
APPLICATION FORM FOR ASSTSTANCE
TrarzrdT e-q qr+fi qrsrt

(Healthcare)
(Erprq toqrel hiL<a

foundation
Building blck of lifo.3 APPLICATION DATE

ut*qr frdt
AGE.YEARS sEx

NAME ofAPPL|CANT:
sn*<q'*l rc 5v

qil Tq
FATHER'S/SPOUSE'S

e
ADDRESS ftfi

PERMANENT RESlOENCE ADORESS litr

,f;l'r4ttr I

ffi
Pte=(C}S

OCCUPATION
qqgrq (n (ffi) / uilrARRtED (ffir'er)
TOTALANNUAL INCOUC
go efit+ um I (Attach Proof of lncome)

(s[rc 6I {Iqq F6rq)
PAN No. P{ri uHr s@T

Yeg / No

arrfiqrq s{r(d d
ARE YOU AN INCOME

qlq 3{rq ir'{ <rdl

Sr. No.
mq dun

Name
cR.sR + iil:IFT

Age
3IT

Gender
frrr

Relatlon wlth Appllcant

('r ) C-r -4-n Ct /-1 <

f+tfr
Card

+

CardCard Copy) l*{un",
Basis/Proof

erq qii usc

EWS Certificate
(Attach Cerflflcate Copy)

orer s{Fr ed rqm y,
(crrtq st +1 orq yfr serr qtr

(Attach Copy)

sc+ftr 6rC
(ytttq Et ql crqr yfr mra ctr

'rffi {gI m ft yqrq q*
(vrrm sl +1 sm cfr ierr etr

Sr. No.

*q vqr ErworersTft( t qr0 61'ri yftaqr
Medical Reports/Prescriptions Attached

sqr{

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES*5s ef,el3(Ew qti ffi(6rtrdl dil0rrlt( fmcrt TqI dz
Sr. No.

sq $qr
NAME of OTHER SOURCE

srq r*a q,t rFr
AiIOUNT ofASSTSTANCE

d q{ srr,mr
BEIiIGAVAILED
T{il

FAMILY DETAILS cnqn fq-d{sr

..PURPOSE" 
fOT REQUESTING ASSISTANCE:

Htrfrr tg H rri ffi qr u(tw:

APPLICATION No.:
qr+fi €cqr r



tsrird EnI { ,r{ ran qr H 'ri rq-qrwfrqr er $n ri't qii r+mra

lfi vqfri rstn { r}'i d rarq $tr dr lcri sd d srt

lT,i[T,,ffi1il"r"":"Ti#;""1:11" *e or my name, address. photo & detairs orthe'purpose", ror',vhich such assistance is requested/granted'

wi1 not automaticatty entitte me for receivini-or tiiinr.g ,h" ,"io 
""iistance' 

tne decision ior granting and/or continuing the assistsnc! vrill rest solely

witt ttre frustees of'xoshika Foundalion, a;d their decisr;n is this regard will be final and acceptable to me'

l) y{ vc, c{ orql rsnm q r4T B +1 sn a'lr6{, d (sr*cq) qrd x[cfi d Sfr 6(ir (qc'"EifiEI 'Frdifi 
qt{ 3€* {fi '6i icF{i Ttl[ tfr fu ltq'

*,*rf.na*o*vsvqr{qiftrt,ad"dtmr"wtqrel'<H'mlyo6iqtwt@rfdEFqis\scaMdHffi6vqnqtqq
t ,elfu 6{t * frrq ictuti tr ti vc, 6I kclil it rflrq d qrd qr nc i 6,d * ftq "iifrI6l $rsls?'c {d qfr{-i

zl t (!cr+{61 vs ca { qEm tf6 t( rq, va, qtd qt f{q{q ri f6 qr[{ + 3(xcl f ,lflk I ni Fd: rclqlll 6l r6qn rd inmr rs qiq il

1) By affixing my signature or thumb imp ression on this Form, | (Applicanl) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publishipul-uplreproduce my name, address. photo & details of the "purpose" for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciling donations for Koshika Found ation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or after my treatment or fumlmenl o, the "purpose'

