
APPLICATION FORM FOR ASSISTANCE
v6-rq-dr +(L eIr+<r srsq

(Healthcare)
(€rqq t€qa) rcSlhih,

foundation
APPUCATION No. i
qr*fi swt : 13 lotcrl z I I ffi"9o"*'=' &ol,l>L

AGE YEARS sng-c{ sex ltiqNA E o'APPLICANT:
rcr+{*' 6t rq

Ke,,mchnnr-t fi 7o F

PRESENT AODRESS IRII

$nPERI{ANENT RESIDENCE AOORESS

FATHER'S/SPOUSE,S NAIitE :

frdrr{-gq 6r rq

PYo dP Posl o 
P

V-tJnchqfi3
U,fiLM lo

Proot ol lncom6 )
6I3]FI RTlr{sR-q( )

MARRIED / UN ARRTED (qffid)
OCCUPATION
qiRlFI
TorAr AT UAL t co Er
6o <rfro om

€rdr {E[PAN t{o.

Sr No.

frq {@r
Namo ol Famlly ll.mbet
qft-en * E(d Er qrc

Age (Y..r.)
sr (s{l

Gehder
fti,r

R.lation wfth Appllcant
qri<+ d erq {Eq

I \

forBASIS REQUESNNG ASSISTANCE whlchover l5FIck eppllcable)+SEFTiII finfrH EMIR

EWS Cordfc.te
(Alhch Cor0ncab Copy)

qtq qrq cd rqtq qr
(vqm q'd d qr ffi iuq 6tl(vqor vr B1 Brqr !fr { .{ 6it

BPL Card
h Card

YqM EI
(Atbc

r0-+ iqr
Rrt oo C.rd

(Attrch Copy) 
---scqtf,iid-.

(vqtq h.rfrlqr rft fr r{ 6ir

any

ir.q qli stq

qsirer*rt * qlt c1 d rfd*({ $ridT
Medlcal Roports/Prescriptloru AttachedSr No.

rq {qr

ASSISTANCE EElxcAVAILED ToT SAME

w iIEw + t( 6ii srq RFrdr
"PURPOSE" ftom OmER SOURCES
ftd q< da t fucrrct d?

Sr. No.

rq s@I
tlAflE ofOTHER SOURCE

qq qla q,t lq
Ar{OUt{T ol ASSISTAI{CE BEltlc AI,A|LED

d rt s6rq-dr wfr

-

EII

-.-E

lrtzlt t 2tL

-

-!ad-

-
-

-

-t-

-
-
-

-rr"In

-
-
-
- -

-

---Elt

-

ARE YOUAN INCO E TAXASSESSEE (Tic*
qr qlq :crc 6.{ sm t (!t qrrq rl sq v{

whichever lB appllcable):
{61 6r FmB drn4t

Ye. / Io
ulrS

FAIIiILY DETAILS qfuR Ti-d{q

"PURPOSE" for REQUESTTNG ASSTSTANCE:
qrq-m tE H'ri toni * *.

u lo Pn,tnrtan
I\

I

\

a

\
t

rC



DECLARATION by APPLICANT rniC-r AlI q]cqr y{:

1) I hereby confrm that all dehils in this Fom are True to the besl of my knowledge. Any false statement will render my Application & ongoing assislanca, it any,

liable ior rsjscliorvcancsllation.
2) I sol€mnD ;nfirm $at asslstancs, if received ftom Koshika Foundation, wili b€ used only for the 'purpose', as statod in this Fom, for which such asslstance

was rgquosted by me.
3) I h8roby confi;n hat I have not & will not in future, avail of reimbursement, in part or in full, ftom any otr1er sourc€/emplcygr/lnsuranca com

for whlch this assistanc€ is requostod.

l) trit![6{ trdIsrrcqiRi rri rn frq{lr *t vr+*rt * a1m r qq{Str cR 6ti frqlll qi Eqr q{rflctqlsrdltnfts[TdI

2) ii Efl sl {rlq"ilr {ft "6ier{il srd-+{R", i { qI d t, u{rdl scqiq rfr rh'q 61 $ + ftri frql vtm, qi ER lTtic { q{ rql

3) { YE EGI tfr ics wrrdl t{ qr II4{ +1rl( i, sq (frr dI qnl6 qI €6-{ fiRI f5's q-q Et fl+q6dql6qi t nt fr{ l E|t r fr

pany, of the amou

frrtt d rr qrfr tr

qfrq I {flr
ENT byAPPLICANT ( EM 6IR)AG

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

fi{<+ * EctM lt qTd 6r tffir

j: "'l't'Sh|i,,..
: r i ai.

AGREEI,ENT by HOSPITAL (Tgfid BM t6,{R)

RECOiIIIENDED FOR ACCEPTENCE

ffi + fdq riqPd

Signatory

Dtp.3

(Nat
rt4( ana0at!'

