
APPLICATION FORM FOR ASSISTANCE
Trgr{ril +( "{r+fi 

yrs-q
(Healthcare)
(€rerq teqre)

sEx frr

RESIDENCE ADDRESS

(md I uNurnnreo (

o

PRESENT

cdr

a fv(\ffo&rn't'rv\q
AGE.YEARS

FATHER'S/SPOUSE'S NAME
i6I IFI

APPLICATION DATE:
ar*qr ftdi

OCCUPATION
*rqrq

APPLICATION No.
s{r+fi TcTr ,

NAME ofAPPLICANT
srr*<m ql cH

{voP- f*rt='p

r I

8

t oundation

P

(Attach Proof of lncome)
(enq w qrqq {dql'

INCOMETOTAL

erFfm onq

PAN No. urm gqr
ARE YOU AN INCOME
*II 3ilC alrq 6-i <rdl

whichever is applicable):
qd ql ftqrn Hrnil

Yes /
al

ASSESSEE

d qrel T{Id ct
FAMILY OETAILS fq-d{ur

fr'c
No.
{qr

Name

cfiER
Member
ifi,I TC

Age
3S

(Yea1s)
(sq)

whichever
ffi

om qi{ srcc

Other
EWS Certificate

(Attach Certlficate Copy)
orFI strq sri yqtq cl

(y'rm Er si Erqr yfr rh.r ctr
vq*fi qild

(rctgr rd qfr srq yfo dflq str
.PURPOSE' for REQUESTING ASSTSTANCE:

Medical Reports/Prescriptions Attaahed
BTsrdrdrctqa t srt fr1tr$ ytr+q" vfl1

wr+cr tg H ri ffi ar qtw:
Sr. No.

s.c (@r

u/

6

BEIASSISTANCE AVAILEDNG for SAME
* SIAIsq qtw +{ vdrtrdlk

ofAMOUNT BEINGASSISTANCE AVAILEDd ,ri T{frvtFrdl

Sr. No.

mq
NAME of OTHER SOURCE

qqdaEE.rrn

v v v-7-

,r0-fr d+i
copy)
gIIM SI

(vrrm Er ql erqt cft ve.t qtr

3tl,2r
P

lr. L, Io
t -aafr.a r{n | -t-ft

{)
I

c*

".{|tr! ,

T

e

a{*

tr)\ t\ J.r

\v/

focr rcr

I

-)rO' <':y^1 ,



OECLAR nOil by APPtlcAliT: qIA<o Ao dqql vr:

, ) I hereby mnfirm that all details in tiis Form are True to lhe best of my knowledge. Any false stalement will render my Application & onsoins asslstance. if anv,

liable for reiectiorvcancellation.
zf l1l',""r"liry"[iiil*ii'ji-as-sis,-tance, ir receireo trom Koshika Foundation, witt be used only for the 'purpose'. as statod in this Form lor which such assBlance

aestedU lheolwas byeq companyanfiom otherrtTE bursementAVAL of pawi not futunnot\e &hhereby
ce s estedUstan3SS!ich reqthis )qI {rnft(6ttIIZII *rf,Irdlf{flqqR*r \uqtirT+fi qq+tfff{q 3rdqrt(.q,dkdfi tuli,q!fl as{ ( q{I{n lTstlrqf64l61 HTd skc3c+,r lfdin d(srs=efi{Fl1l.6Frdlsiti R{l2 qfsq {d 3uh 6 t.tti6q{dtuFl+q-6idlqlffiTF6dgI frRI{frI3TI ,Tiirfit61Ylt{I{6f{€fs Tt6t{dl t{6{iIn

ICANTPPL sim)ENT A sni<+ !I{rEEI/l,,GR by

APPLICANT'S SIGNATTJRE OR LEFT THUMB IIitPRESSION

o a,1d ar frm

L Er(($ffflsHO ITPEEM NTEAGR by

OrfrecfrRECOTIMENDED FOR ACCEPTENCE

ff + f€q {-<rd

(Name, Designation & Stamp of Autholised Signatory

on behalf ol Hospllal)

