
URru^-c- Ro"o?-cae9

APPLICATION FORM FOR ASSISTANCE
q6r€rfl B( 3Trs-fi rrrss

(Flealthcare)
(srceTq toqrfll

,,U, .t
Itos,,u.l,aa
foundation

Bu ld ng block o{ lifeAPPLICATIONOATE:fe ^ r ;;1^
rniqi fd?it I.)' U c{ - < L)

APPLICATION No

sTr+fi qcql : v lo?eo f rroe
AGE.YEARS sex frrt

?o Iv1

NAME of APPLICANT

eTr+(fi ;il lrq
Rqrrsn

FATHER'S/SPOUSE'S NAME

fi;qY5gu1 51 1q horholo
PRESENT RESIDENCE AD^DRESS q!

I

PERMANENT ESIDENCE ADDRESS

Pa. *P fes+ cF

6rnt) florrrrar',

OCCUPATION
qfim &rruph rUfnltffo (ffifl / r,,NtrARRrED {effil
TOTAL ANNUAL INCOME

W qrffifr oTrq )lara ).--
(Attach Proof of
(qrc ffi srsq s5'' tufl

PAN No, grf,T

ARE YOU AN INCOME

iPlt 31F{ eTq 6-( Erfl

TAX ASSESSEE (Tick whichever is applicable):

t tgt qrr{ a sq c{ {-fi ql flqm 
"Tr[q1

Yes i No

trrV
FAMILY DETAILS qfi

Age

T9

(Years)

(ed)
Gender

fm,T

Relation with Applicant

' 3Trdc:fi'* artl sqq
Sr No.

qrqlfr-q

KYtt

e OI\L (Fry L'l

dr^)
a

a i --6+,tl

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
g.rm-+r d'ftrd ffi olnm

. EWS Certificate
(Attach Certificate Copy)

qsr gIFI qri rqm rH

(yrilq q:{ q1 enr yft *mc ;rtr

Ration Card
(Attach Copy)

sqqrfrr e,d
(vqrq r* al eET cft rtfi'{ fitr

Any Other
Basis/Proof

irq qt{ srq

' BPL Card

(Attach Card Copy)

'r0d tqr * *i vqr"r ri
(mM sr a1 erqr cfr ror{ 6tt

vaqm tg H rd ffi 613Ssq;

.PURPOSE" for REQUESTING ASSISTANCE :

Medical Reports/Prescriptions Attached

er+cdr-d,c,ir{ t qrfr 61'F yfd+fi {fr q-d,i
Sr. No.

Xq g{ilI

5t t.Y PXI_L.I- ( LE,\ >J-(_:
(
v

ASSISTANCE BEING AVAILEO for SAME "PURPOSE" from OTHER SOURCES

rq Ed{q + +q.qtg orer veFrfl ffi erq dn t tcq 'rq d?

AMOUNT of ASSISTANCE BEING AVAILED

efi ,r$ vrrqat nvfr
Sr. No.

m'c g@l
NAME of OTHER SOURCE

erjq *d sI ilq

<a

iil I

'f )rl^r l^ a

1r+ +* IVI ft+Ll r I .17Cr ,

EI{UT

N

!
ame of Family Member

fuqn * srpd qr ilc
YnUntfi t

"4q-a,"nd(



11 I hereby confirnr thal all delails in this Form are True to the best of my knowledge. Any false statement will render my Application & onqotng assistance, if a
rlatrle [or re,ection/canc(Jllation

was requested by me.

3) I hereDy confirnr that I have not & v/ill not rn future, avail of reimbursement. in part or tn full. from any other source/employer/insurance company of the amour

for whrch this assrstance s requested

l) { qrq,rTi 6rdr d fu {q ffFc c lEq ,rq qS E-{rq tt qn-+rn * qmr ss ss sd tr qR +r{ t{drol (s q-zrt 3r{fe qrqr qm t d tt s-drq.dr flrr< 6i qr e-fi-fr

2) Et B{ .ii q6r{rdr {Tfu qiRrfl qrs-€{n", C d ql rfr *, vc+r sqqtq s€i Ti{q 6i fffi 6 ffi f+.cr qqTr, sl {q yrsq d ,T{,rqr *r

r)CgE6Til{f{. lqe€6rrilEgq6vrehrdT{t,TqrrRI EEiolfrr+qr v+-oftwl*il sr<*n,'nd-q-dFdcrsqdtrdfrqtet{rilqBqdtt'nr

nt

DECLARATION by APPLICANT: 3lr+ffi 6Rr dqqt .fi:

orn)(

activities/achievements. Such use oi my pholo & Cetails can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose

for whioh assistanoe is being requested.

2) | iAppticant) lurther agree that any such use of my name. address, photo & details oI the "purpose", for which such assrstance is requested/granted,

with the Truslees oi Koshika Foundation, and their decision is thrs regard will be iinal and acceptable to nle.

t) w yq-i c{ sTc{ Effrsfi qr srF'r3 qt EFr (rTri6-r, fi ts{r+ff1 sfl-fi s6qfd *i Sfu H''cm { qa "+}ftmr s.B?yn 3{h sq-d qrtri " 6} qfrr{-( +cci d f+ in rn,

Tdr, stel *i sT Fqi"r {s vc? d dEn +, T* xqlfrrqil" !rd( qr$, <FI, qrmrot Xst tqtrq t gg ffifqnmi et< srfiE{d t frd ffi rfi ysp qqq

t cqrftf, fii 6 fds ernrqi *r tt vqa ;nr t{qrq fi {-f,rq 6 wd qr sE i m..fi d fds "oiRr+r vrr$m" s q-d qprqi tr

zlttsn+ffilgHErdtwqotf+krcrc,Tff,+AdRi€<oTdfuvacar+TcMififtrdtSf,wT:n6Frrrirrr+-qrrcl E-qrdrr Eq{q!rq
x*ift161" l1a1Esd qffi 61 ffiq ;',1ftq CR ETqfl'fl 6rfil

thumb imp

my narTre,

tature or

produce the

11 8y aff xing my sign

use/pu bli sh/p u t- u p/rel purpose , for which such assistance is requested/granted, through a

donations for Koshika Foundation and/or disseminating information

kaKoshi oundationF andon Iicant)
I etaid oflsaddress, nyphoto

it'aboutr ncl udimedrum not tomrted verbal, nt electron ic,but pri for solicitingng

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

sr+ffi d trRrnr{ qr erX} m fum

Tffi
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By affixing hereunder, signature of our Authorised Signatory for recommendlng this case/patient for financial assistance from Koshika Foundation, we
(Hospitat) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same palienVcase, as we are
requesting to get from Koshika Foundation. to the extent that such assislance is granted by Koshika Foundation. lf the requested assistance is rct granted

by Koshika Foundatron, in parl or in full, then the Hospital reserves it's right to make up the shortfalt from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure 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 Foundalion. Hence, the Hospital will

assume sole & cornplete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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