'+tflmr" qal6s* qM cr fptq ftq qt{ rqdrfr ful

APPLICANT'S SIGIIATURE OR LEFT THUTIB IIllPRESSTON :

qrif.r 6l firrn

By aflixing trereunoer, slgnature of our Authorised Signatory for rcclmmending lhis case/patient for financial assistance lrom Koshika Foundation' \T e

hereby atfrrm & accept lollowing:
neith;r are oresently nor will in fu

(Hospital)
ture avail ol financial assislance fmm another NGO or any other source' lor lhe same Patienucase' as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assislance ls not granted1)that we

by Koshika Foundation, in Pa rt or in full, then the HosP ital reserves it s right to make up the shortfall lrom another NGO or any other source. This

conllrmation essontially states that the Hospital will not avail any duplicate ass istancs tor the same Pati enucase from any othor NGO or any oth€r source

2) The assistance from Koshika Foundation is only flnanc ial an nature. The choice of the treatmenuproced ure advised/conducted by the Hospital on the

patien t, is based on the arrangemen t between the Patient & the Hospital, and is in no way influenced bY Kosh ika Foundation. Henco, the Hospital will

assume sole & complete resPonsibility of the treatment & it s outcome & satety of the patienl, and Koshika Foundation will havo no role or responsibility

in the matter.

6qli qfir{i, ERIsn d st{ t c|q-d^},fr 6i "6itr6' qrrBrn,,t fefdc {rlq. tg fic$'ft{ dl c'fl l, ffi tc (lFrdr€) f{q r6R t ciq c dr6R 6{i tl

l)cEf{rdedqrr3lRlsqiqq{frrdqqrrrrflnFst{qldlt{gtrcItFsq-ae]di3(ttAlcd{diqrdrit,tdftrqi.nitlfiFr're{?,
i ffi{,,ffi< r+ * s<c d..tfi,- .;;; * t n t qft 'dfiEl s'Tir'' m 

"1rrdr 
tnft ffirreea tg rd( rfi ftqr rr tni qs e

ffi s-{ t11 q16r0 t1ql t-o oo * i.t* * 6r nnttt sn* t* tr $lf {EE6ttqrdrtfr qrq- R Efrq qq< sfir t'tmcd &ffi
lk cmr0 €p ql ffi qq trql i rd dqrd'flt

z. 'c]f{tgr grtrtq' i d d rrtlTdr +s-d Efdq ffi d tr rii vt

* d-s sI Esq I qt "qlR|6I sE-€m" !R ffi ron er di <rc

61 d'fr ![h'6iRr6r' d 6ti tFfl qr ffi r{ qIEd { ifr ddr

cc tsar€

1

i) I hereby conrirm lhat alldetails in this Form are True lo the best ofmy knowledge. Any false statement will render my Applicalion & ongoing assislance' if any'
oECLARATIoN byAPPLtclttt 3rfi6 ERI slsor vi:

for assl ncestableB suchrejection/cancellation F fortn isthas statedtheforusedbe "purpose'ika ouF ndation vved tro Koshnce receifthatrm assistaconliso2 emnly
me amountwas theofrequested tanceSU companysource/emother ployer/inful fiomn or anybof ursement, partrermtuture& nolthat haveconfirmhereby

ts stedSSa stanceth s requewhichfor tiI [d.frffl€ttni (EFftNqrdlAFII +q{rdriFIFItc-{trtr{61 6i{qftE {cTrdrqrr{rtcttfiolq.tki! trjqR.rtf{ xr6tli{6{itl.itsqr{ (
TqIq{l t{lr6qdqrd'[t+-ql v€ffirtvqTSBc,ih3€iFIqId lfdrdidRr6l vlv.€'fi{fui1 {6FI{InEMz ciqq qiih 6tdql * qln4qn.:trjqffi *drFTd-{6dqF€lTl?fiilqI3rrRr6{ftrTq iFI41Tr4{l ,r{46ItdFIdIiqq6tdl f6 tuI lfu

ET{I 6Ir{)ENT by APPL|CANT (

i6'{RPITAL amEgilrdsHOEMENTAGRE by

Manager Oulreachff + fdq rftAfd
RECOMMENDED FOR ACCEPTEiICE

{A unit of Shraddna

ti , Thimmaish Road Ta

ol Sospilal)

sftr{fr flffi

TteacEya
Areedki Eillortu1

6/*
Authorisedol&nation SignatoryDes Stamprg{Name,

behalton
q [q ESdFiIFl

Dr i Dorennavar

)QLerl L

oate ol Surgery

dqim sit art€

FOR INTERNAL USE of KoSHIKA tout{DATlol'l qr<t6 Bcdq i(
SIGNATURE ofTRUSTEE 2

qIfr ERI$ :
SIGNATURE ofTRUSTEE I

qrs 66rfi r

18-08-2024

by
tnnot3)

61c?
) dt,

€
3 )


