
APPLICAT]ON FORT FOR ASSISTANCE
{6rq-dr t( qr+({ ers.q

(Healthcare)
(€rrqc tqqa) rc*nil..

foundation
APPLICATIOI t{o. :
qri<-{ tqr : B I )I

 PPUCAT|OI' OATE :
qd<? ffi

AGE.YEARS sEx ftirrNATIE o' APPUCAI{T :
qri<6 El q

65
FAThER'S/SPOUSE'S T{A"E :

iFI IFI

PERIANETT RESIDEiICE AI'ORESS YiII

PoS f oypte op
t+16 

^toccuPATtoil :qqmq (qmr)MARR!ED

ga atru er
TOIAT ANNUAL INCO E

PAt{ No. EIIiN

FAIILY D€TALS cft'qR
Sr. l{o.

6,c dqr
l{.m.
cftqr

Ac.
3r

G.ndlr
trI

Ralrtlon wtlh Appllcant
6 qM {qq

tor Fhr lppllc.bl.)ffifinft qnR

Rrtbn Cl,d
(ArLdr CJ!'$

^ qffi-6d
(E{-{1 xt !B rft+-r rir

AnyW*.-
/- ItridPtorf(/r< qi{ srq

Sr No.

rq {qr odlcal Atlrchod
ifiRilrylf€{ i nt d t !frri<r {ilrl

ASSISIANCE BEI}IG AVAILEO ior SAE "PURPOSE' trorn OIHER SOURCESE( +B(iw wilcii slFTflt( ffi sFt *i * f{ct iFl d?St ,'o.
rq sel XAXE ol OTHER SOURCE

lrq qtr cr :tFt AflOUI{T o, ASSrSraltcE BEING AIJAILEDd { {YfrIII'TdI

It?IlI 771fin-

-r|I

-lrt,rl5,IntiDiilrrr,ot-

-
-
-

ARE YOU AII lircomE TAx ASSESSEE Olcl whlch.v., l.wqerc6{{ * (c) qrq d Ec c{ {* sr fiil1 snil
Y.t,
Itt

rppllc.blc );
rfi

EPLC.rd /-
{Att.cn Clrd Co!r/

,rfr{ t8r dMq c,
(rqtq cr d rqr fi *ir{ ttt

"PURPOSE" lo. neQUtSnlO rcSStUCe:
rrtm tg fri 'ri fr*fr tl rltw:

I

,
I

7tr

P
-'I
ri

EIYS C.rtflc.t
(At ch Ct dllcrtr Copy)

qe qq q{ rqtlr cr
(vctq !r d cr fit d.Fr 6



DECI-aRAIIO|{ byAPPtlCAl{I; qriqo yo qicof cI,

1) I hereby confirm hat all debils in t s Fom are True to the bsst o, my knowledge. Any hls€ statement will render my Application & ongolno assistanG, il any,

liablo br lojodbn/cancollalion.
zf i"u""*irv-ffi-ri t"i arslstancs, ir ocsivsd iom Koshika FouMation, will be us€d only icr $e 'purposs', as stated ln thls Form hr whltfi sudr a8sHanca

mebyrequEsted theof acom/insulan@rce/emsou panfrom other ployen or n tulllmte urseb anymenavai of t. parlI not lnh not futurethalconfirm3 hereby
1S uesledassistiancefor thisich req

VI lrvrei{rFfii {f,FrdrqFIi{Fdr tV]iIIfrsor iFIqRrcl I 6ii cq(frqr{rfrtt (sd{S'ri fE-4{!riltsc kq srdfft6{itl f6qNqr Iqd t { 'TqI
q{In Ir{.ltffi srt(f6qrdssqi,r akqrfr-fl t{d r{IfiIsrd-i{r { d $6lftt6l(EFIfln rftti ER2 qfte ilfd,{ld dR frti6q{ fisrirlffi ulnFr+'rr,.$ct$f,eqI f6Rrifl{Rr 3rfrr661 gctYr+{I 'TiCEtq€t6 ftFrdl6TII t(I3 Sfr

by APPLICANT ( a{ 6tr{)

rnrt<r * rern v d$ 6l fi{Ifl
APPUCANT'S SIGNATT,RE OR LEFT THUMB IHPRESSION :

AGREETIENT by HOSPITAL (rsklrd !m if'(R

RECOiII{EI{DED FOR ACCEPTENCE

ff + frq {'<Fd

Signatory

N
Sen ior Ma Ienag

0 BETE S(Name ot 0r. & Regnl ib. wiur stamp)

3r€{ 61 1tr S Ekflq s rid. 1

GO., r
and Pecialist Calaracat

t.B.B.S.,DDate ol Sutgsry

sfrt{n 6i ilfrq

"l?h5
FoR INTERNAL USE of KoSHIKA FoUNOATION r. Ban al

SIGNAIURE ol TRUSTEE 2

qrs ERl(( z$OUltUne ot TRUSTEE 1

qrs tRrcR t

for which assistanca is being requested.
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1) Bv afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishi put-upheproduce my name, address, photo & details of the'purpose', for wh ich such assistance is requested/granted, firough any
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patient, is basBd on the anang ement between lhe Patient & ths Hospital, and is in no way influencad bY Kosh ika Foundation. Henc€, lhe Hospital will

assume sole & complete responsibi lity of the treatment & it's outcomo & salsty of the Patient, and Koshike Fou;ation will have no role or r€sponsibility
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