
APPLICATION FORM FOR ASSISTANCE
s6rzrfl a( qr+fi srsTr

(Healthcare)
(*enPrq fuqd) Toundation

Building block of li{e.APPLICATION No. :

sn+fi{Eqr:

Preop Postop
OL07 Samda Ram

NAME ofAPPLICANT:
sni<+ qr clc

FATHER'S/SPOUSE'S NAME :

frm46-grq 51 1q

OGCUPATION:
*fttrq
TOTALANNUAL INCOME: 1

EilqrH-rslrc ulO,OOC} iAttCch Proof of lncome)
(qrq 6r srer (ffr)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable);
iFr wq eilq i5'r qrd t (d qq d vq qt Tfr 6r t{{rri'ffi{t '

FAMILY DETAILS qKCR fudTUI

Relation with Applicant
sn+(s. * qlq qqq

BASIS for REQUESTING ASSISTANCE (Tick whichever is

BPL Card
(Attach Card Copy)

,rt-fr tql * ** vrnq v*
(yrrm rlr q1 erqr cfr sdrr 6tr

EWS Certificate
(Attach Certificate Copy)

qel qFI qri Tqq rrd
(yqrur r{ *t erqr rfr qe.r 6ir

Ration Card
(Attach Copy)

Ec+ftr 6rd
(rrilur E[ ql erqr yfr ftrr otr

Any Other
Basis/Proof

wq +i slsc

"PURPOSE" for REQUESTING ASSISTANCE:

rrd'{drt{Hrrnffi6g$q3
Medical Reports/Prescriptions Attached

t qrfr ft1.ri vfr+fl q{ rid,T

ASSISTANCE BEING AVAILED for SAME

W Etkc + *(+{ sFr stFrdr ffi wq dn t fficr rqr d?
NAME of OTHER SOURCE

erq t*r ffi qrq
AMOUNT ofASSISTANCE BEING AVAILED

lfr rri sgrqdr {{fi



DECLARATION byAPPLICANT: s{raffi ERI sqo11 rs;

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 assistance, if recelved 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 soutce/employer/insurance company, of the

for whiqh this assistance is requested.

1) t dsqr 6Gr {.f6 Es yr6c t Ri T+ qs ffi{ur tt qrdrt * u-gsr Ef, cs {fr *r qR qti fq-{or F iFcH slsf, cHI nfl-dl t d.+t qaq-dr f{€ d} qT T+-fr

2) iiERrdsormqft "dprflq'FrC{rTr',*dsrtfit,ilrdilsq+T sSEisqal$+Hft5.qrqr+.n,dEsTrsq{ ctFmtr

3){lfu6.rdr(f6fssr6rsmtgqayrf<r6irrt+,s{1rfrr6rerfrm'qrq6dERIFhfi$qri-d/FfrsrrfrqrEEqfr*rdfuql+oirirdqfrE{{.nl
(snaffi Em ffiR)

1) By afiixing 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 ,y nrre, address, photo & details of the "purpose', for which.such assistance i: f-qL::lti/,9::,1t^"?:.T,:litiiil
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) furtner agree thai any sueh use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

will not automatically entifle 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.

r) ys yq-d qr qqi rqrsr{ qr etr} El Erq (mrs-(, ff (qr+<o) qq+ vtqfr ql gfu qcm tsd "qi&rdt $rdgw otR Es-+'q1fid '*1 st&q( urtr {f+ fu wr,

Tdr, +A qt{ d ffi1o1 Es rcr { dfird t, "t 
uqfrffi" q{c.qr$, qF, qriHIiRrI E€t y{i{q t E$lfrfrfid ofu srdidrd 4 6q ffi S qqR qrtaq

Sy{rft(6ri+fdseftE(ilityqemfrqrqii{drq+,rrdqcK{e.d+fds(qlfrr+rrr,rSs{'q:qr$qftr{(tr
2)t(qra6{)wqrd*vrqdtfrt{rtq,qfl,sHBt{ffi{qSfmvercfi+qqllTgffiatS$sttrreFrdlstroqRTff{trdrl{qrdq{
nqiftrfirn qqssn =nfoif cr Fpiq trdc afu <tqsrfr Etrlrl

