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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hika
'8614dl~~~ (~~)

foundation
APPLICATION No. : F OFt,~ I APPLICATION DATE: A ,~\ Building block of life.
~mt: r LIT> ~ fuvft <- ,C \ '.i-
NAME of APPLICANT: AGE-YEARS ~-qrf SEX ft;ity
~q;J'fI1'l Mrt hf ¥v-i ~~ f..r P .~- -•.
FATHER'S/SPOUSE'S NAME: 1~~,.~t~ "
~q;J'fI1'l

\\ \ " PRESENT RESIDENCE ADDRESS ~ ~ 1l(fl
\/ \I I{'\ n.e \' ..•.•, ".\. I \'ph~\, •... ' '" ~~ l~ ~\I.i.•.. \,. _J r-; " '~ "-
l'i\ffi +- - I'\fIIQ h.J\1\.JL-, ( 1#tU """b.ri oV\"

_f -
P~AJ'''ENT RESIDENCE ADDRESS: ~ ~ 1l(fl Preop Postop

140 Mahendri
-('1~ nn~-

OCCUPATION: 1 to. ~ '"
I MARRIED (~) I UNMARRIED (~)~ A,./l

TOTAL ANNUAL INCOME:
L\l.')oOO\~

(Attach Proof of Income)
~cnfifq;3Wi (3Wiq;y~~) klA
PAN No. ~ Wffi ~ NA
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): ~~~)cp:n aw:r 3Wi ~ ~ t (-;;IT 1iR m ~ 1R -m1 q;J f.mR ml

FAMILY DETAILS "tIftr.m~
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant

ifill ~ 1!ftcm: ct ~ q;J "lilt -all (Cflf) ffiJT ~ctmq~
l \ I ~ 4 ...-, . \'<....()jll I '-1"" \Y \ '-,l'\'N

-

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
~ ct ~ f<f:Ifu 31Jl:m:

BPL Card EWS Certificate Ration Card Any Other(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) BasislProof'/fUift Wr ct ~ "SItITUI ~ ~amqlj"llliJ1ll~ ~q;yt
~~~

("lIliJ1II~<i>'I~W<!~~1 ("lIliJ1II~ <i>'I~ W<! -.ffir.t ~I ("lIliJ1II~<i>'I~W<!~~1

"PURPOSE" for REQUESTING ASSISTANCE:
~ ~ ~ lfli fcRm q;J ~:

Sr. No. Medical Reports/Prescriptions Attached
ifill ~ ~11~ctt~~~~, r-, () " "I 1 ) I ('\(\'r'\ 1"1'\1 \- "\-- VI"

<r
~ (-- ---.--fV\ ~(

'J 1.........11'"'' , /.- C'T( ~ -4-...L.L) l- J I

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
~ ~ ct 4~ ~ ~ m:it ~ ~ 11~ 1p:ITm?

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
ifill ~ 3R~q;J'fI1'l ffi~~mit

,
I \J.f f\ U ,



DECLARATION by APPLICANT: ~ ~ ~ 'IflI':

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 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/employerJinsurance company, of the amount
for whic,h this assistance is requested.
I) ~ ~ CIiUII'( f.f; l{{ 'lffi'\lI .q ~ ~ ri fcmur .qu ~ <t ~ ~ V!4' -mi tl ~ C!iWfcmur V!4' q;tR ~ 1!llII ~ t en 1)tt ~ f.ma 'll't ~ ~ tl

2) llt WU~ ~ \Ifu .~ ~", -a 'ffi ;;rr m t. 0lI'fiT ~ om ~ CIi't'lflf <t ~ fcI;1u ~, ~ l{{ 'lffi'\lI -q '1R11f1.ITil

3) ~ ~ CIiUII'{ f.f; m ~ ~ 1Ii 1Iltf.!rCIi't"llt t. oa \Ifu <riT3IifircI; 'lit tmI mm fcIim ~ ~r.ftllt <Ii1lI'ft -a "I en ftot'lI! t am: "I 'tt ~ -q ~I

AGREEMENT by APPLICANT (~~ 'ifiU\)

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, 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 entitle 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.

I) ~'lf1l';l' 'tf{ 3!1Ff~'lIt3irBCli'tiJlll~, ~ (~) amt ~CIi't~CIiUII(Tl!i·~~ afR~~" 'liT ~CIiUII'{f.f;~~,

'1m, ~ am: ';;it fcmur ~ 'lf1l';l'-q ~ t, ~ .~" ~ ~, ~, ~ ~ ~ ~ 'i¢ ~ am ~ <t ~ fcIim "" 'lmR ~

~ 'lImfu! qw) <t ~ ~ il llt 'lf1l';l'<riTfcmur llt ~ <t ~ 'lit ~ .q qw) <t ~ .~ 'Iil'Ofu" q ~ ~ il

2) '4 (~) l{{ ~ ~ ~ '{ f.f; ~ ~, '1m, ~ afR fcmur ;;R f.f; ~ <t ~ ~ 'lIlflfu i ~ \<Ill: ~ <riT~ ~ ~I l{{ ~ .q

.~" ~ ~ ~ <riTR*' 3ffirq afR ~ ~I

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION:
~ <t ~ 'lit 31'>@<riTf.mR

by HOSPITAL (~WU 'ifiU\)

By affixing hereunder, signature of our Authorised Sig' nding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following: '",
1) that we neither are presently nor will in future avail of ance from another NGO or any other source, for the same patienVcase, as we are
requesting to get from Koshika Foundation, to the extent thi;if oc assistance is granted by Koshika Foundation. If the requested assistance is 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 patienVcase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenVprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
m~, ~ CIi'tam ~ ~ 'liT .~ ~" ~ fcdiF1 ~ ~ fuq;fur CIi't;;rnft t, f;;ffi 11f (~) f.r1:f 'lIlm ~ lR q ~ q;«I il

I) ~ ~ " en CIdIlR afR " 'tt ~ -q fcdiF1 ~ fcIim ~ mlfi'Rt ~ 'lit fcIim ~ '000 ~ Oifif WiTflIIlR'I .q Wt 'lit 8 W t. ~ f.f; 61ft .~ ~"

~ ~ 0<JiI <t ~ -q .~ ~" ~ ~ ~ f.f; tl llf1\ .~ ~" ~ ~ mfu 3!1fuI;~ ~ ~ ~ fcI;1u ~ i en ~
fcIim ~ ~ mlfi'Rt ~ 'lit fcIim 3R ~ ~ ~ 8;) <tiT~ ~ ~ il ~ ~ -q we em ~ t f.f; ~ ~ ~ Oifif WiTflIllffi ~ fcIim

~ mlfi'Rt ~ 'lit fcIim ~ ~ ~ ~ ~I

2.• ~~" ~ 'ffi"llt ~ ~ fcdiF1 ~ CIi'ttl WiT 'tf{ ~ ~ \i"llt ~ 'lit ~ ~ ~ <tiT~ WiT Tl!i ~
<t ~ <riT~ t afR .~ l/iW";'ffi" ~ Q 'lIlm <riTC!iW~ ~ il ~ ~ -q WiT <t ~ ~ afR arr-l "IR CIi'ttnU ~ WiT Tl!i ~
Cli'tm afR·~"Cli'tC!iW ~'lIt~~w-q~ml

Date of Surgery
~qft.

21)6/11-
FOfW,lJ'ERNAL fJSbl KOSHIKA FOUNDATION

SIGNATURE ofTRUSTEE 1
~~1

11.04.2017


