
Qo-

APPLICATION FORM FOR ASSISTANCE
rsrardrcn e-q srr+q-{ gt-FEI

(Healthcare)
(Hrcerq teqrol

rcHhiha
foundatlon

Builling block of li{e.

0&. aa n4E ,o?.4APPLICATION DATE

s]ri<i iEql sn+qi n?i}

No.
V

AGE-YEARS urg-ed sex frq

F
NAME of APPLICANT

.ild.ffi +.r ilq I

S
qFATH ER'S/SPOUSE'S NAME

A;T qlq

lrlaf-
PRESENT ADDRESS TRIT

*ofDtAfJ - MogY11r94-gt) L?'I7. zd
PERMANENT RESIDENCE ciTt

?w uf PNGey

(r+s) S|"l-,b |.c,v)

UtgerE? 
(ffi) / UNMARRTEo (qffi)OCCUPATION

4fiIrq Hct-le filpA&.+t

//LEl\ (Attach Proof of lncome)
(3{rc 6r qrsc +d,T)qrffi-+ eTq

ETdIPAN No. TSTII

ARE YOU AN INCOME

EFlt 3lTrI 31rq 6-{ ffil
TAX ASSESSEE (Tick whichever is applicable)

B tqt qrrr a sq c{ (d fi frYrn iTrnql

Yes / No 
--FT /V

FAMTLY DETATLS qftqfi fu{tq
Age (YeaLS)

3S (qq)
Gender

ff,rl
Relation

o{r+ffi
with Applicant

* ertt €Eq$r

Sr. No.

6.q s@]
Name of

d
Member

E5T ;ITq

Ir

eV.

:{hr(t
l, l }Y

I

L/,

Jr -.5 tl rvV\t <F )H^grt^?l-.-n r l.r l .r'i)l
v\L

BnStS for REQUESTING ASSISTANCE (Tick whichever is applicable)

imrqcr*ffiffitoilm

F eti srqq

Any Other
Basis/Proof

EWS Gertificate
(Attach Certificate Copy)

srel oirq q,{ cqm ve
(vrrm E{ q1 snn vfr req qtt

Ration Card
(Attach Copy)

sq+iilr q,rd

(vqpr c7 +1 vm cfr ew{ 6ir

' BPL Card

(Attach Card Copy)

.rfrfr tgl * *i vqrq v*
(cqrur s{ o1 srqr vfd req att

"PURPOSE" for REQUESTING ASSISTANCE

vsrrat tE H'ra ffi fl s(t{q:

Sr. No.

sq s@l

Medical Reports/Prescriptions Attached

srsr-oreim t qrfr 61.ri yfc+fi lS r+o,q

-

lr

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

Vq E(tw d tq6t{ €rat vtFrfri ffi erq da t fut rrqrEiZ

AMOUNT of ASSISTANCE BEING AVAILEO

el ,r{ vrrrrfl nsfr
Sr. No.

mc altql

NAME of OTHER SOURCE

srrq dd 6l Tq

l.

NA

,l \ Nr'l

I\.it

r\"l F

t-

'/ t"



DECLARATION byAPPLICANT: 3Tfi{ EI{I qrqun qi'

17 I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement wrll render myApplicatron & onqorng

ltaole for relectton/canccllatron

l) { Erc,rrr 6rdr t B'w IIF! t Rq nq €''fr fe"s{ul tt qrf+rfr + irJqK $iq ss {-dr tr qf( fr-ti ffi{q qq 6,en ifirdr qFr qrfrr * nt qt s-6TTdr irTR 61 qr q6-fr

2) ti ETit qi rril'c'f,T {h "+rftT'st rrc-srn", t ei cr ai t, sq-dI sq*q s€i Ttyc'Hr Tid + ffi f{cl qrAr, ql vs vrs'q i q{ Tqr tr

t) { gR 6rdl t is fu'e rorfl r{ q6 rt?i{ fr't ,r-{ t, Tfi rtftr +l o{Fffi qr v+s frwr ffi sr< slizf{+srfirfrqr $ryfi { r

rnlconfi assistathat if fronrreceived ikaKosh wilFoundation be onused for the AS instated F,this fororm. suchwhrchsol nce, 1y rpose2l emnly

in avarl retmof in or tn from souothernot futu bursement full, theofpa( any company,rce/employerinsurance

d t*<rtqHe{trnr

was requesled by me

3) I hereijy oonfiinr thal i have not & v/i

for whrcn thrs assistance s requesteo

gI( 6"{R)(

'1 1By aftixing rny signature or thumb impression on thrs Form, l(Applicant) hereby agree & authorise Koshtka Foundation and it's Trustees to

use/publish/put,up/reprciduce my name address, photo & details of the "purpose", for which such assistance is requestedigranted, through any

mediunr includinq but not limited to verbal print, electronic for soliciting donations for Koshika Foundation and/or disseminatrng information about it s

actrvities/achievements. Such use of my photo & details can be made by Koshika Foundation beiore or after my treatment or fuliilment of the 'purpose

for which asslstance is berng requested

2) I (Applicant) iurther agree that any such use of my nanre, address, photo & details of the "purpose", for which such assislance is requestecjigranted

with the Trustees oi Koshika Foundation, and their decision is lhis regard will be linal and acceplaDie to nle.

l) Eq yq? c{ s{T{ rmrcfl qr ,# si arrr rrrrdfl, d <q{r+q.*') olsil qrcfd al lk rrn t qe "qtRlfi q,rig{n ofi( w+ qltrt ' si ofir{-( 6,TdI t t* c{ Tq,

w, slA sfu w frs$l ss yq* q dfrH t, st '61frrsl' cs('qr$, q.l't, qirir/qr'$tt s(iw * gsi mknrd sk sqq&df * M f{mi 'i mn qtzrq

iyflRilqrd*ff,so{uEatr itycrotkqrrritEHridc6-dutqKimr4*ftc"qtfrrflqrr}ffi"qqrdqftr{'(tr

2){(siT+r6){qqrdimcfl{ffitnrc,qdr,+daftft'ror$fosmqcr*sCM*fifrhtEBer6,err.rfliF'rr6fildr+rar geserlq

'EiRrsr' q'q sfi+, qrfisdl e,t Fuiq rihq 3fR qTq-fl"fi it,ttr

t{flri
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

or+cs *

ENT bY HOSPITAL (TFMM ERI 6,{R)

By affixing hcrcuncicr, gignaturc cf ourAuthorsed Signatory for recommending this case/patient for financial a$sistance from Koshika Foundation, we
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patient, ls based on the arrarrgenrenr between the patrent & the Hospital, and rs rn no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conrplete responsibility of tne treatnlent & it s outcome & safety of the patrent, and Koshika Foundation will have no role or responsibility

rn the matter.
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