
(Healthcare)
(Ererq tEqrm) foundation

Lrih^S

APPLICATIOt{ No.
!Er+<r {qt , 13 )

APPLICATION OATE :
qr+<rM

aGE-YEARS slrg- sEx ftzlt{AME otAPPLICANT
nr*<+ ql lrq 3
FATHER'S/SPOUSE'S NAME
frdlrfgq qI rc

PRESENT

i

RESID ADDRESS BIT

Pre-oP PostoP
?:r s L.lycrtrr

\

OCCt'PATION
qqqnq r urmnnareo (uffir)
TOTAL AI{NUAL INCOME

5a afii+ w (Attach Proot of lncome)
( 3Tq 6't Hsq FIdr{)

PAN No. EITdI qtsn

Relatlon rvlth Applicant
6 mq gqu

Ag6
3C

(YeaIs )q{ )

FAltlLY oETAILS qfr-dR f{d{ul
Sr No.

rq qql Namo of Famlly.Member
qIGR i5, g(P 6I iTC

Gendar
fdrr

sBASI REQU ESTING ASS TANIS Ec ts(Tick applicable)
s6Frdl ffiffi 'xTrlR

EWS Cortificato
(Attach Certlfcato Copy)

oi-F qrq q{ lqM vl
(mM c1 *1 Brqt cfr vd'{ Eit

Any Olher
__e.*A__.-

srrl 6l! {lEt

Ration Card

(vqq Yi a1 Erqr rfd { q 6tt

{Attach

Medica I Reports/Pr€scriptions Attach6d
iqrtq1d q.* t-d,r

ASSISTANCE BEll{c AVAILED to. SAME

fq B*{q + t( 6}i srrr strdr
"PURPOSE" ftom OTHEn SOUnCed
f*'d qq r*r t leqrrqr d?

Sr. No.

fiq (@r
NAi{E ofOTHER SOURCE

rrq dr qt erq
AMOUNT of ASSISTAiICE BElt{G AVA|LED

d 'r{ e[rrdr rt{fl

-
-

-

I*=IID'InE- Jt-L!Ntl';[t Jt-Q61i742GI)IE

ARE YOU AII INCOME

cT eTg 3Tq {{ <tdr

BPL Card
(Attach Card

'r0-4 ter + q:I
grq yfc duq qtr

Y.r / l{o
rirrd

"Pt,RPOSE" lor REQUESTING ASSISfANCE:

wrm fu H,ri ffi cr sd{c:

APPLICATION FORM FOR ASSISTANCE
verq-cr ?-q err*<r yrsc

6b
iiE .rlr

Sr. No.

rqqeII^

\L/

qrq ri vc c{ FS 6r

(Iqpr Yr 61

ts



DECLARATION by APPUCAilT: ,fldq6 E{I dsqr crl

1) | hereby confrm that alldetails in this Form are True to the best of my knowledge. Any false statoment will render my Applicatbfl E ongoing assistanco' if any'

torliable uchs assistancerejeclion/cancellation forn Formstatedasthefor QOsewil usedbe "pr.louF ndation onlyKoshm ikafrovedreceLrtathat ce,ssistenmnfim2 solemnl v
ntmouthe aofme uranceuesled compan vbyreq source/emPloyor/insothorftomfullin anyotinaTE of partvailfutu& otnhave notthairmconfi3 hereby

uestedsals reqssistanthwhichfor tqI (6fft{R((r{dltqifi ncrqlidsdlf{4{q6r$ q?trqS qRd CEqr6rfr+ttr{q(S !r${R,rikitt6 !r5qgg6{iIIsic"n{ q{I{ trrqtsi nrsqa16 i6qrstYq3dsc+'I3{F5l Ifdtd*srd.€{r'6if{r6r{RIiT q6rmllii EFI {ctsqdal t qntf{rqri6c-ff*d,fT+d+r4qls:Iffif6RtstrqCI3Tftl6ffiIsq ;FIt61vr{Tq6tss {6FI{I iI{1 (sfie
6{RCANTLIAPP EM3I?r+5REEI',lENTAG by

APPLICANT'S SIGttAfURE OR LEFT TH UMB IMPRESSION

!qr*ci6 +

6m)OSPITALH ET{I(qffirEMENTAGRE by

necoMueloeo ron IccEPTENCE

ff + tdq ri<rd

Mr. LAKSHMIPATHIN

nam$Ef,iffiflhtl,Iflfrpot Authorised Signatory

q

Dr. PREETHL B.K
M.B.B.S..DO,, FIGO.,FPOS

& lioSp iYith Stamp)

s rh. i.

