
APPLICATION FORM FOR ASSISTANCE
R-6rq-(Ir fu err+{i qrsc

(Healthcare)
(Rrerq tqqrd)

APPLICATTOI No
fi+<r ' . I 0346 3?) j

rcHn,u
foundation

APPLICATIOfl DATE : .
qr+qr frd I 5 ttl.o

AGE.YEARS sEx frq
AlrlE orAppLtCA T: _

sr*t* Rr rrc -[fr"r.a1 kluC oa,_

41- t:
ht

FATHER'S/SPOUSE'S NAME
rmrrEtq i5r ?Fr

E ADDRESSPRESEiIT

PERTIANENT RESIDENCE ADDRESS

ha bP 0?? fut+
tkqqOCCUPATION

*FIFI n".l (ffi| I urir,rmnreo (eEvrftr)TOTALANN UAL INCOi{E
(Attach Prool ol
(iqrq 6r qrq?I

lncolne)
€tTTq)

Ea qfii6 qrq

NPAN ETdIprd gtstr

FAMIL oETAILS cFaqR i{d{vlSr l{o.
mq d@r

of Family
+ F{€d

Nanl6 Member
cfuR SI IFI

Age Gender
fur

Relation with canlAppli
{pl ITEnI

sBASI REOU ESTING ASSIS TAI'ICE (Tick ichever ts applicablo)
F6FTdI H CHft sIFII

BpL Card
(Attach Card Copy)

qi-d ter * *i yqrq c?
(rqrdr y, 61 Eqr rfr t\tr{ 6tt

EWS CerlificEte
(Attach Co.ttfcate Copy)

q-e .xrq q{ y{q yr
(mq c? 61 crqr ffi qi q 6tt

Rs on Card
(Attach Copy)
sc*ftr qd

(vqm cr 61 Brqr ffi tgq 6tt

Any Othsr
Basis/Proot

q-,q +i{ stq

Sr tlo.
Fq {qr

ASSISTANCE BEING LEDAVAI SAtor ME from OTHER SOURCES+ SrilB,(iyc s'ti FEFTdIt{ ffi d?.r4t fucrt ?Fl dSr, No,

*q cgt
NAME ot OTHER SOURCE

rrq qtt +l Tc ofAMOUNT ASSISTAN CE BEING AVAILEDd IriFr'r{ Tvn

ARE YOU AN INCOME TAX ASSESSEE (Tlck whlchever is applicable{ qlq qrq s{ qrdl +(dqrqd B{ c{ Td El furn aqr4r
Yee / No
tirrfr

"PURPOSE', for REQU ESTING ASSISTANCE:
rrm-m tg H 'ri t*r6 . *.

lifl ffi

JS

Medical A$ached
orsdrd,BiE{ t qrt d yFrlqr E-dr{

"PURPOSE"



DECLARAfloil by APPLICAI{T: qriqT m dcqr qrr

1) I hereby onfrm that all delails in this Form are True to lhe best of my knowledge. Any false statemont will render my Application & ongoing assistanca' if anv'

islan
company,

suchliable Iot fotsthi orrn,Fre.iection/cancellation instatedastheofl fo purpose'sedu lybewillndaOU tionkah FKosfiomce receivedifasthatrmconfisolemnly2 amounttheof
e ployer/insurancesource/emme a othfromwas or nyfunby lnrequested parlrsementa rcimbuofren lutuwill& notnotal avehthconfirm3 her6by t(6-frqI61f{Rs uested ttd E{r{dlals ssistance req *qrdlthhich IFIIfor sTqdfss{vr c"+ st{qR{6F(dr+qr{6r8+t s{srttc-{qsS'rifdtIrsallsi{6msiq![ t{qII q({( rr6qsqrh $t6qlfiradstwTS lf{Bcqi,rT{F6ITA tnIdtElT€IlA {ffirfil qicqffir otr fr wgEFrdl ffrqlal 6rn n tEM2 6qfrrfrn*d/FTdsfffif6RtTFST!qrsrfiiT6iF]{Rt3q'd6i iyrft46IrdT{dlfq€6(lln $ NT 6{R)lRrqr+<+APPLICAbyEMENTAGRE

APPLICANT'S SIGT{ATURE OR LEFT THUi'tB IMPRESSION

fum!flri(6 * 6RICT{

ITAL Er{IgdldPosHEMENT byAGRE

EPTENCEcFOREDMENDECOMR
fqq {<Rff

(Au

e
H ltl PAIH NeP r0

Authorisedol Signatory

I L1 c Iwith Stamp)

a rF. r.
Dr,(Nami ol

to\.b*

Dale of Surgery

stct{F 6i ilfrs

FOR aUSE of KoSHIKA FOUNDATON V

(
qTS ERI({ Z

SIGTIATURE
SIGNATURE ol TRUSTEE 1

ars 6RrH( I

't) By affixing mY srg nature or thumb imPress ion on this Form, I (APP licant) hereby agree & authorise Koshrka Foundatlon and il s Trustees to

use/publish/Put'uP/reP roduce mY name, address. pholo & details of the 'purpose", tor which such assistance is requ ested/granted, through anY

medium, including but not limited to verbal, Pri nt. electronic, for soliciting dohations for Koshika Fgundation and/ordissem inating information about it's

activities/achieveinents Such use of mY Photo & details can be made bY Koshika Foundation before or afier mY troatment or futfilment ol ths "Purpose

