
APPLICATION FORM FOR ASSTSTANCE
!5r6r€rcll e-q. .]r+<F yrsEr

(Healthcare)
(ererq tqrilE) rcHhih*

foundation
Building block ol lila.

APPLICAT]ON No.
wr*fi scqr . & s91)o32-b APPLICATION DATE : t, I

oTrd* fd{t lo',S lZ4
sex ftir

RESIDENCE ADDRESS

AGE-YEARS

to

-cdl

^^.-.e.64INCOME

PERMANENT RESlDENCE ADORESS

PAN No. sro riwr

lVr-^y-Xln^,ra

(md / uNitARRtED (.xffid
TOTAL

qtffi-+ sTrq

NAME ofAPPLICANT
err*qq, *l irc

FATHER'S/SPOUSE'SNAME: I .
fvtlmgq 61Tq W

+a oP Po* op
11;^fuJ1na sg77 .

(Attach Proof of lncome)
(enq s.I qnq qeq)

OCCUPATION :q{qrq

FAMILY OETAILS fq-d{ul
Sr. No.

MC HqI cfuR
Name Age (Years)

Ts (s{)
Gender

firrr
Relation with Applicant

+ HPI

a

-
BASIS tsffi

a

Medical Reports/Prescrffi ns Attached
erwilerst€( t qlt qt Ti cfr&i qefr{

erq qt{ snq

EWS Certificate
(Attach Certiflcate Copy)

sttq qrq qrl yqlor rr
(rqm E{ +1 erqr yfr qd'{ 6tr

Ration Card
(Attach Copy)

sc+ffr q,rd
(mM qr q1 crqt yfr ehq 6tr

Sr. No.

sc sqr

Any Other
Basis/Proof

BEINGASSISTANCE forAVAILEO SAME "PURPOSE" from OTHER SOURCES
Fs + 3rel+i ffiv6Frdrs(ks diqrl fflr* IFIT a/

AMOUNT of ASSISTANCE BEING AVAILEO
d rri rrtrror nvfr

Sr. No.

E,C €@r
NAME of OTHER SOURCE

qq ria m rc

AN
qt qN 3{rq q..{ Erdl (S qrq d

BPL Card
(Attach Card Copy)

'rffirer6fryqp1q1
(vqpr Y, ql sm yfr sq'{ 6tr

Yes / No

Alrrt

"PURPOSE" for REQUESTTNG ASSTSTANCE:

F6r+dr tg H rA ffi or vdw:

vg

e
-.:

ST



DECLARATTOT{ by APpUCAilT qri(tr d[ dlql Tr!

1 ) I hereby confirm thal all details in this Form are True lo the besl of my knowledge. Any talse statemont will .6nder my Applkation & ongoing ossistance' it any,

liable for rejection/cancellation.

zt isoremnry connrm urat essistanca. if rec€ived from Koshika Foundation. will be used only for the'purpos6'' as statod in thls Form' lor which auch asslstanc€

me mouaof thoby comrequested ncensura panotherafrom source/emploYer/iol nersem inntof mbu partreiTEfutu ava& nolal h notenllrmco thhereby
nce isth assS istafor ich tqI r6"fri{{€itdl sitFrdlqIdI 6q{rdltc-{sl cqJ€ cR 6t{qr6rfr qsf{flll{S lrJsR,rillsq RA6r:n fsslsql ttlt (

mII +qqr&r ql+ f6ql F€clstsqsa3cqi,I-T{r{rqId {0 lf{t$r{€Cr{ffilcBrq'iliIa qfqqCR Eit tdqrf,l t *n6qnffi dvFrd-*+r+qtqrFl6 qI{fu;Hdtr+t 'dq66rrfl tqqt6 i.{l {5fe
6{r{T ETIIixr*€CANP LIAPMENTEAGRE by

lppt-tctrt's stoxltuRE oR LEFT THUMS lMPRESSIOtI

3n+{6 + 6r i{Ym

OSPITAL ET{IEgklrdHEMENTAGRE by

RECOMTIENDED FOR ACCEPTENCE

ff + fdq ri<Fd

MT LAKSHMIPATHIN

"g{#t3t tl8l iga',Drol.Auorodsed
Ur r I ; ri',.,ri "hsitlittdfffipltat)
1Al1; : ..' d{ ttftffi,mmFfr6tt

Signatory

(Narte of Dr. &-Regn'itofwith Stamp)

smr 6t {q q.f6Rfi S rfu. 1

IDrF
M. B.B trIGO.,FPOS

rHI. B.

ro\:\'tr

oate of Surgery
$fctffi 61 ilfrs

qrdfrd 3Y&l

qrq1ffim z

2srG
SIGNATURE OfTRUSTEE

qfr rmw t

1) By affixing my signature or thumb impression on this Form' I

use/publish/prlt.up/reproduce my name, address photo & detarl

medium. inciudrng but nol hmrted to verbal, pnnt eleclronrc' for

activities/achieve;ents such use of my photo & details can be

aoree & authorise Koshrka Foundation and it's Trustees to

f; whrch such assrslance is requested/granted through any

" 
fol- iosnita forna"tion and/or disseminating information about it's-

ioundation uetore or after my trgatmBnt or fulfilment ol the 'purpos€'

(Applicant) herebY

s of the'purpose",
soliciting donation
made by Koshika

!T,iffffi::illilx"":"1n"#,iT"""iJt"n ,"e of my name. address, photo & detairs of the "purpose", for which such assisranco is requested/sranted'

wi, not automatica,y entitte me ror receivini-o-r 
"oniinurgir" ""ia "".istance. 

