
APPLICATION FORM FOR ASSISTANCE
T16rrtttr B-q. qr+s-{ yrsEr

(Healthcare)
(srem toqrel

APPLICATION No.
er*qr Fqr . APPLICATION DATE :

sn+{r fteii
AGE.YEARS sEx frirNAME ofAPPL|CANT

er+(fi w rc
P

FATHER'S/SPOUSE'S NAME
ft-crmgq 61 1q

ADDRESS qir

OCCUPATION
qtrqrq (ffid / uNMARRIED (srtffi)
TOTALANNUAL INCOI'E

Ee qffi* qrq (Attach Proof of lncome)
(qrq q.r sRq qdrr)'

PAN No. ukn v@r

FAMILY OETAILS fq-drq
Sr. No.

fr,,C Sqr
Name Member

ifiT IFI
Age
gs

Gender Relatlon Appllcant

t1

C

+H

o{q qi$ srH

for ts
qnm

Medical Reports/Prescriptions Attached
srsnmrct€( * qfl *1'r{ ytr+q {*wr

EWS Certificate
(Attach Certiftcate Copy)

ITEI 3IFI E'I CCIgI T'
(rqm vr qt arqr yfr rm'r qtr

aatiffi-
(A(ach Copy)

rc+ftr ilg
(IFIM sr ql erqr yld sa-{ str

Sr. No.

frq riqr

ASSISTANCE BEING AVAILED tor SAME
+{s Srdtqt{q qt$ v6Frdlt-(

Sr. No.

i5q Tqr q:c *f, sr rrc
NAME of OTHER SOURCE of ASSISTANCE BEING AVAILED

Efi ,T{ wfr

n

hi!<a
f oundation

Pv- op - poft"F

3 w-,Ih

ARE YOU IN ITICOUE ASSESSEE
slrq slrq q-i qHI (d qrq d Tq c{

(Attach

.rfrfr tqr d *i yqrq q-*

(vqu sr ql erqr yfr mrq ctr

Yes /
al

"PURPOSE" for REQUESTING ASSISTANCE:
vtrrcr tg ftra T+ ffi u,r s(tw:

ffir

l-.a\.^( (1La vr;R--

foq qqr

&(#rt
&#'

6,I



DECLARATIOiI by APPLlcAxr qli({' Em q}qo[ rEl
,l 

) I hereby confirm that all delails ln this Fom a.e True to the best of my knowledge. Any false statement will rsnder my Appllcation & ongolng assistanco' if any'

liable for reiectiorrcancellation.
a i"Jll"",ii,rv"[""i]iililt*:"is'tance, it receiveo trom Koshika Foundatlon, will b€ used only for the "purpose'. as stated in thls Fo'm lor whldr such Essistance

PPLICANT qri{d 6{R)smENT,.GREEI'' by

errtedes lhe amofrequ ulans nce companyotherrt tn source/employer/ifrommen anyrermof uIse t,bn ava pa& oVEha nolconfirm ha3 h teby
s esledreqhisfor s66rfl *rft{R dtrnttts-{,It cqqR{fi 6riqr6r0 I|-S+n,d frd{or fiJsRid ffisrFq

'irvfl{ t{
1' rqld ctF!i6{r61 {qtu+strqsSdqqh6{F5lds {A fd+$Tr+fi+frm(6Frdlsl ffacl EIN2 {cfrqsil{ lit i{qr t {:''a6,qnd Fr+d6,+qlffi{frr6 frRIFfrTI{ftrTq .61ql +yrf{t 'dqRtsqf$ 1r6FT'I6{inn t{qw

qr+(6 * Ewcn cI ff cr ttrn
APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

AGREEMENT bY HOSPITAL (E{{dld IM 6{R

nicoumeloeo ron lccEPTEl{cE

ff+f€qffid
UrqrOlfarat

Ltdrb fu t)Lb.b. t

(Name, Designation & Stamp of AuthorE€d

on behalf ol Hospit.l)

flc q c( (Eiril sfu{.d rir6lfl

Trus.yr
1* C'I llf,.. Ink B.d Aroa

SignatorynavarDo

A,ln
oate of Surgery
otci{n 61 irts

qt-dRq 3{'d,t t(
f;gfiUTFR TAE{i!4rosHr KA FOUNDATIOI{

SIGIIATURE ol TRUSIEE 2

qid rmu z
SIGNATURE of TRUSTEE 1

qd rRlcT{ i

for which assistance is being requested

2) l (Applicanr) further agree that any such use of my name, address. photo & delails of the .purpose", for which such assistance is rgquested/grant€d'

wilt not automalicatty entitte me for receiving or continuing the said assistance. The decision ior granting and/or continuing the assistance will rest solely

with lhe Trustees of Koshika Foundation, a;d their decision is this regard will be llnal and acceptable to me'

