
APPLICATION FORM FOR ASSTSTANCE
Tr6r€Tcn a-( qr+fi srsEl

(Healthcare)
(ererq {qqql htha

foundation
Euilding blck of tifc.

( 1d
APPLICATION OATE
w*qr frA

AGE.YEARS sex frir

0

o

APPLICATTON No.
sn*cl dqr :

NAME ofAPPLTCANT
er+(fi q,r rc
FATHER'S/SPOUSE'S NAME
fuormgq 61 1, o

RESIDENCE

PERMANENT cil
Qrc o( - foAt "

33s -M;[r u't\rw,
OCCUPATION

(ffi) / uilmARRrED (qfr{Fe)
(Attach Prmf of lncome)
(qrq il qRq s,.{r{)'

TOTAL ANNUAL INCOME
sfif6 snq

FAIIILY OETAILS qR-cn
Sr. No.

mq vgr Member

ilc
Name of

I
ch

Age
3S

Gender
fdrl

withRelatlon Appllcant

EWS Certificate
(Attach Certifl cate Copy)

er6l olrc erf y&[EI Tr
(rctq y, +1 sm yfr sorr utr (cclur cr q1 srq yfr sEr 6tr

qq qi{ srw

Other

"PURPOSE,'for REQUESTING ASSISTAT{CE:
Etrftr tE H ri furfr +,r v(tvq:

Sr. No.

mq e@l
Medical Attached

orsamrdfm t snt s1 $ vf*n q* vo,i

ASSISTANCE BEING lorAVAILED SAME "PURPOSE" from OTHER SOURCES
ss * SrrIT$w s]{ Ir6rqiil+( ffi ddSrrI fdqrt diTqI

Sr. No.

ilq {qr
NAME of OTHER SOURCE

erq r+d 6l rrq
AMOUNT of ASSISTANCE BEING AVAILEDd qi v6r{rdl rtrfr

PAN No. PIri unr q@I-
YOU INCOME

3il9 qrc 6-1 <ril crqd ss vr vfr ts.r

BPL

copy)
yIITOI Y'T

(yrrg sr ql sm yft mrr oir

ls Yes /
tir

.r0-d +q

t

f,,



for which assistance is being requested. ' Iirr whict such assigtance is requested/granted,

2) I (Appxcanl) furlher agree that any such use of my name' address pholo & details of the "9urpose" lor whict such assigtanc{

wi, nor automatica*y enti,e me tor recervrni'or "o"ti*.gi," 
,"io 

""ii"r"n.". 
rt" ou""irio-n tllraiting anoior continuing the assistance will rest solely

with the Trustees ot Koshira Founoation, aiJtheir decisi-on ls ttrts regard will be final and acceptable to me'

l) $ srr c{ .f,qi 6Rw{ ql dT} cl sn mrtr{, I (fi4<6) srcn {6fi d $ 6,m tcc '6iFI6I wdifi iqt( B{* qItr ' nt efrsda 6(nl tft i{ dc'

.r<r, sla dn d frs{ur F( v(r { qlfr{ i,*'a**'***, <n' qr+rql fqt r{i{q t gB1 ''idfrficciq\3rdt'r'it*frffi{vrmqqq

i ,qrftn cti * fdq qfutd 1, 11 yqx 51 qq{q R rtrg d vd cr {< t 6{i d fttq'6}E6I srdt{r" c dS qfq(

zllterire)iqqnts{TdtfrFtu*,*'+anttt**."qlf{suc-dl+3lirqiifft<tnistr'wrqmrrtqq{'drirnrt{d{q{

'l) By affixing mY signature or thumb imPrc ssion on this Form, I (Applicant) hereby agre e & authorise Koshika Foundation and it's Truslges to

use/publish/PuLuPteP roduce my name, address, Ph oto & details of the'Purpose', lor wh ich such assistance is req uested/granted, through any

medium, including but not limited to verbal, print, electronic' lor soliciting donations lor Kosh ika Foundation and/or disseminating information about it's

activities/achievements Such use of mY Photo & details can be made bY Koshika Foundation before or alter my treatment or fulfilment ol lhe 'PurPose'

'clRr*r" cq rsd arfirql er fidq qfdq qk qFzrsrfi d'nt

By affixing hereunder, signature of our Authorised Signatory for recommgnding this case/patienl for financial assistance from Koshika Foundation we

