
APPLICATION FORM FOR ASSISTANCE
q6rq-dr +([ €qr+({ yr€q

(Healthcare)
(Rrerc fucrfi

APPLICATIOII No. :

er*<{ {qr :
APPLICATION DATE : aqr{r{ fdqi V6

AGE"YEARS FFX

l:> m
d

qir

L

PERMANENT RESIDE CE ADDRESS :

TOTALANNUAL II{COME :

F{T fiq

ED (frErRiT) / uN AnREo (qkftO

tlAi'lE ot APPLICANT
qr+({ E,r {c
FATHER'S/SPOUSE'S iIAME
frmr+gq q1 *

OCCUPATION
qqgFl

(Attach Proof ol lncoltol
( qTrr 6r Hq4 Efrr{)

ARE YOU AI{ INCOME
R[ 3ITq 3lrq 6'{ qrdl Ye! / No

11 /
FAMILY DErAtLs qfrqR ffi{"I

No.
{@r

Name of Member
iTq Gender

fdrr
lationRe wlth Appllcant

3{r+$ {FI (EIII

forBASIS REOU ESTING ASSISTANCE tsCrlck app cEblo)
FtFrflt ffiftri qNI(

El{S C.rufc.t.
(Attach C.rtncitr Copy)

qw qrq c,l yml !-r
(rqlll qx d E[ql rfr ddrr stl

Ratton ffi'
Otr4dr'Copy)
tftffr 6rd

(sclEl c-r n1 Em rfr Rbq sit

A"rd-
,./BaxblProol

qq eii srH

"PURPOSE" tor REOUESTING ASSISTANCE

trr{dr *E fr,i rt ffi ei r(w:
Sr. No.

IT@N
Medlcal Rsports/prea crlptlon! Attached

iqAdrg qi R-d'1

ASSISTANCE BEI Nc AVAILED SAME "PURPos from OTHER SOURCESB*rc 3ITIqii F(I{dlk ffi !r;?i +d i frcr rIqI it?Sr. l{o.
FC

NAME of OYHER SOURCE
qq r*a er tq ASSISTANCEo,AMOUNT EEING AVAILE 0d

I+'t,I
@J
,'rtta

.ZTTIiTTTIDi

wJ!rya,[III4tr]r--frrlAMI"I
rIOD, ,.a--

JI n- I{,,rrr-

-
-

htLtaS
I oundation

o? fast -o(t
l U

PAN No. €rdT {@[

BpLcqd,
(Att chrlfd Copy)

q0* if+ *i yqlq yr
(vqM vr R1 d rfd st1r{ 6il

(d qrq sq v{ 6I

wrq-dr v{fl

ffi
;,Ei EL



DECLARAIO by APPIICANT: qI+(6 ERI dqql !'r:
,l)l hereby confirm that alldetails in this Fom are True to lhe besl of my knowledge. Any false statement willrender my Applicalion & ongdng assislance, if anv,

liable fo( roiocliorrcancsllation.
a i-Jir-"i"ri-li-"i-,ri t ai issistanc,e, if received from Koshika Foundation, will be used only for the'purpos6', as ststed in this Form. for which suci assistance

'*{l

meuestedwas byreq theol amountrancer/insuan other companyn or fLrl from source/emp loyeinrsemenmbu t,ol ret parlwill& innot futurehave olnatth3 conlirmhereby
isthwhich assistance rcquesledisfor qI ffifif{Rqtifi al {wkntfr3TSdl tffitrlTIdl t qt 6t{ cs(6q[{dTflf€{!r +tq 'd 3IISI{ltqf6slslr {qfiifi I

ltqlq{l{ trr6'1tf6crm vrtqr61 Tg3cctr5{f61 EiYqTSifr qI lfd+lftrfirnf{lwrntdii iCR qfrqfl{ d tfdqr {mr!r:lffi EtdFrqi{firfiqrTrsitql fu{€rffijg{t 3{ftt66I61 t,r$c66(dI iqq s6rmnffi t-(I ttft
!m 60{)AGREEMENT bY APPLIGANT (

RE OR LEFT THUMS IMPRESSION I

d@ er ftm

AGREE]iIENT by HOSPITAL (T€T E E{ lFln)

RECOMiIENDED FOR ACC EPTENCE

ff + fdq ffd

1t
MB86,MS,FPRS,FtCO

,CoaaSaa trofihhDD,

Dr. Laxmi orenntvar

i.*g3ap53

Date ol Sutgery

dqtm 61 irt€

fl<ft'6 icqltl t(
FOR INTERNAL USE OI KOSHIKAFOUI{ DATIOT{

StGtmUne otrnUSTEE 2

ard Emfl ziRUSTEE 1of
qr$ ERIq{{ t

1) By amxing my signature or thumb impression on this Form. I (Applicanl) hereby

,t"iprUfit purirpi"p,oOuce my name, addrcss, photo & delails of the'purpose''

meoium, tnciudini but not limited to verbal, print, electronic, lor soliciting donation

aclivitiedaciievements. Such use ol my photo & details can be made by Koshika

for which assBtancs ls being requested.

