
N No.

Card
(Attach Card Copy)

rffi ror o;nq yqrq y,
(v{q vi si Ercr yfr trtrr qtr

irjha
foundation

Building block of lifc.

sex frir

F

PRESENT
f,l
s

ADDRESS cdl

{f\4-

c,L,/OA*I^-e

0s

APPLICATION OATE
qrt<q n*

(ffid / uilmARRtED (,ffifl

FATHER'S/SPOUSE'S NAME
E6-T iTq

APPLICATION FORM FOR ASSISTANCE
*r6rdRrT +q er+<q srs.q

(Healthcare)
(Hr{qq teqral

OCCUPATIONqffiq

APPLICATION No.
qr+ql q€4r .

NAME ofAPPLICANT
orr*<+ +T crc

TOTALANNUAL INCOME
qa efii+ em

(Attach Proof of
(qrq il srH

lncome)
dilr)o

EItdT

Yes / No

arrd
ts(i(E YOU AN TNCOME rU nSSeS.See Ilcl( whlcheyer

flr srFr snq irr qrdr + (d qrq d 3H IR vd qr fwn< arndr

Sr. No.
x'c vqt

Name tlember
i5I;ITq

Age (Years)
ss (q{)

Gender
frq

wlth Appllcant
i6 qlg gtrIq

* fen A*
BASIS ts

EWS Certificate
(Attach Certiflcate Copy)

orf,r olrq ed yryq vr
(yqrq vt *1 erqr yft s-d'{ 6tr

lKoncart
(Attach Copy)

Bq+fir 6rd
(cqm vr +t wt ffi {aq qtr

16*,
Basis/Proof

em qti srcc

"PURPOSE" for REQUESTING ASSTSTANCE:

{6MilItgHrAffimv(tw:
Sr. No.

FC HtHr erwild/Eia t qrfr +1'r$ mm U{ ve'r
Medical Reports/Prescriptions Attached

--.,

t'l ..

"PURPOSE" from OTHER SOURCES
ffi qq d( i tficr rrqr d?

Sr. No.

fiq q@r
NAME ol OTHER SOURCE

sf,q dH sr rrc
AVAILED

d T{ srfrr r{fr
AMOUNT ofASSISTANCE

AGE.YEARS

4./

FAMILY OETAILS

, (' c,t,t-::

(

t

vq qtw +
for SAME



DECLARATIoN by APPLICAI{T: qlic6 Em dqqr rrr
1) I hereby conlirm hat all dbtails in this Form are True to the best of my knowledge. Any talse statement will render my Application & ongoing asBlstance, if any,

liable for rejeclion/cancelhlbn.
2) I sol€mnly confirm that assistance, it receaved from Koshika Foundaton, will b€ used only for the 'purpos€'' as stated in this Forn' ior whlch slch a$Hance

was requ€sted by me.
3) I hereby confirm hat I have not & will not in luture, avail of reimbursement, in part or in full, from any o0ter sourcs/employerrlnsurance compEny, ol llt6 a

for which this assistance is requested.

r I t $m orcr { t+ ve $5c { RA 'ri s{ Eq{q +t qrfit *
2) it fl ii' {6rTfl {ft "atfrlsl '6rt+{r", t d sl Iff t, Bs6t

3) I {E dr (f6fq{ sEFdl t{ qE rit{ 61 Ti t,sq {frI 6l

erlen ve qri xt tr fi dt frwl qd 6q-{ q{rf, crcl qr l ii tt Rrrm frrer 11 ql s.*'a lr
.*+n "t.t*, nf fm + frt f6ql qrt,Il, qi $ $5q { m TqI tr
ififrrc cI r-da t'sr'ftd rrq *tfrqtq-criql 6e-i t I ri frqr t qtr I tl qFe { fir

3N 6m)AGREEMENT bY APPLICANT (

qri<* * rcm qt 6I f<rm
APPLICANT'S SIGNATURE OR LEFT THUMA IMPRESSION :

AGREE ENT by HOSPITAL (rsdrd fl sll(

RECOUI{ENDEO FOR ACCEPTENCE

@ + fdq ri<fd
alr

l{8ataoa(

6{itFI

Cd!
(Na

TEF

a lAAl,
MBBS.MS.FPRS.FICO

- .. rurnnt0rrftffiigffi $ r...

rD t oD er nn va ra
Date of Surgery
3ictflr si drft€

as\"\*
FOR INTERNAL USE of K0SHIKA tOUNDATI0N oTnf,(6 sqcl'l i(

S|GI{ATURE ol TRUSTEE 2

ard 6RrsR :
SIGNATURE ofTRUSTEE I

ffi rmm{ r

1 ) By affixing my signature or lhumb impression on this Form l

use/publish/put-up/reproduce my name' address. photo & detai

medium, including but not limited lo verbal, print, electronic, for

activities/achievements. Such use ol my photo & details can be

(Applicant) hereby agrse & authorise Koshika Foundation and it's Trustees to

ti oit"'pr,po""', r, *hich such assistance is requested/granted, through any

aoliciting donations for Koshika Foundation and/or disseminating inlormation about its

iaiu u'y ro"nifa rorndation belore or alter my trearnent or fulfilment of the 'purpose'

for which assistance is being requested.

2) l (Applicant) further agree that any such use of my name' address. photo & details of the .purpose', for which such assistance is requested/granted,

wil not automaticarry entitte me for receivrn;;; *it'inring tt 
" 
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The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Folndation, a;d their decision is lhis regard will be final and acceptable to me'
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By affixing hereunder, signature of our Aulhorised Signa tory for recommending this case/patient lor financial assistance from Koshika Foundation we

(Hos oital) hereby atfrrm & accept lollowing:
at we nerlher are presently nor will in fu1) th ture avail oI financial assistance from another NGo or any other source, for the same patienl/case' as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves it s right to m,ke up the shortfallfrom another NGO or any other source. This

conflrmation essentiallY states that the Hosp ital will not avail any duplicate assistance for the same patienucase from any other NGO or any other source

The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/condu cted by the Hospital on the
2)
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palient. is based on the arrangement between the patient & th€ Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospital will

ass ume sole & complete responsibility of the treatment & it s outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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