'1) that we neither
reauesting to get from Koshika

are presently
Foundation, to the
nor willin future avail of financial assista

extent that such assistance is gra
nce from anolher NGO or any

nted by Koshika Foundation. lf the requested
other source, for the same oalient/case, as we are

assislance ls not granted(Hospital) herebY affirm & accePt lollowing

by Koshika Founda tion, in Part or in full. then the HosP ital reserves it s right to make uP th; shortfall from anothor NGO or any other source. This

conflrmation essentially states that the Hospital will not avail any duPl icaie assistance for the sama Datisnl./case from ary other NGO or any othgr source

2) The assistance from Koshika Foundation is only flnanc ial in nature The choice of the treatmenUprcctdure advised/conducted bY the Hospital on the

patient, is based on lhe arrangement behveen the Patient & the HospitaL and is in no way influenc€d bY Koshika Foundation. Honce. tho Hospital will

assume sole A comPlete responsibi lity of the treatment & its outcome & salety of the Patient, and Koshika Foundation will have no role or responsibility

".tt 
,t-qu, *ort "t 

3t{ t qrrdnirfr ot "dRm $r.*rH" d fstdc {fi{dl t( f$EtfrYl d qil t' ftr{ rq (us s) f{q rqR i cr{ c d6R 6'{t llin lhe matter

r) qE fr r it {dqlr qt{ 1* qfrq { fqffi srqfl fr$ ih {(6rt {srr ql fr{l q-q qln I 3fi t{nlrd { ti qr d ri t, *i fr rqi "+itlfl qn-*w"

d fssrfiqvffi< r< * sqq { "4tfrr6l qrt*ai " !R c<< & fr tl qft 'qlfrr6l {r{t{r' !r{l sEqfl fnF utFmffi;q t{ r-$ lti frqr crdr t ii 3rrrdrd

ffi irq lk {rort sgt ql ffi qq q-*rqr t sETdI ti 6I qfi{6n !fird re-dl tr rs !& { €E 6rt sfil t f qsars Efrq q< sqt ri'frnrrd *q ffi

lk wart {er q ffi q-{ qm * T0 t'Ilrd{t

, "At* *t*a*'t d d s[rq-m d-sa firdq rtfc ql *r tfi qt

* a-u - noo t "t 
""int* srr*rn" gm ffi r*n cr cti c-{r'c

*1 ri,fr dE "6]Rr6r' 41 6ti ltudr ql H<rt W qrlrd { qd dfit

rr.16 em q1 q{ €F f, rn H 'ri ar<rrntra er arn t'fi qd f,tq.dlg

;;;;ter ;* { tfr d rdrq $ql 4tr lxri cF d {rn ftffi r!fl qc rF a

DECLARATIoN by APPLICA T sn+(d'Em dcqr r,
frue

,]

t

rtassisla&nderte ongoingsefal statemenl Applicationmyowledknof 9e vDesllhetothisln are myFornilsal detathatrmcon,lhereby
staassln suchlation/cancel forectio thtn Formisforlable s statedrej thefor rpose"obe "puusedF ndation nlyh kaKoslromreceivedl,ssistaoceaatthconfirm2 solem nly

ntmouthe aotme companyr/insuranceested source/embyrequ ,ryeotherft.ll fromin anyolnulsement,b partrelmofrefutu avan&nothavethath conllrm3 ereby
s estedassislance reqthis iqt Frefor ich df{(stt ftI{dlqIdIqFII tfilel6Wlf4erlrqG Ft 6ti{frIrdl c{qrrfittt wJsr(fs-{FrTS.dq$Fq kitd 5q6Glslsltln rrql *r{rrsrd 5qsrt{M+ i6qrTS skqscqi,r \ftT{rfilqId IfrtErednrslRr6l{RIfR {6FTql2 qfqq q6rn dtR dqr*t i6qldlEq{rlnfr+dd/*clffiFRI{iFflqIecrRrd16I{RITII61qdrT riqEF6I[d]iqs6{dI ts t{I 1fr

aT( 6m)AGREEi'ENT bY APPLTCaNT (

'll
,{

lppt-rcrulT's stcturuRE OR LErT THU BI PRESSION:

icdr*+

HOSPITAL 6m(twlldREEITENTAG by

RECOIIMENDED FOR ACCEPTENCE

ff + f{q fqfd

Signatory

Area
MBRS,MS,FPRS,FICO

.a E?{TR)or@t!ffir

DorennavaiDrDate of SurgerY

dcim si itts

>r.[.f:r
qrdR6 scqltl t(

FoR |I{TERNAL USE of KoSHll(AFoUN DATION

Stctlrune ot tnuSTEE 2

SIGNATURE of TRUSTEE 1

qld 6REfi I

1848-2024

6{R)

dlr

o{unit(A
t

qr$ ERw{ t