Mr LAI(SHMIPATIII

l,l,

oate of Surgery

dci{F 6i drfrs

FoR INTERNAL USE of KoSHIKA FoUNDATIoN
r3

qd rmm z

TRUSTEESIGNATURE of TRUSTEE 1

qrd renn t

(Hospital) hereby affrm & accept ,ollowing:
iitili;; ;;NG;;; preseoflynor wifl inhture avail of financial assistance from another NGo or any other source, for th€ same patienvcase, as we are

rdquesting to get fiom'foshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. llthe requested assistiancs js not granted

6-y-io"ftiii i.i*o"tion, in part or in full, then the Hospital reserves it's nght to m;ke up th; shortfall from arother NGO or any othor sourca. Thls

;nfirmation essantla y states that the Hospital tvill not avail any duplicaie assistianc€ tor th€ same patienucase from 8ny oth€r NGO or any oth6r sourc,'

iiitri assistancr troniKoshika Foundatio;is onty financial in ;ature. The choice of ths treatmenuproc€dure advised/conducted by th€ Hospil'alon the

dtient, i; b;sod on he ar.ang€ment between thipati€nt & th€ Hospital, and is in no way influenc€d by Koshlka.Foundatlon. Henc6, thE Ho6pltal will

lsiu.i sofe a corpfete res6nslbility of the treatrnent & il s outcome & safety of the patieni, and Koshika Foundation will have no role or responsibility

.l) By afiixing my signature or thumb mpression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/puUliswiut-uplreprotuce my name, address, photo & details of the 'purpose', for which such assistance is requestod/granted, through any

medium, inciuding but not llmited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or diss€minating inlormation about t's
activiles/achl6ve;ents. Such use of my photo & details can be made by Koshika Foundation belore or after my treatm€nt or fumlnent ol ths 'putpose'

Ior which assistancs is being requested.
2) I (Applicant) tudher agreJthai any such use oI my name, address. photo & details of the 'purpose', lol which such assistanco is requesl€d/grantod,

witt noi automiticatty entile me for receiving or conlinuing the said assistance. The decision lor granling and/or continuing the assistanco will rast solely

wlth the Trustees of Koshika Foundation, and th€ir decision is this regard will be final and acc€ptable to me.

r) {q !c, c( iccl f,q1rfi qr qir8 q1 ac H,r6{, i (qrt"6) qrn {rcft qfr Sft s'{dr (cq .rifrIil Er.*{B qt{ E{* 4frql ' d afrq! fiil {fr i! ilq,

vn, std dn ql f+*cr rs vqz il rlfr< l, rd "qifrmr" qql qrp1, <n, qr+cva lsi 3*Ys f E'd ftfrfrd qh sqee{cl * F{ f6'6 d reR qq

i qqrRa r'{i * frq qFE-d tr li vqe er frqrq it rarq * crd qI rR t cli * frc 'ttfrIrl src*E{' c ,,qr$ qft6 tr
2) I (q*16) w m t s[Td ( ft c{ nq, ra, r6ia srt{ f{q{q ql f6 <rrrdr + s(i{ql t ffia t ni Fn: qrTrr rrl rdm 1d rn l rs qCq l
"n)imr'qqBsd qfi{ql 6r fTotq cfdc et{ <rqrrt d'nt

By afiixing hereunde( signature of ourAuthorised Signatory for recommending this case/patient for tinancial assistance trom Koshika Foundation, we

in the matter,

,* nf.tr, 
"*nt "i 

ift i qcd/t fr nt "6itm qrrim' i frftc (IT{i[ tg frsfi{ 41 qllff t, R f,q (asT q) tlq ydx i qr< c r{6R Td tr

l) qrtu;d sdqg dr(r 6 qfre { frfcq rnq'lr fE{ lk Tttrt {r{? lr ffi rrq s}e t se ri{nrcd { ni cl t d l, ** e rci 'rlfttl 5rr-lar'

i issfi{finft ra * sqq i ,otnwr qn-$r' rm r< tg ft tr qft '61ftra $E+{r'd{ suc' nlrft a&mr{6a \ rar rfi flrcl qm t ii lFr q

ffi!r;ctr{rert{grqf6*lrqr*ttr{iFu{drtiErafr6Rt{frnrlgflfire@{eerrovraIfrqmrf,fitcqc(ffitt/{qd+gffi
Itr smrt r{rqr qr ffi s;q mq{ i T* A{rd,ftt

z. "cift'n i6rs-Jm" i tfi rI{ trrqir *{d frffi y{fr qiir tt q< reina rq d d xar ql i6i Ti artrrntsI'l w gtl M g{ reiro

**snfrcqtqk.nifrrc|sr6*{Ii"Ir(ffir-6r{crrrii<ncrff rRHumra{tftdrarc{{qIilkqnrridsdffitfrqcffia
q1 d't dk ".t6iffi5l' d +i{ lfrcr qr frC<rn rq qrrd { rfi lifft

20-06-202s

(Name ol Dr. & Rrgr llo. with Stamp)
gFE{ 6t lFl s E6lq{ s rq. 1

v

/


