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APPLICATION FORM FOR ASSISTANCE
Trartrtr B-( s{r+€ yrs.s

(Healthcare)
(ererq toqrel foundation

Euilding block of lifc.APPLICATION No. :

on+qr ri€qt :

Preop Postop
0094 Lacho

NAME ofAPPLICANT:
enis-+' Er nrc

FATHER'S/SPOUSE'S NAME :

ftril/e,gq +,I Tq

OCCUPATION:
*ftrq ITARRTED (ffi) / UNMARRTED (ffi)
TOTALANNUAL INCOME :

q6 qft+ um
(Attach Proof of lncome)
(enq sil qrH Tdrr)

ARE YOU AN INCOME TAXASSESSEE (Tick whichever is applicable):
F{r srFr qm 6,,r ?rdr * (d tnjc d sq qr rrfr 6r fiYlri Ern}l 

-

Name of Family Member
ckdn*s-<sfm'rn

Relation with Applicant
qr&_d + qrs gqq

T6r{dr+friffiqrm

Any Other
Basis/Proof

3f,q 6t{ srH

BPL Card
(Attach Card Copy)

,r0-fr tqt * *i vqrq cT
(yqFr r{ *1 srqr !fr qilr sir

EWS Certificate
(Attach Gertificate Copy)

qel oIFI erl ccrot r{
(Tqrur r{ ql sm yfr d.q'< qtr

Ration Card
(Attach Copy)

Ec+ffr 6d
(rFrM $r ql srq vft dl'r ctt

"PURPOSE" for REQUESTING ASSISTANCE:

FdFffirigHTcffi51gqgq3
Medical Reports/Prescriptions Attached

i vrfr 6i,r{ yffifi !d Tam

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

W T(kc + t(6it irrr v6Frdr ffi erq d( i fdcr rcr d?
NAME of OTHER SOURCE

qrq r*o ffi crq
AMOUNT ofASSISTANCE BEING AVAILED

rfr'ri vo+st wfr



DECLAMTIoN by APPLICANT: 3{r+(s, Em *qqr q?'

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellation
2) I solemnly ionfirm that assistance, if received from Koshika Foundation, will be used only for the "prrrpose", as stated in this Forrn, for which such assisiarce

was requested by me.

3) I heriby confiim that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which ihis assistance is requested.

t) { dqln 6-rdr tf6 {s rr6q n fd'rt qfr tq-{ror ffi qrr*rfi * er-gsrt vfl qi sd tr cR 6t$ fq-{rq qq i62rt sftrdt rIFII qrdl t d +t HEr{rdl f{-Gd qfr qr rro-fi *r

2)itEmsvnrdr{ftr'61ftrdr$rs+{r{n,tdvtrflt,crorss+{vSrtrc41 {ffi+ffifrqlqr+rn,dYssrsq{quTqrtr
3){gfu6Frtt6fssF6mdrtgqamfuql:1{*,sq11Rr6rqfrmarr*-oEwrffiwqdfi/ffitr+'r4erEq+trdftrqrtdnq{tqt{'c{{qlr

AGREEMENT byAPPLICANT (sTr+ffi ERr q,{R)

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited 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 Foundation before or after my treatment or fulfilment of the "purpose"

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,.

will noi automatically entile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

l) yq yrd c{ orc+ Egrcr( qr of,r} ql srr drrF;:(, { (or'+<o) srl-fr F6cfd ai Sfu t.rdt {qd'qtfrrrr.6ld'&tr o+{ 3{+;qrtr ' *i qftqa *rar {f*'trr w,
t1-fl, qtA Sr * t*+rq Fq yrd { dftd t, "i 

uq}ft1a'qqqr$, qFI, qifiI/ql (st E{i{c t g-d rridfrftrdr'sfu 3q-6ididi+ ffi ffi S vqR qlqq

t y'g1frf, 6r+ +ftrS qtr$ tr il yrr ar fffirur ii Eflq + tr6'd cr qK i fi+ + frS 'R,slst' q qTS erfu.q( +l

2){(,il+{6)fiqrdtvrq(tt*'*{rqrq,{fl,sHoiRf+*rurdfrmrq-ardr1t9tfii}fut5-$w<,{r6r{rflqlESqR{-frqqrdilWrlffii{
"uifrrqatr qs1 6rr+ <rM t.r ft'lq qtfl $1 qrcT+'rfr 6rqIr

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

arTdsq s ry* * q.d 6t ftlilFt

AGREEMENT by HOSPITAL (6{CTM EIO S,.{R)

Bv affixino hereunder. sionature of our Authorised Siqnatory for recommending this case/patient for financial assrstance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i 1 tnit w6 neither are presenfly nor will inluture avail of financial assistance from another NGO cr any oiher source, lor the same patientlcase, as we are

rtiqresting to get from'Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by'Koshik-a Fo-undation, in part or in full, then the Hospital reseryes it's right to make up the shortfall frorn anether f.lG0 or any other souroe. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any cther l'lGO or any other source.

t) The assistance from Koshika Foundation is onlyfinancial in nature. The choice of the treatmenUprocedurr; aCvised/conducted by the l'lospital on the

poti"nt, ir based on the arrangement between thepatient & the Hospital, and is in no way influenced by Kosnika Feundation. Hence, the Hospital will

aesurne sole & complete resp6nsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

rn the matter.

aqitqfq-{a,ERIcrtql*{tcmdnt'td"qiRrdlsEr€{FI'{fttrqwrcrdliaffi{rq1qfr+,ffiEq'(rtq-dTd)ftqr+TltqFqq**,norfrtr
l)?16f6q-,iTfqHslnqdq9dq{ffiqq-aqarffi+{sr6rtrt*qH?irfqdtrqr*atE-*tfrmrcIi{triqrd{*t,St1*'5q+"6iRrsTrEB€fl-{'
t ffirteift rqm * srqq {'61f{r6r rrs€{Hs 6m rr(q tE fr tr qR uqlRror rfirs€{R" Erfl qgrrdt ffi sTfrTm/sqid fu r.fr rfr fqcT qrcr t d e-sdrd

ftdl rq +{ qlsrft d[qr qr ffi srq v{rrn t wrmr 6tr qr arftrfir{ g{fua {ffiT tr fs {re d se q-a qm t f+ qe-drd fr&{ rrqq 3-qfi T,t},qc-d tg ffir
Xu trtqTfi der qr Frd orer {Ft't t ad tnd$t
e. "qllw+'l tns'd{rqu d tfr rr{ wr+m *ero fsfdq r-{fr q1 tr rl'ft st rsrflia ERI { ,ri sam qr H ,ri 3Tqrvvfuqr q'i 3ilq i}fr qa twa'm

d sts 6r t{sq t sft "EifrHr s'rg<,yFr" ERr ft'fr e-6n 6r qt{ s-{s rfr tr wffi rrqmo { tfr * fere $sr 3ii 3tri qri 41 {fi fiilffi tt qq rmro

d *'ft stn uqtf{rdr'di E]{ $rfl qI &+srt Eq crrd { rd d,frt

RECOMMENDED FOR ACCEPTENCE
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Date of Surgery
iiTiiffi qi firfrs
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SIGNATURE of TRUSTEE 2
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