ngrender 90iment my Applistatelalseknof owled nymtheto 9ebelea rue vTn Fthis ormdetaatth allconllrmhereby
ssistanc€n asuchoncellali forth Fomisfor statedable asrejection/ca the{o uQose'beill ed pusatiund oFoKoshikafromrsceived,fassislancethatconfrm2 solemnly
theof amountc!mme pany/insurancewas rce/embyrequested eoth sorl ployeafromorn fu nym nt,bursemere paofuture avaitnoth &notavethalconllrmhereb3 v

uestedces reqsistanthfor qI 16-Adt{5€T m-dlsrdl ttiiI]ql t3T{rflfq,qll qst 6r{qRIrdI {fr+qr{6r0 q!qtfcq{sr€S sJsrtTit!I6_q Rifs gF6{ds"n{ q(]q trrFnITsalrisdqr Y{f6qlH*613cqi,r rtlqTS3tr6l $qI *rfrd dErr+rrdRr+l{ftrq.I{dIlilii {IT{I2 qEqat{g fr {'nti ffrql6q{rtn/Fr+q6rsqtffikgrIF6.€qI3T&rqqiIfitT€
'Tisl jltd{?I(6Frdlf{sft;F.ril tEI Ifr

EM {TR)AGREEITENT by APPLICANT (

APPLICA},IT'S SIGNATURE OR LEFT THUiIB IMPRESSION :

qr firmrcri(6d

6{R)lmHOSPITALby

Irlr ut(sHRECOiIITENOED FOR ACCEPTENCE

€ffi + frq {<Fd

Signatory

0l aM na fqe
U0 FT AcH 8Ail qLO

016Ste;BE iS
.) i.. dr# e6s

Date of Surgery

dqtrn

"g 
/, lru

fr1 irtq

inge 0re-52
INIERI{AL Ugt KOSHIKAolFOR

o
$GrfiuRE urnuSTEE 2

qd ERK( Z
oITRUSTEE 1

qrs rem t

20 -03 - 2025

(rs tAGREEi/lENT

(A unrt oiStamp)

FOUNDATIOT{