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

ondqs+rfiIlq{qwgBmfimr

AGREEMENT by HOSPITAL 1691616 6fiT 6{T)

By affixing hereunder, signature of our Authorised signatory for recommending this case/patient for finarrcial a!s!.ii:rni5 from Kosilika Foundation' we

(Hospital) hereby affirm & accept following: r,AA -- ^-.. ^+L^F ^^,,?^r rar +ha cama nsiian,naea aq welr]ospllau Ilelssy allltlr s sr
1 ) that we neither are prur"nffioi *iir in"trtur" avail of financial assislahce from another NGO or any other source, for the same patientlcase, as we are

requesting to get from Koshika Foundation, to the exlent ihai lucn assistance is granted by Koshika Foundaiion. lf the requested assistance is not granted

by Koshika Foundation, in part oiin tutt, then the Hospitai iererre.liJ right to mike up the shortfall from another NGo or any other source' This

confirmation essentially states that the Hospital witt not avail any duplicrle assistance ior the same patienucase. from any other NGO.or a.ny oiher source'

p) The assistance from Koshika Foundation is onty Rnanciai in nlrirrl. in" choice of the treatment/procegtre advised/eonducted by the Hospital on the

;;dfi, ffiil o"il,. 
"ir"rg"ment 

between the patieni & the Hospital, and is in no way influenced by.Koshika Foundation' Hence, the Hospital will

a$sume sole & complete responsibility of the treatment a its.oui.oni" &'safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

smt qfu{-d, Esilrcrt 61 o1( t crrdrtfr *} "qiRr+t sErd{FT" t fqfrrq qtrffr ts ffilt d qrfr +, ffi rq (at{drd) fte rqn { q-q q r*qn m& tr

tlcE.krdTdq11dhrAfiq{fqrdqv6rdrffirhsrortsernltf{frerqdats-*{irfrrcrrd{dtqrd{it,+CfsEc+"61RrfiIqrs-€{H'
* .ftq'fiTriffi rm * qrqq {.qtRE;r vFr€{Frx Erq rK tg f+ tr qR oqifrisil q,s€vR'ERI vdr{dt ffi erftmnroa tg rg rfr f*-cr srdr t d 3rsdlfl

ffi qq ft s{sr$ srqr qr ffi sr:r rnrrrn t qEr.rdr ti fl srFr+,n gha rwor *r vs tfu { se qa qKI t fu' ergf,rfl frtrc r(q sffi 1hftrqTrd tg ffi
tr qr*rt rim q ffi orr{ qltn t qrd t'nr&'frt

2. *slRrd.r ,[rs*mo d d'r{ E6r{dr *{f, fqffi r{fr q1 tr rifi c{ EsirRt Er{r { T{ eEn6 qr ffi'r+ srflvstfi{ 6I tIls ti'fr qs EtrltlT-d

* qys fl f{cq t st{,,siftrfir s.rtrs{H,,Erq1 ffi y5R 61 6t$ Eqr+ TEt tr rsH Ee-drd { tfr * wm gtrr efu enTi sri q1 €rfr ffi tfr qi twme

q1 +fr ot{ uq1ftffit' dt fiti {k{t qr ffi w crEA { rfi dfit

RECOMMENDED FOR ACCEPTENCE

ffi + fdq riEfd

onl)6rls"El1;
($efi'rffe'n{stflqg11ffiT*"*

r r 3 r, ffi $tLsararsfrii'ufmrfi I

Date of Surgery
srr\iYrq d irfrq

L* l+\ r+
ut<fr{ {efur*ilratton No' :

SI6NATURE of TRUSTEE 2

;qi{ii Ekrih\ 2

11.04.2017

ilt i11,'r11

(Na,mr0fpr$ffin.
qffirs!,ilE;fr'G

SIGNATURE ofTRUSTEE I
erfrrmw tw{ ,*,4-F1--__--