2) I (Applicant) further agree that any such use of mY name' address, Photo & details of the 'Purpose', lor which such assistance is requested/granted 'for which assistance is being requested

willnot automatical ly entitle me for receiving or continuing the sajd assistance , The decision lor granting and/or continuing the assistan@ will rest solely

;ith the Trustees of Koshika Foundation' and their decision is this regard will be final and acceptable to me

l) lq $n q( ecc{ r6raR ql ci'rd 61EIq (,Ird.{' { ( !cr+<6) iNTff {f,cf( q1 5f€ 6(dI (cs "iiRlfi stlitfl1 !f,t 6sd 4rtr ' qt efrq-a 6'ra t fr tq nc'

r<r, std qt sl f€{q r{ vqq { ql&r i' st 'qifrm' ' c{c. <r$, <n, r++,er lei rit*z i 5.d Tfdfifud ek sc€i{ql + H ffi {mnqqq

t c{Iftd 6{i d ftq qfu{a tr ii vq' 6l f{dol tl rdrq + qrd qr lI< i 6{i * iflc'aitmr srrdsi' c qS qfq{a tr

z) d (!cItF) rc rr< t {rrt dfr tr ne' va' nld dn frq{q ri fr sfi{ + 31ttd i rfik I {i tc{: rtrqm tt rq<tt qfr T{ rwrdsd

"EtRrrl " qql E(+ =ltM an F tc efrq qt <tq6rt ri.ttt

By affixing hereunder, sign ature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation' we

1) that we neither are Presently nor will in lu
hika Foundation,

ture avail of financial assistance lrom

to the extent ihat such assistance ls gra
another NGO or any oth

nted by Koshika Found ation. ll the requ€sted
Datienucase, as we are

assislance is not granted(HosPital) hereby affirm & accept following er source, for the same

req uesting to get from Kos
art or rn full, then the HosPrta iresewes it's right to make up the shortfall lrom another NGO or any other source. This

by Koshik; Foundation, in P

s that the Hospitalwill not avail any duplicate assistance for the same Patient/case from any other NGO or any other source

2) The assistance kom Koshika Foundation is only financial in nature The choice of the treatmenUP roced ure advised/conducted by the Hospital on the
confi rmation essentiallY state

ment between the Patient & the Hospital , and is in no way influenced by Koshika Foundation. Hence , the Hospital will

assume ;ole & comPlete resPonsibi lity of the tr€atment & il's outcome & safety ol the Patien t, and Koshika Foundat ion will have no role or resPonsibility
patient, is based on the arrange

f,qrt qfrr{i, E6lqt 41 qi{ i Bcd/t ft 61 'Eifrrdl qrg-+fi" * frffl qE{dI tg nsflftYr d sre l, H f,q (tF a) fie vqn i qr< c d6R 6ri tr
rn lhe matter

r) ci f{ l ni {tqr{ qk r d qEq { tqifl gtrrdl ffi L 
"r.66 

6sn a ffi <rq qla * sm tfuqrrd { d'i qr d rt i, +i fr tct "61tr6l sr-*{r'

t ffict/ffid rfi * {qql "qiRr+t qrciw" rm q< tE f+ tr qG "clfrrct qrrSm' fl qlrqnl fnfr afimrc+-< fu qgr 161 fon wa t ii reao

t** rr< tr qr*rt t'sr q ffi wq s-qrrn * s{I{dl iii 6l qfrfi{ $frr( Ig l tr rs lf { se ca q t fr lrsdm tfrc q< r< r]ffnrrd tS ffi

rk sr*It rter cI ffi rq srsr t rd tT Y+it

,. ""it* *.4*' * d d sETdl *{fl frfiq rqfr el tl trfr vt

J t * At" + dn "qifmr srr*m" w t+'S lon +r qi{ <crs

i *,n nt '"fU-" A qti 1tufl a ffi r{ qrrd { rfi rttr

rgiflc Em d rt s€E ql firn "rl ar-<rrnfimr er $re t'i cs T{qirq . -

ri'i,'*aJ .*"i , * d ron gru cR irn srt 6i {rfl ffi t'fr qi tsnm

17 .11.2025

6{R)

]THI.8.1
FIGO.,FPCS