I ) g( cq? c{ qci EenR qr # +1 eN q'1I5{, d (qra(6) qr$ s[qh a1 Se 6'(dI tqi "qtRt6l sldgYB dR 35t qrtr ' +i ofrtF ern {fr tt rn'

qer,"rHekstf+<olwvqr{qifrat,st'qtRmr'qdlqTd,<Ir,qrfl/qrIst3liYqfgd''frfrHskBq-dFrqIdffiffi{vqRrlqq
i vnfta Eti * fas atuqa tr ii nz m frcrur lt rerq * crd qr rrc i 6{i * frq'EiRrfl $rs$rl' q qrel qFTd

zl i tqrir-*l Es crd t s6c( tf6 tfl nq, qcr, qta dR F{d{oI sl f6 {f,Iqdr t sdlcl t ffii t $ Ei: {Errrn 6I f6(II Id r+mt gq {dq {

1) By affixing mY signature or thumb impression on this Form, I rApplicant) hereby ag ree & aulhorise Koshika Foundation and it s Trustees to

use/publish/Pu!uP/reProduce mY name, address, photo & detaili of the'purpose", for which such assistance is requested/granted' through any

rnedium, including bul not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion belore or afler my treatment or fulfitment of the'purpose'

"rtfvr*r" qq sr* <rM ar fidq sftq qk cra*rfl d'n'

By atfixing hereunder, signature of our Authorised Signatory for recomm
"nding 

thi" 
""""/p"ti"nt 

lor financiat assistance from Koshika Foundation' we

(Hospital) herebY afiirm & accept following

T ) that we neilher are presenlly nor will in Iu ture avail of financial assislance from another NGO or any other source, for the same patient/cas€. as w€ are

requesting to get from Koshika Foundation, to the extent lhal such assistance is granted by Koshika Foundalion. lf lhe requesled assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make uP the shortfall from anolhor NG O or any other source. This

conf irmation essential ly states that the HosPltal will not avail any duPlicate assistanco for the same Patien t/case trcm any other NGO or anY other sourc€

The assistance from Koshika Foundation is onty financial in nature. The choice of the treatment/Procedure advised/conducted by the Hospital on the

palient, is based on the anangement between the patient & the Hospital. and is in no way influenced bY Koshika Foundation. Hence. the Hospital will2)

in the matter.

6qt qftr{(, r€wt ql qt c crcd,rt t qi '6tf{r6l srf,SYlr' t frrdq {tlq-dl tE ffiYI d qra t. firt f,c (f,F"dl6) f<q v-qn I qr< s ffiqiR i6'{a tr

l) T{ f{rd {dcH !it{ r d qiqq i frrdq s[Tq- ffi +n qr6r0 dR]l ql ffi q<qtni r< t'tmrd {ti qr drtl, dr* fr Eqi'niftm vrd-*Ir'

t figsfivyffi ra + sqq { "6ifrr6r $r3.3YB', ra r<< tg f* tr cR r6lftltFl Sr.€Yfl" !m {f,r{ ffi qfrl6nr6,a +{ r$ rd Eqr qrdl t n} q{T fl

ee6 re lh sr+rt {lqm tr* *o -** i .a* fi eunmr. g{frd {c'dl tr ve lft { Re Etr srdl t fr nmla fffic q<< 3< tt'clqe tO frd

tn sr+Tt {{qt q ffi rq nqr i rO d'n''dfrt

z. "qtfiro qrs€qn" i d Ti qtrq-<r *ra fqfdq ffi ai tr rl'fr vr rmra lrn d 'rl sflr qI f6t'ri sq-dlrfuq EI3 q tfi ci

d dir +r iqvq t sil('6tftta1 srteffi" um ffi r*n ql oii r<n rd EsH Esdrd { t'fl * rem grur lqt qri cd d srt Wd

assume sole & complete responsibility of the kealment & il's outcome & safoty ol the patient. and Koshika Found ation will have no role or responsibility

Egilrf,

d d,fr dn 'qtR|{l" d qt qtu6l qI firCqrt w qlrd { i6 itfrl

30-11-2024

by
or lull,in futur€,

assistancewhich

) qrt'tt,

3

ThlrmdiRd,