The d;isio; ;or granting and/or continuing the assistancs will rg3t solely

,nittr it" rrrt"u, of'foshika Foundarion, a;d therr decrsi;n is lhis regard wilt be final and acceptable to me

l) g{ yq-, c( qci ERRR qr d,rJ ql e]q q,n6{, t (!cli$) q${ {f,qfr 41gfr 6GI tqq "6IRI6I tFr'it{? lck Eqd qrtr 'rl afrfd 6GI {t6 t{ Tc',

*,+aAo*m**vc?{sltu(t,st'atfrr+l"qq<r6'{r'qfivcl(Ff<YciI-dlfdfrMqkErdfrrqi*Hffi{v{Rqrqq
tyffid6{i+tdqqFI{-d;.qiIqx6lfrq{qiiTdrq*qrdqrcKt6d*fgq"ctfrrcrsrr}rr''c<rsiiFr{ntr
2) l (qri<6) E€ rrd i q6cn ( fr +(I Tq, {or, qia et ftc{q qi f{ arrtr * E(ird f nPill t ni trrl: xrrT I dI rFqR rff i tlll E xliq {

in the matter.

f,ctqF{'d,ERI{ft61d(tcrcd^i'tEi"TiQrflsI3+Yn'dfiRrcsw{'l*gnsqlftlElqfit'ffif,q(f,erc)frqI6RirrqcFfrfi{sdtr
l)cEfsrd.q.dqlrdrrqiiqfre{frfrqgtrcdlffilngmrt{rqnqtrelq-{gtdi3.fit.fr/qlEd{dtqrdrt*,*tferqi,atfi|6lsE-&tr"
t fgcrfuvFnftr r*r * qr<q q 'Ef{r6r sr*" dn q< tg fd tr ct '6iFr6r srr*rn' E{t {f,ITdI finft eRmrr*a *g 15< afr ftqI { t ni ffidla

ffi rr< th wat rim , ft,o *o ***J 
"rLn 

+i , ng-o q,ftn .* tr rs o& { qe flr sffi t fr qscrs firftq q< ffi t'fifiqd tg frs

ik qrcrfr d{qt cI ffi rrq sur I rff tftd'frt

r,qlRra vrr*n" t d,ri s6rrd *ca frfdq ffi e1 tr rifl w rmm m { qi {alg ql H'ri gq-qrveffiql 6l lTq tfr {ti EsdlH

* fs fl frcc t rik'6tR'6I sr<-€{R'Em t+O qcn cr di ccla rS tr wffi rsnra { ri'fr d rerq $fl rck qrt sn d (rt ffit rifr € rer*a

"etRrar" qe1<r* <rM qr fintq .etrq qtr rtq;rt lht

By affrxing hereund er, signature of our Authorised Signatory for recommending th is case/patient lor financial assistianc€ lrom Koshika Foundstioo' lY€

(Hospital)hereby afilrm & accept following

1) that we neither are presently nor will in fu ture avail ol financial assistance trom another NGO or any other source, for the same patienucase , as we are

requesting to get from Koshika Foundation' to the extent thal such assistance is gra ntod by Koshika Foundation. lf the requested assistanc€ is not granted

tal reserves it's right to make up the shortfall from another NGO or any other source. This
olher NGO or any other sourcebv Koshika Foundation,

c6nfirmation essentiallY
in oart or in full, then the Hospi

sliles that the Hospital will not avail any duplicate assistance for the same Patient/ca se frcm any

2) The assistance from Koshika Foundation is only financial in nature. The choice oI the treatmenUProcedure advised/conducted by the Hospital on the

patient , is based on the a(angem ent between the Patien t & the HosPital. and is in no way influenced bY Kosh ika Foundation- Hence, the Hospitalwill

assum e sole & complete responsibi lity of the treatment & it's outcome & safety o, the patie nt, and Koshika Found ation will have no role or responsibility

d d,fr !ct{ "qif{6r' qt qii $rrl qI lffi 5q qrrd { rtfr d'ftt

17.11.2025

was tull,
3)

requested. 61IIql++0n) c(Ixr6rtffi*,"4ift-r6l{I2) {f{RIi6l*,TIdFrdi{

6m)

e

USE of KOSHIKA

1


