
APPLICATION FORM FOR ASSISTANCE
s6r.ror €-E s{raq" srsq

(Healthcare)
(Ererq tecr€l rcoilnilu"

f o u n d a t io n

Building blck of lifc.
APPLICATION No.
srr+fi g€qr : 8 ln Lzc) zLL, ii.1?"#'"'^*' tEWa

AGE-YEARs aq-dNAME ofAPPLICANT:
err*<-+ qr crc b9

PRESENT ADDRESS

litl

*rfl
sex frtr

I
s ?? u)

FATH ER'S/SPOUSE'S NAME
ftcrmEq m rrq

OCCUPATION
qdgrq / ut{TARRtED(qfffi)
TOTAL ANNUAL INCOI,IE

qfi'-+, 3Trq (enq 6,I srqq
Proof of

urot swrPAN No,

Sr. No.
mq {@T

Name of Famlly
qftqn t F(Fd

Member
ifl llg

Age (Years)

vc (s{)
Gender

fdrr
Relatlon wlth Appllcant
sld(6, d qM wrr

1-\

--

(Tick
+ EIIIR

EWS Certificate
(Attach Certillcate Copy)

irdt qrq ed yqtq yt
(rqm Yr +1 erq yft cerc 6tr

nafionCarg,/'
(Attach_,1ffiy)

\ud6r ild
(rqtq tn *1 etrq yfi d*.t qtr qi$ srsq

Sr. No.

mq sql
Medlcal Reports/Prescriptlons Attached

arsorerclit< { s!r0 61Ti rtr+Er $ {ldT

a

F}

ASSISTANCE BEING AVAILED for SAME

{R E$yq * +q.+ 3rrT rrfi{rdr
"PURPOSE" from OTHER SOURCES
ffi srq *d t fdcr.rqr di

ti.qlia
lr{?

Sr. No.

6q rt@r
NAME of OTHER SOURCE

srq do an rn
AMOUI{T of ASSISTANCE BETNG AVATLED

d rr{ F{Frilr wfr

1 F)NE, l//

I

ARE AN INCOME TAX whlchever is-qr srN snrr 6{ Erdr + (d clq d sg ct vfr or faqrn drnAl
Yes / No

drrd
FAMILY DETAILS

"PURPOSE" for REQUESTTNG ASSTSTANCE:

vtrfrr iE firn Ti ffi ur s(tw:

BPL Card
(Attach Card Copyl -z-

.r0-fr tril * fii-rrrt/v*
(rqlq Y, ql slqr yR ie'l mtt

_','!

FRq

lL

tdl

l
f t \

\



DECLARATIOT{ by APPLICANT: qri(!', d{ S}Cqr c?:

1) I hereby conlirm thal all detaits in lhis Form are True to the best of my knowledge. Any false statement will rendor my Applic€tion & ongoing assistance' if any'

cellationble for rejeclion/can assistancesuch,orthi Fs statedtheused lolF be
,'PUrposendatiomlro ika OU nlyKoshnce receivedrfthat staassrsolemn conllly

b meestedrcqu theofpany,othe source,/omPloyer/insuranc€ftomrn olof re bursement. anyn avat parlnot & notthat3 h confinnereby
ce s uestedich assistanthisfor req *qI (6-frdt0 f{RqrdlqFl n ftFknt3{$dIi6IFIt qR cqffi{slvfl sn 6tiqrfirfr+t Gdqs ffi{qqlTGq f(q fft{RriNln i6fdl

TINd dlrsqqdmffi fuqrsS drcql'l T{{q3IffiIdt {flqI $j
s,ra+{16iRr{Ifttl Ii-6FIA-tEM2 iqt( qfuq6d imcrn6q-n qI[ffiIF6tlqI FRIffitT{r 3{ftrsSTdsrtir 'Ti

q6iqqid (6FIdlt ;FGI] ig$e
AGRE iEIRtm.{ri€APPLICANTby

APPLICAI{T'S SIGT{ATIJRE OR LEFT THUMB IMPRESSIO}I

qd<q * rersr1 qr r@ a t<vm

AGREEi,IENT by HOSPITAL (f,EiIIE Er( 6{R)

Manager Outreachffi * fdq €.<fd
RECOMMENDED FOR ACCEPTENCE

(A unit ol Shraddha
f 16/ti, Thimrnairrh Road'

(Name, Designation & Stamp olAuthorised Signatory

on behall ol Hospltal)

Eye Cire TrusJ
MIbr Tank Bod Al

rFr s K EFfiE .qFqi qt[6li

r.PR

ilh

1nef rlrJaxmrDr
E ISci- r)8ItF

.ttoPnfr ,€frH)1$$'Cofl8rrltrniof
fs.{ tn&fr(t gr€[41\qq.

Date ol Surgery

silqiflr 6i drts

FOR INTERI{AL USE of KOSHIKA FOUNDATI0I{ qdR6 icd,t t(
SIGIIATURE of TRUSTEE 2

qfr rmm :
SIGNATURE or TRUSTEE 1

qTqi ERIE{ I
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assume sole & complote responsibility of the keatm ent & it's outcome & safety of the patie nt, and Koshika Foundation will have no role or responsrbility
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