
APPLICATION NO 

NAME of APPLICANT: 

APPLICATION FORM FOR ASSISTANCE 

OcCUPATION 

FATHERSISPoUSes NAME anamama 

TOTAL ANNUAL INCOME 

PAN NO. Tf t HUt 

St. No. 

Nihal sìmgh 

VRC- 23-0g- o973 

BPL Card 
(Attach Card Copy) 

St. No. 

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

St. No. 

Name of Family Member 

Aakeh 

PRESENT RESIDENCE ADDRESS wfur SUTt T 

(Healthcare) 
(TEm kurTet) 

APPLICATION DATE |4/643 

PERMANENT RESIDENCE ADDRESS : 3UT 

AGE-YEARS S 

EWS Certificate 
(Attach Certificate Copy) 

S4 

Yes NO 

NAME of OTHER sOURCE 

FAMILY DETAILS utat au 

Age (Years) 
34 (44 

SEX fPrTT 

( 3ATQ 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
HETqt fera fata 3r 

ARRIED rfe) UNMARRIED (fraftn) 

(Attach Proof of fncome) 

NA 

Gonder 

Ration Card 

"PURPOSE" for REQUESTING ASSISTANCE: 

(Attach Copy) 

Medical Reports/Prescriptions Attached 

CataAC 

Koshika 

freo 

foundation 

Blding block of lif 

Hra 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Posta 

Relation with Applicant 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLICANT ste SO 
1)ihereby confim that ail details in this Fon are Trun 10 the best of my knoaledge Any false staterment wit tender my Applcation & 

able for tejeciancancellation 

2)1 solemnly confrm that assistance, oceved from Koshiks Foundator, wi be used 

3)1 hereby confn that I Pavo not & wi not in futute, sral f teitnturserment. i part or in hul, from any other 

for which this assistance is requested 

for which assistance is being requested. 

T 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 

in the matter 

tBv atfxng my signature or thumb impression on ihis Form, I (Applicant) herstby agroe & authorise Koshika Foundation and s Triste 
Userpubist/put-upireproduce my name, address. hato & datals of the "purpose for which such assistance is requested/granted, throunh 
medum, including but not limited to verbal, print, electonic, for soliciting donations for Koshika Foundation andlor disseminating inftorma 
actvtes/achievoments Such use of iny ahoto & detals can be made by Koshika Foundaton bafore or ater my troatment or futiment of et ir 

Date of Surgery 

|2o/0al23 

15-06-2023 

d only for the "purpose.as stated in thin 

sOurcslenpioyetitur 

21Aoplcant) further agree that any suh use of y narne, address, photo & detais of the 'purpose, for which such assistance is requssted'ornetad wll not autormatically enttle me for teceiving or continuiig the said assistancs. The docision for granting andior cantinuing the assistance will rost soinly with the Tnustees of Koshika Foundation, anid their decision is this reaard ill be final and acceptable to me 

AGREEMENT by APPLICANT (srtce g w 

Time...sen. 

AGREEMENT by HOSPITAL (R 
By atfoing hereunder eune signature of ourAuhorised Signalory for recommending this caselpatient for financial assistance from Koshika Foundation. we 1) that we nelther are nrocwing 

avail of f financial assistance from another NGO or any other source, for the same patient case, as we are 
requesting to get from Koshika Foundation, to th 
by oshika Foundation, in part or in full. then the Hortltce ts grarted by Koshika Foundalion. if the reauested 
confumation essentialy states that the Honntal wl etsgt to make up the shortfall fron another NGO or 3nv othr o granted 

The assistance from Koshika Foundaion is only tinancia in nate The nne tor the same patient/case from any other NGO or any other sniea 
ert is based on the arrangenent between the patient & the Hosp tal anrealmeniprocedure advised conducted by the Hospital nn 

0e& complete resporsibility of the treatment & its outcome &safety of the 

ao DRAVEEN SEN SHAH! f 
MBBS, DHB, OPHTHALOLOGY 
Reg No. 97415 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 
fers úrtr 

(Name of Dr. & Regh/No. with Stamp) 

E) 

Form 

dministra 

(Name, Designitun 

FOR INTERNAL USE of KOSHIKA FOUNDATION wtts av t 

e 
i ua 

about is 

SIGNATURE of TRUSTEE 2 
A4t TR 2 

6f Authorised Signatory 
on behalf of Hospitai) 

Date.... 

nd by Koshika Foundation Henca, the Hospital wil patient. and Koshika Foundation will have no role or responsibility 



Nihal Singh 

WT ve-281204 

faf/ DOB: 01/01/1969 
TY /MALE 

6646 5489 5281 

DUEENTIPEATIONR 

Address: 
SIC Sarmana gras krs guskar 

6646 5489 528 

Aadhaar-Aam Admi ka Adhikar 