#1 lhlanrtrtr Rd, A,l

nc q Y( rEila qfu{i qir6lfl
Dr. Laxmi Dorennavar

Nz{
orickr

,44

Date ol Surgery
q1 ilfrs

q<f(6 3!d,t i(IKA FOUNDATION

SIGiIATURE ol TRUSTEE 2

qrfr rmu z
SIGNATURE of TRUSTEE 1

qd rwqn t

iT 1[T:::$nTJ:,ir"#,1""1"""r"i""1"n ,"" o, ,y name, addross. photo & derairs or the 'purpose", ror which such assistance is requested/eranted'

will not automaticarry entitte me for receivini-or Litinuingir," *ia 
"tiistance 

The decision ior granting and/or continuing the assistanc€ will rest solely

*itt ti" frr"t""" ot'foshika Foundation, a;d theh decisi;n is this regard will be finaland acceptable to mo-

l)$rsrc(qclERnRqrdTdolcNmns(,d(rcrd(6)qcfr{[qfralsEErdrtcd'ilftrflsr'*{|]qkTF+?Ttr'6tqFtn6Rltf6+qrc'
*,'+aof.*ao-o*ovc?{c}frnt,Tt"qiRr6l'qqlqrd'ql'qrfl/ql{ds<YctV6''frtuF{ql!ci{acaF{ql+Hffi{rerqqq
i rsrftfl 6{i * frq lnnr{i tr it lvx qr ftq{q it !€rq * cre qr clc t 6{i * tqq "qtftr+r srsdrl' s qr$ qtuqa tr

2)i(3ir*6)ssqntv{cnti6t{Tq,gm'qHgtrrf*c{qslf6s(I{dl+3{gqltYfta*tnEil:{lFrdlsI!5(T{16rqlal|wgdq{

use/publish/put-up/.eproduce my name, address, photo & dctails of the'purpose',
aoree & authorise Koshika Foundation and it's Trustees to

f; which such assrslaoce is requested/granted through any1) By affixing my signature or thumb impression gn lhis Form, I LApplicant) hereby

medium, including but not limited to verbal, pri nt, electronic, lor soliciting donations for Koshika Foundation and/or disseminating information about its

activities/achievemonts. Such use of my photo & details can be made by Koshika Foun dation before or afte. my tr€atment or fullilmsnt of the 'purpose

"olftmr" qst r(t qfisd or fitq eldc fi qlqcrt d'ttr

By aftixing hereunder, signature of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation' we

(Hospi talthereby afiirm & accept following

1) that
requesting to g

we neilher are Presently n

et from Koshika Fou
or will in fti

ndation, to the extent thal suc
ture avail ol flnancial

h issistance is granted by Koshika F
assistance from another NGO or any

oundation. lf the requested
other source, for the same patrenl/case as we are

assislance rs not granted

by Koshika Foundation, in Part or in full. then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same Patieivcase lrom any other NGO or any other source

2)The assistance f.om Koshika Foundation is only financial tn nalure The choice of the treatmenUProcedure advised/conducted bY the Hospital on the

nt & the Hospital, and is in no way inlluenced bY Koshika Foundation. Hence the Hospital will
patient, is based on the a
assume sole & comPlete

lk sr+rfr dm qr ffi er< *rqr t r0 i'nrd'ftt

z. "qifrmr qrs&n" t d d tr€rrdl +{a fsfdq rEft +1 tr ri'i vt

d *s 6r facq t sct{ "6lftl6l srr€{r" !R ffi r+n +r cti <n
d *,fr qh'4tftt6l'd 6il $16I ql f{ffi r( qrcd I rfl ttfil

& it's oulcome & safety of the Patient, and Koshika Foundation will have no role or responsibility

rsdrf, Em d 'l$ {EE qI H T i m-un'qfra a 3*a
rd vsH rean I rtfr + rars tw et{ qTi s[i

rrangement between the Patie
responsibilitY of the trealment

in lhe matte..

Ecli!qnr{a,iRIqTt61!ct{icrcd^},t6t"6iRr6Isrr+flr"trcFdq{[r{dltEfissfiTdqdt,flitqrrmm)f<qy+ntq|4st|t6R6{atr
l){6krdTdmgtRlfiqiqqdhfdq(rlq.fiffiikgc+r0rigrrqrffiqqe]atr*ri,innd{d,}qldrtl,*tfrtqi"iiftt6lsIf,*{r,
i fswR{vffi Too * eeq d "amr sj|;gm I t t+ t qfi "6if{r+rrrr*m'm {trqal ffin irfrr;/sde +{ r-d{ nd ftql qrfltii nsdrq

ffi q-{ fr T.{6rn litql * fofi o. *J 
"a*. 

fi. "n*, 
g,ff.n ttdl tr re fe { we rrr vrin t fr se' s Gfrq q< afiI t'tAlqd tg fqil

1ltn uri rFffi
* #t#.rd*t qo r*om

,Udaaqt

30-11-2024

me. source/employer/insuran@OT full,
thatconfirm3)

qrdl

) qr+,Il,
3{t 6lJ

ftrcld)l

6{R)

h.eutr

Consrilfiffiflrc