Date of Surgery

dAYIr 6i irt€

r i'Llst), {itr gC'ITT
FOR of KOsHlKA F0Ut{DAT|QllUSE

qfr rms{ z

iIAIURE
SIGNATURE ol TRUSTEE 1

qd rRIsT{ t

iT,i[rl,:::',iiff;":.i#,1,""1x""1)".0r"|, *e of my name, address, phoro & detairs or rhe'purpose", ror vrhich such assistanc€ is requestsdi srantEd'

wi not automatica[y entitte me tor recervrnil-r tni'inung th" ,"io 
"riistance. 

rne oecision ior granting and/or clntinuing the assistance will rest solely

with the Trlstees of Koshika Foundation, a;d their decisl;n is this regard wilt be linal and acceptable to me'

l)Fglrrc{3lciu{affiqId,rd+lelc(,116{,d(ql+{fi)3[cn{rqfr61sfie5(l'rtcc.6iRI6lsdi{iqt(3{+qTfrql,rloffircr{fr*um,
qal,+iadhStfitoTrsvcl{situdt,5C"EiRm"qqlqr{'qH'qrfirql{sisfirct{Af&fuq}qk3q-dfi'[d+HffiSvqrqqq
t eqrfi.d 6{i * fdq qtu{a tl lt lq? 6r fr*rq lt rorq * ctd qr xc t +rt + frq'6lftr6l .6rr}s{' c qr$ qtr{i tr

2) I (qli(5) vs m { q(ca (ft t{ nq, va, rtd dR frc{ol qi t6 qfic + e<irqi i ffi< tgi s{: sf,rq sl RF<R rS fimr wdr'q{

1) By affixing my signature or lhumb impression on this Form, I (Applicant) hereby ag ree & authorise Koshika Foundation and it's Trustees to

use/publish/put'up/reproduce my name' address, pholo & details of the'purpose" , for which such assistance is requested/granted, throuqh any

medium, including bul not lrmrted to verbal , print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment ol the 'purpos6'

"dRr*r', qe1<r* arM EI Flltq ffiq dn rrqat *'rt

ey affixing hereunder, signature of our Authorised Signatory for recommending this case/patien t for financial assistianc€ trom Koshika Foundation' we

(Hospital) hereby affirm & accept following

1)that we neither are Presently nor will in future avail ot financial assistance from another NGo or anY other source, for the same Patient/case, as we are

.equesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf th6 requested assistance is not grantod

by Koshika Foundation, in part or in full' then the Hospital reserves it's right to make uP the shortfall from another NGO or any other source This

confirmation essenti ally states that the Hospitalwill not avail any duplicate assistance for the same Patienucase lrom anY other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenUproced ure advised/conducted by the Hospital on the

patient, is based on the arrange
assume sole & complete respon

ment between the Patie
sibility of the treatment

nt & the Hospita I, and is in no way inf,uenced by Koshika Foundation. Hence , the Hospital will

& it's outcome & safety of the Patient, and Koshika Foundation will have no role or responsibility

in the matter.

.ctqfrq(,tRI{t4lqkiqrcd^},ts}.iifrffisrfcYl1,,dfrftqsm*{fic6lR{rdcrfrt,Hf,c(Uwdr6)f{qr6RiqlqqIfr6R6dtl
l)q6frrdTdqndRrtiqfrq{Efdqs[I{ffi+nqrortrislqclffir<sh*rmtftnrrd{dtclidt'+ifd[ci'4ifiT6tsE-i{I'
t ffiwffid rft d {Es {'"ifr* -t;' ; *o t t* t' qt "qifrm EE-C{r" E( wrrfl ffi lcfrrr/sda +g rd{ rff f+cl srdl i e[sdrs

ffi r< tn sr+rt dm, * *o *o* i.r* A t 
"nn* 

gn* to" tr ve lfr { qe cn sftn t fr qmra ffiq q< gxt tft/crd *( ffi

tR {adrt t{ql qt ffi er< slql t rff d'n/d'ftt

z ,nifrm qrs&re" i d d €wrdt +{f, frfrq rtrtt +1 tr tt vr rwro Ern d 'd ctc ql t6t rA rr-<rufmr sl 5+c t'fr *i rmre

* ets 6r f{cq t d* "sifrr-r s'.-€m, rm ffi ,6p sr Eti qrrc cd tr rsfui EFflF { tfr + rdrc g{ql ict{ srl srt d sTt ffi t}fl cc f,sdrd

d ri,n qtr "6ift'6r" *1 6ti 1tufi qI f{ffi Y{ qrrd { cff iifrt

17.11.2025

this

reimburs6ment,

6i*t
Trdl

I () i€irt,n,d
2) str,ri

6GI)

OUTREACH


