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APPLICATION FORM FOR ASSISTANCE
sEr€rfl t( 3Tr+<T srs'Er

(Healthcare)
(Hrerc fuqre)

APPLICATION No. :

qr+fi €reqr :

NAME ofAPPLICANT:
en+(fi q,t crq

FATHER'S'SPOUSE'S NAME :

frfliq-grs{ fl nrq

MARRTED (ffi) / UNMARR|ED (qffi)
TOTALANNUAL INCOME :

EO qrffi{, e[rq
(Attach Proof of lncome)
(eilc 6r (tH qdq)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):

Br qN qrq 6,,{ ffi t (S qrq Ei Bs c( sfr 6r Firm Eqril
FAMTLY oErArLs sfrfr

Age (Yeags)

ss (sq)

sdffdr+ffiffiqIqR
Any Other

Basis/Proof

3{-q 6t{ srH

EWS Certiticate
(Attach Certifi cate Copy)

emc orq q,l cctot Ti
(crrm rE{ q1 srq yfr sq.{ stt

Ration Card
(Attach Copy)

Tqlltfir 6.rd
(cqrur rd q1 erq vft sg.{ str

BPL Card
(Attach Card Copy)

,T'ffi TqI 6 TTq TCM T{
(yffrr c{ al erqr yft'rreq dr

"PURPOSE" for REQUESTING ASSISTANCE:

q6rq-dt tE ffi+ Ti ffi 61sSqq;

Medical ReportsiPrescriptions Attached

ffe-drf,rciE( * qffi *1rd vff+fi q* {m,i

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w s*{q d A-q+ sr:t stFrf,t ffi 3rq dd d fdqr rrcr d?
AMOUNT Of ASSISTANGE BEING AVAILED

d d wr+at nvfr
NAME of OTHER SOURCE

er;q da m crc

Preop
335

Postop
Murty



DECLARATION byAPPL|CANT: or+ffi 6Rr riqqr v*:
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/employer/insurance company, of the amount
for which this assistance is requested.

1; { $qon q,rdt tfs w rrFI n frE rA sS fud{"r tt qn-slfr * ergvn s.dq qs sfr tr qfc 6t€ frE{ur qq i6eH grss qrqr sndr t d +0 qard'r f{{a +1 qr ss-fr *r
2) it ERI S sarq-cr rRr "qtRrfi rrrsd{r{", t d sr Bc+q sS st[q q1 1id 4'H fssr qr4,n, d vs yrsc { crt 'rqr tr
3) {gfu+'rdr tr{fqs s6rcdr tE q-rvr*+ n1 Ti +, ss nlv m qfrrfiqr s+-o kwr ffi erq 6-qfi i cd fircr t eiRq d qrdq {itfll

AGREEMENT byAppLtCANT (sn+{s ERr s'.ml

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 ofthe'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.

1) Ys Yr* c( sTsi E{drffi qr tr cl ErrI EFITIF-(, { (qri{s) errfi T6cfr e1Ifu +,cdr {qq'"qiftrsr v,dgw dR ss-+ qrfrd' '6i $rFrW oror {fo t<l rn,
qdr, sld qtr d tq-ewr {s vc-d I dfrd +, yS u61frrfir' q-c1q-S, qr{, qrfirqr {si E$vq t Vd .nfqn+A' $k sq-dfqd + H fufr S ssn etqq
t vsrftd +ti * fds srftr{a tr tt vq-r m fq-{rsr it {drq d .r6d qr sK i qti + fds "q}ftifi rr,gSsq' e qr$ o{ir{fr tr
2)t(s{r+<+,)wslatsdqa{fs'*ncrc,{dr,sHsiRf{q{urdtd,wr+ar+s(t[dtyrFiatg$sa'rr6Frdrsrrd,sRT'i,tq-a-611 gqqqrt{
usifrrfit'l9l 

T€-+ qrfudf or Frutq srfdc *t atqorft E+'!Tr

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

on+q6'+ rkrrffi qr q) or frvm

AGREEMENT by HOSPITAL (Eg.dT€ gRT 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:
1) that we neither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patienUcaset as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe 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
confirmalion essentially states that the Hospital will not avail any duplicate assistance for the sanre patienUcase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure 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 Kcshika Foundation will have no role or responsibility
in the matter.

6qti aft{d, Ewrsrt ql si{ i crqdr&ft 61 "qiRrfl sre€vR" t ftFrq mr+m ?E fosrftyr 61 qT-fr t, ffi rq (rsrro) ftq r+r{ { qrq q **,n q"ri tr
l)T6tscdTdqHelncflqicq{fqffqKor{fiTfd'q1 as6rfisE{Hqtt+rfterqe}att-mftfricrq-dtfiqrdrt+,*if+,6ri"qtRrfirvrs$qpq'
* ftrwfryvffid rm * srsq { "q1frr*l qrg+Fr" ERr q-< +E t+' tr qR "B}ft[6r rrrg+vn' ERr rrtFrdi ffi irfrrfi,(+'-d ?g c-d{ Tfr f6qr sr-dr t d qsdrd

ffi errq +r s{*rt sqEr qr ldigl sr;q F,gTtr-{ t srr.rdr ti qr qftmr g<fun rcm tr c€ yfu i se q-a qdr + tfi ersaro Ffrq rr<( Brkr tfrrcrcd t! ftrS
i{ qr+lft s+q qr ffi sr,zr HrrFt t Td dfird,fir

2. "Elfrrol s,s€{rt' t tfi'ri Fa-qnr *+e fqftq n-{fd a1 tr r}fr rR Effinfl ERr { Ti Kr6 sr Gra qA scsrvcf#'{ ql ETq rtrfr qe Effidro

d sts s'r fdsc i et{ "*lftEiT qrsd{Hn Em ftffi r{-R fl 6t{ q-{q'rfr tr wm E{'rd,m d tfr d'rer-q grs{r otR 31ri qri s1 urfr fwdqt rhfr qs Ercilm

61El'ft o+R'61frrfrl'si +$ Tfudr qT fiiffi Es qrrd t rd tirftr

RECOMMENDED FOR ACCEPTENCE

ffi + frq €qrd
Date of Surgery

dqiflr si f,rfrs

q It l'e
DR

v[t'ftilfiIld

SIGNATURE ofTRUSTEE 1

qrs rmm i
SIGNATURE of TRUSTEE 2

qd rwm z

q--1{
'' ""'pQh Sf; gUnEUsrgii rtt5Htm rouuoRrtoH q<fts wqhr tq


