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APPLICATION FORM FOR ASSISTANCE
TrSrqdr t( eTraq{ ersrr

(Healthcare)
(Ererq tocrf,l 'sltrha

APPLICATION No. :

sn+fiqAqr:

NAME ofAPPLICANT:
etr+(+, qr rTc

FATHER'S/SPOUSE'S NAME :

ft6v6gq q lrq

ilTARRTED (ffi) , UNMARRIED (qffi)
TOTALANNUAL INCOME :

Es qrfr+, slrc
(Attach Proof of lncome)
(s[rc i5,I qrH Tf,rr)

ARE YOU AN INCOME T.AX ASSESSEE (Tick whichever is applicable):
flr qs qR ir-r qrdr * (+ qrq fr sq qr rrd m fflni E'Ir{ 

- Yes

ET

FAMILY DETAILS

Tdrrdr*ffiffiqnm
Ration Card

(Attach Copy)

sc+ftr 6d
(TrrM T{ sfi BRr yfr qd'? Etr

Any Other
Basis/Proof

erq 6ti sRc

BPL Card
(Attach Card Gopy)

'rfrfr tqr * *i vqror v*
(vqFr Yd q1 em cfr rrs,c qir

EVIIS Certificate
(Attach Certifi cate Copy)

irel qrq c{ ccpr vd
(ytfiur cr q1 erqr yfr lf,.cq 6tt

"PURPOSE" for REQUESTING ASSISTANCE:

wrq,ar ig ffi Tc ffi 61s1(aq3

Medical Reports/Prescriptions Attached

t sft s1T{ vfd+fl q{ riwr

iffi,'5'rHER-som-m

Es r{kc + tq+ errr qiiFrfl ffi or;l d( t ff,ql rm d?
AMOUNT of ASSISTANCE BEING AVAILED

d r{ wr+cr rnfr
NAME of OTHER SOURCE

ff*s r+{ m qrq

oundation
Building block of lifc.

Preop

0104
Postop

Ram Singh



DEGLARATIoN byAPPLICANT: qr+fi ERI frq011 163

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,
t' 

iiabu tdr relection/cancellation
2) I solemnly confirm that ass-istance, if received from Koshika Foundation, will be used only for the "purpose', 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 amount

for whiqh this assistance is requested.

l) S dcqr 6{dr d,td Es rr5q n fr{ q+ qs fqqrqr *t qrdrfr * wgsn rfl qf rtt tr qR qt$ fq-+tq qq q'q{ rf,sfl rrql EIrdI * d +t Edr{cl f{tw ql ql {.+t tr

2) ttEmSffiRaI1tftt"c1ftrfi5Fr€{FI",r{ d sr scctqsfrgfusq1 $ +ffiftqrqrttll,SVsvroq{ c{ IIqrtr

3)tyfu*,rdrtt6fqsssrq-artgqsndqrdrr$t,ss{Rr6lsrfrfficruqaftwrtq.Arrqrilflf+qtqoldqrtrqfr*qdfrqrtehlfrqfq6q{{Inr
. AGREEMENT DY APPLISAN I (3lr.rfi' ERI itrfl)

1) By afiixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

use/publish/put-up/reproduce ,ny n.r", 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 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 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 decisidn is this regard will be final and acceptable to me.

t) w rqa c{ orc+ EKrqI( qr qirr} sl Brs flrs'{, { tqr+ffi1 e{Tfi s6ch el gE 6,rdr {qd''Eiftlsl sriasH S{ Es-+ qffi 'Tt q&q( uur {f+ *n rlr,

mr,-ntd*{dfq-{rqE{yq{dfrr*,st"qigrfi'gs(qr$,<Fr,qFfirnlgsti,(ircdSSqfrfrn{dfefuvq-de{d+ffiffiSsffiqrraq
t ysrR.d 6d + fttS irftt-{d tr it c{d 6r f€{q ii Eqrq * Tfd qt qR i q'.d + fdS rqiftriil vrsdst'q ;qr* eftr{d tr

2){(qr+qs)Esqratq-rrctfut{rqH,qf,r,{Hot{f€{qdfuq-6Frdr+T(trdtcrFia+ESse,vdFrdlqIa+-qRTfrqql''dlrrq{qq{
trqiRmir' ge1srd qrM qil FPiq sifdc at1 ils46rfr d.nt

APPLiCANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

qrAffi'+ Eerltr{ qt $G ol fcflrl

AGREEMENT by HOSPITAL (6si1l€ Em 6{R)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following: 
-il init *6 neither are pr"."n-u'yioi *iiiin"tuture avail of financial assistance from another NGo or any other source, for the same patient/case, as we are

requesting to get from Koshika Foundation, to the eltent thai such assistance is granted by {oshjk.g Foundation. lf the requested assistance is not granted

n,-xost ir<"a Fo"undation, in part orin full, then the Hoipitat rJserves it's right to mSke up the shortfall frsm another NGo or any other source' This

confirmation essentially stat;;that the i{ospital will nit avail any duplicjtie assistance ?or the same patient/case. frorn any other NGo or a.ny other source'

2) The assistance from Kosniia Foundation is only financial in nature. The choice of the treatment/proced_ure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patieni & the Hospital, and is in no way influenc.e-u ll,xo5trit<a.Foundation. 
Hence, the Hospital will

assume sole & complete resp"oniiuilitv of the treatment a ii;soutconie & safety of the patient, and Koshika Foundation wili have no role or responsibility

in the matter.
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si d,fr stR uqlRr+ru qt qii $rfl q1fqffi W crrd f rd dfrt
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RECOMMENDED FOR ACCEPTENCE
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Date of Surgery
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DR. ABHISHEK B. DAGAR
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