
APPLICATION FORM FOR ASSISTANCE
{r6r€rtn tq. qr+q-{ qrsrr

(Healthcare)
(€rprq {qqrf,; ?;T;Tation

Building block of lifc.APPLICATION No. :

sn+fi{Eqr:

NAME ofAPPLICANT:
en*c-+. u.r rc

OCCUPATION:
q?ffiFl TTARRIED (ffid , UNMARRTED (.rrffi)
TOTALANNUAL INCOME : (Attach Proof of lncome)

(src il {rer q6r{)

ARE YOU AN INCOME TAX ASSESSEE (Tick whicheier is applicaAle):
iFrr 3[Fr 3]Fr 6'{ (rdr t (d q-q xl 3q ct (fr 6'r tN'ni'E{r+l

FAMTLY DETATLS qfrqn fiq{q
Name of Family Member
cnHR * s<d +r m

Relation with Applicant
qr&-*' + {rs rtrrq

for REQUESTING ASSISTANCE (Tick whichever is applicable)
(6Frdr+rlrqffiqFm

BPL Card
(Attach Card Copy)

'rfr& tql * *i ccpr.rd
(crIM rE c1 Ercr rfr qd'r stt

EWS Certilicate
(Attach Certifi cate Gopy)

srf,I $tFI e{ ycpt rrd
(rqm Y{ q1 erqt vft rm't ctr

RaUon Card
(Attach Copy)

Bc+fir u,rd
(rrrm Tr q1 srqr rfd r(ryq oir

Any Other
Basis/Proof

wq qt{ srH

"PURPOSE" for REQUESTING ASSISTANCE:

Ftrffir tg ffi Tt ffi 61s$sq3

Medical Reports/Prescriptions Attached
lrerdr€rd'€( t qrfi q1 rr{ yfa+rt {S F-d,q

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

W T1trc * tq+ srq q6wdr ffi erq d( t fflqr rm d?
NAME ofOTHERSOURCE

qrq l*a ot wq
AMOUNT ofASSISTANCE BEING AVAILEO

d 'ri mrq* nvfr

Preop
0097

Postop
Ram Nath

FATHER'S/SPOUSE'S NAME :



DECLARATION by APPLICANT: qTi<-o em *qun Ird'DECLARATION by APPLICANX oIir(6 Eru qrqqt ql'

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 confirm that ,..i.Gn"", if received from Koshika Foundation, will be used only for the 

lpurpose", as stated in this Form, for which such assistance

was requested by me.
3) I hereby confirm 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

for whiqh this assistance is requested.

llgdvun6Grtf6W116'rnRiTi{sftq{urttqn-drfr*lrgen€.f,qisfrtrqR*tifrqrqFircHsr{rsqrqlqrdltd*t{EIrdf{tFIdqrqs-fi
2) ttR(rSmrmrqft1 "qlfr;firq'1g$6", i nfrsr *+n"*str{q1 {ff+ffifd.q qr+qr, dgsHFic{ m 'nn*r,/ r\ ur\r

3)fiIfu6wtffitqsver{rdrtgrayretcrfrl.rit,ssrftr6rqfrrfrqlrmeftsrfr$q<dd/ffi{€recrqq+trdfrqlt*cdtqlqt'

.t 
) By affixing my signature ortnrru impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/put-up/reproduce ,y n.r", address, photo & details oi the 'purpose;, for which such assistance 
't '"-O:,::t^*1:::,1t^"i"rTjliAiill

medium, including 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 b! Koshika Foundation before or after my treatment or fulfilment of the "purpose'

for vrhich assistance is being requested.

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

will not automatically entiile 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 decisi6n is this regard will be final and acceptable to me'

1) w rqr c{ sTqi Erdrm sr ei,r} ql sFr (qr.nr, { (o{r+ffi) qqfi wqfd e1 sfu u,,rdr tqd'qlFr6r srfS{H et{ Bq-* qffi' ' si ifiirqf, mrar {f+ t<r m,

our, +d €{t( d frq{"r E( rrd { dfod t, st "E}Rr;Fr" w1qrs, <FI, qqim 1st qt{c * g* rfrfrfiidf o+{ 3c-f,eld'd ffi ffi $ vqR qrqq

* y€.rft-fr 6.ii d'tdS oifir$ tr it y.r* m f{d{ur ni carq * rrfd qI qrq t 6ri + fiTs "+1frrfrI tnrr}s+' q ;qlqi o{Y{-d tl

2)l(s{r*{d)wq(tq6cdtt6*{fi,vfl,.FHst{fffiqdf+saq-<r*s=trditrrftif,+T$qt'rrdFrfliFIaqqRlflq{611qqqEiq{
trqmrslil ss'(is+ ;qrM +l fptq qftc sft qrq+rft Er'[r

APPLICANT'S SIGNATURE OR LEFT THUMB

qr+Es * 
'.krrqfi 

qr dr$ m fwm

AGREEMENT by H0SPITAL (rfldrm ERr qll{)

By affixing hereunder, signature of our Authorised signatory for recommending this caselpatient for financial assisiance from Koshka Foundation' we

iHospital) herebyafiirm&acceptfollowingj .-^-^^^rL^.f,rcAnr.h!,^rh.trenrrrra tnrthes:manatient/case.asweiTff!|'fljl,:if^?:I:';;r};"r1"1*"iiiffi*r" avait or financiar assistance rrom another NGo or any other source, for the same patienucase, aE we are

reqilesting to get from Koshiki Foundation, to the extent ihat irct .ssiit"nce is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part oiin tutt, then the uospitaiieserves it's right to mike up the shortfatl from another NGo or any other source' This

confirmation essentially states that the Hospital witt not avait any dupliccie assistance ior the same patient/case from any other NGO or any other source

z) The assistance from Koshika Foundation is onty nnantili i;';rtd:i.h; inoi.i ot ttr" treatmenuprocedure advisedlconclucted by the Hospital on the

i:;atient, is based on the arrangement between the patieni & the Hospital, and is in no way influenced by Koshlra Foundation. Hence, the Hospital will

as.iume sole & complete responsibility of the treatment a li;s out"onie & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

6qt qftr{1, E€rsr6 61 sk t qdrtft +i*qilfrrm gF*Fr' t fqftrc s6wfl te ffirI ft1qfr t, ffi Ec (Etrdlf,) frq n-sR t crq q *qn ed tr
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fqr{ft .q-q fu-${ffifr s*qr qr FrS srrq rrcrurjl r{ mrqqr di qT 3ltr6n grtrc rcm tr W S { se q"a qmr + fu siga'rf, f6fl-c'q-(q sfiI r]'t'qqd iS ffi
fu srflt 'dhfl qr ffi sriq qttFl t n-fr tn tftt
2" 

,rE11ftr6.r q.rrdw,, t d .d warqar *+o tcP{c rqfr a1 tr tfr cr ERird 6m { rri son qr fs..{ rr} s.rsrvqFircl 61 3ils rl'ft qq EsdTfl
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ql dTfi etR .EIRFEI, di dt fiqr qI ffi rq qrc-d { rfi *frr

RECOMMENDED FOR ACCEPTENCE

ffi+rcrqriqFd
o**Yotn'tHEK B' DAGAR

Mg & Jo-int Director'

t /3 t, fift gq *qiffi }iltfrn:.fq6$h 7

Date of Surgery
qiqtflq qi irfrq

l8f +11e

FoffffifiEHnAL ilst4ri xosHtxa FoUNDATIoN offift-d i-uott*o. : DMc-1
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