
APPLICATION FORM FOR ASSISTANCE
Tr6r.rdr E-q

(Healthcare)
( q]Terq l]gr{rf, )

,.u, .,
ltoslll"l(a
foundation

APPLICATION NO

qr*<{ qqr : b/or z r lo-70:
APPLICATION OATE I
:,rriE-r tun l2 I Ot lZol,2.

lor-veens ,rq a{iIAME ofAPPLlCAtlT
xr+(6 an an Paruatlrottr, -a-

occuPAT|or{
q{grq okeOrf DMARRIE UN RIR DE(ffid) Brffir)
TOTAL ANNUAL INCOME

ta efi[s 3na
(Atlach Proot of lncome)
( 3Tq 6r EIqq {dq)ooI

FAMTLY oETAILS ci-qrr ii-{r.rt
Sr. No.

6.q (@l
l{ame ol Family Member
qirsR d s(sl 6r nc

Age (Yoar!)

3s (sd)
Gendor

fdrl
Relalion with Applrcanl

3{rt(6 4' EIq gEq

\

\
)

BASIS for REOUESTItIG ASS

rcrq-o * H ffi
ISIANCE (Tlck whichevor 15 .ppllcrbls)
3qR

EWS Cerliticale
(Attach Cortlf icate Copy)

cra 3rq q,i yqrq q,
(rqrq Yr 61 grql fr {aq sitt

Ration Cerd --(Attach Copy)

sc+fir trrg
(iqtor r, 6l srq rfr {s'r qtr

Any othcr
Basis/ProoI

3rq qlJ qrsq

mrl-a fu i+t'm ffi vr rqiw

3[sdrdreim i qra d Tg cFiltfi
Medical Repons/Prescription3 Anached

q.S rd,r

ASSISTANCE BElilc AVAILED for SAME .pURpOSE', rrom OTHER SOURCES

a{ T(ivq + r{ q}9 3r4 qnzra l*;d r,l +in i fqqt rql Et?

NAME of OTHER SOURCE

:rrr rrra a :IIq

D

-ttrI.GE *tt

-
-
-

-

II

i[]tE -

ET;TI'GI

s€x trirl

Fraagx q1 no o
PRESENT RESIDENCE ADDRESS

PERMAIIENT RESIOENCE AODRESS

PAN No. rqrj Erdt ri@l

E YOU AN INCOME IA-X ASSESSEE (T'ch whrchever rs apptrcabtel
xE fiq 6., { t t? cr4 a Tq cr rat er trvm aqrar arrd

% nnunt C(
qfl

preoP ?octoo
rr

BPL Ca.d
(Attach C.rd CoWl-'

q0-A tel + fi cqlor -n
( c$ot qr 61 6ql rfr {.crr 6ii

U

I
I

'PURPOSE" lor REQUESIING ASStSTAttCE

Sr. No.

6q q@t

Sr. No.

*q qlqt
AMOUNT oIASSISTANCE AEING AVATLED

d rri n6rc-dr {ryi

FATHER'S/SPOUSE'S NAME :

litl



OECLARATIOil byAPPLICANI: qla?6 fr{r dwn qr:

1i I hereby conftlm thal all dclarls rn lhrs Forn are Trtre Io lhe besl ol my knowledge Any lalse slalemenl wrll render my Applicatron 8 ongoing assislance ,f any

lable Ior re,ecllon/cancellal'on

2) I sotemnly ;ont[m thal assistance l' rEcerved kom Koshrka Foundaton. wrll be used only lor the 'purpose'. as stated rn thrs Form. lor whlch such assrstance

was requesled by me

lit f,eriOy conR,in tnaf I have nol E will not n fulure, avail of rermbuEemenl. rn part or rn full, from any other source/employer/rnsurance company. of the amount

lor which this assistance is requested.

rl Iriqqr*rmtfuvq nsq iftq Tq sit fucrq Et c|l,firt + iryn {-e <ri<fl lr qft 6lt kqT"t qri qq-l q€R qrqr qrmIri q6s qnr frrq ql clqfifti

:r ii rm it naqll nfu'61frrfl $uiirn". i;i ar rfi l, s(-6r 3c.ih TS skq {1 lt{ d fad f6ql crt'n. d rc vr5c d t{l Tql lr

fofuqwrmrtztcdql'1ingt.rqnFn613irf{r6qrs+cfuwtffi3r:tdn,ir+q6ractqe-itrd'fuqrlCnldqfue{dntr{5fe+to{
AGREEMENT by APPLICANT ( qT{(s Em 6M)

R 'ff + ids ffid
I{OED FOR ACCEPTENCE

,r,tr. Lakshmlpathi l,i
Men*or Ortrecrt

I arhmCfthtdlrltilitqfiUtrelffi Sisnatory

,,,^lixH;lfHmffiffi;-.
I MIIRS,MS,FPFIS,F'ICC
Con (Hteiltor Pifl0,r{ft$f,bflflPl

*itI{lrEE rRlllrirqL r'

V
I Doren lig.varDr. La

lverg\r\2"

Date ol Surgery

3ri[tm 6t iroc

FOR |i{TERNAL USE of KOSHIKA FOUN0ATIOI{ qlnfr'd scqt'l r(

SIGI{ATURE of TRUSTEE 2

qrd Fgrcrt :
SIGNATURE of TRUSTEE I

<nft rmq{ t

/

I ) By alrrxrng my srgnature or thunb rmpressron on rhrs Form. I (Apphcanl) hereby agree E aulho se Koshaka Foundation and ('s Truslees lo

use/puUtistrtput-uptieproduce my name, address. photo & details ot lhe'purpose'. for yvhich such assislance is requested/granted, through any

medium, rnctudrng but not ltmited to verbat, pnnt, etectronic, for solioting donations for Koshika Foundalion and/or disseminalrng inlormalion aboul rl s

activilies/achievements such use of my pholo E detaals can be made by Koshika Foundation before or afler my treatment or lulfrlment ol the "purpose"

lor ,r,rhrch assistance is being requested

2) I (Apptrcanl) lurther agree that any such use ol my name. address. photo & delarls ol the purpose . for which such assislance is requested/grantsd,

wrlt not aulomalrcalty enltlte me for recervrng or contrnurng the sard assrslance The decision for granlrng and/or continuing lhe assistance will resl solely

with lhe Truste€s o{ Koshrka Founda|on. ahd their decision is lhis regald will be linal and acceptable to me
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(Hospilal) hereby affum E accepl lollowrng:

i) ifif ,ni neiff'J, are presentl)anor will injuture avail ol lanancial assistance from another NGO or any other source. lor the same palienucase, as we are

r;quesling to get from Koshiki Foundation, to the exlent that such assistance is granted by Koshika Foundalaon. lflhe requested assistance ls not granted

by Koshik; Fo-undation. in part or in full. then lhe Hospilal reserves il s right to mrke up the shortfall from another NGO or any olher source This

confirmation gssentially st;tes thal the Hosprtal will n;l avait any duplicaie assistance for the same patienucase from any other NGO or any othor source.

iiffre assistance trom Koshika Foundation is only financral in ;alure. The choice of lhe treahenuprocedure advised/conducted by the Hospital on lhe

fatlenf. is OaseO on tf'e afiangement between ths patienl E lhe Hospilal. and rs in no way influenced by Koshika FoLlndation Hence, lh€ Hospital will

assume sole E comgtete resD;nsrbrlrty ol the treatment E il s oulcome E safely of the patient. and Koshika Foundalion wrll have no role or responsrbllily

rn lhe matler
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