2) I (Applicant) fudher agree that any such uge of my name, address, photo & details of lhe 'purpose', lor whlci such sssistanca ls requgsted'granted'

will ngt automatically entiue me tor recetvini or continuing the said assistance. The decislon lor granting and/or continuing the assigtance wlll rest solely

with the Trusteos of Koshika Foundalion a;d their decision is this regard vrill be final and acceptable to me'

t) ts ccr c( qci f,Ru{ cr drd 41crq arTs(, { (qr+(qi).qTn {6cf( ql lfr 6rdl (cq'EiRrfi rird*{R et( Eq+ qrfi " d qn{q! 6m tt6*I q'

c-,$H qt{ d t{qr"I tg vc? { !tF( t, tC'eifrr*1" rg1<rfr, <n, qrwql 5{t T{tYc t E'l n6664a1rq-61td+Hffidr€Rqqq

t yoftd r{i * frq qEtd }r li vrn cr Ec{q lt rnc * wd qr rn i qri * frq "Etfrrrl srtih?' c qr$ qmW tr

2) t (qrt€) !{ ird t {[Tir {fd t{ rrq, rrdr, sta dll tcsTl si f6 q{Tq-dl + 3(rcl i !'Fli t $ Eitr qrFTfl i[r f,6t { rrfr TlTilr ve sds il

agree & authorise Koshika Foundation and it's Trustoes to

Ior which such assistance is requestgd/granted, through any

s lor Koshika Foundation and/or disseminallng lnlormetlon about its

Foundation before or afler my trsatment or fullilment olthe'purpose'

'Ei&r6r " arfird o fr"tq ifilq 3lt( qrEr6rt dlllt

By affixing h€reunder, signature of ourAuthorised Signatory lor tecommonding this case/patient for financial aEsistance from Koshika Foundation' we

horebv affrm t accePt folloung:
nglther are presently nor will in future avail of flna

d *,n qt "6iffr6r, n1 di d\6l ql ffi Is qrqd { rd dfrt

ll,i""&1"j"** 
" 

ck i qrcd/tfr d "6tffr6r E,"*n'{ frrq *.rr tgffi.d qRft t, *u w (uRtF) ffe r*n i q-< ro'rxrril
l)qrfrrdcdqFqhlsqffrq{frftrqcllqnrsjkq{6lt{rqlrqFrdq<girrtamt'frnndiItiqrnril,tQfrFt.r6lt'dEr'Jr|?"
i ffinfinfr r< d q{q s ,6ifrr6r sr;" Em q< tg fe tr qR ,ctftrm r6I3-+!R, E{ srlq ft7ft qift6ft6H tg q$ rfr frqr I I i qsmr

fFs rrq Jk T6It ttqt, t * o***,*i*t*trA* nn'* {rn"o t*irr tr w 1ft{ee en*ntfr qwrm E&q q< tn t'fuqrqe tg ffi
rn sr*rt dsr q ffi rq sltc-{ 'd nd tryr$ir

z "dfrra srrim'd d {i {sEdI is( frtrq ffi+1 tr rifl vr re-tn rtr { 'r! ran q H 'ri 3Y{R,ltrql 5I gllc tt qd trsirf,

* trs rrt frcc I ift{ "51frr6l 
".t+*.' 

r* t*A * cr di <nq q6 tr rflffi rwam { t'fr d rarq {(cl dt( isd srf ddHItt'ftqq tFl'6

(Hospital)
ncial assistance frorn another NGO or any other source. for lhe sam€ patienucase, as we a'9
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requesting to get hom Koshika Foundalion, to the extent lha t such assistance is granted by Koshika Found ation. lf the requested assislance is nol granted

by Koshika Foundation, ln oart or in lull. then the Hospital reserves
st;lBs that tho Hospital will not avail any du

it's righ t to mak€ up the shortfall from another NGO or any olher source. Thls

conll rmation ess€ntially plicato assislance for th6 same patl6nucaso trom any othBr NGO or any other sourc€

2) The assistance from Koshika Foundation is only financial in nature The choice of lhe lreatmenuproc€dure 8dvised/condu cted by the Hospital on the

patient, ls basod on tho arlangement betwoen th€ Patlent & ths HosPital, and is in no way inllu€ncod by Koshika Foundation. HBncB, ths HosPltal wlll

assume solo & clmplete responsibility ol lhe troattnsnt & it s outcome & saf€ty of the Patient. Bnd Koshlks Foundation will havg no role or responsibllity
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