
APPLICATION FORM FOR ASSISTANCE
E-6rqdr t( err*<t yrsq (Healthcare)

(werq +€qe)
ts

APPLICAT|OIi t{o.qr*<l sqr r 0e2s ooo

-rau,
t\osh iha

t+lelz,o
APPLICATIO'{ OATE
ear&qq fil{i

AGE.YEARS slrg-sli sEx fd'r

I{AI{E ofAPPLICANTqr*{* rrc U^olrro^no
?o r

o
FATHER'S/SPOUS
IrdIrS-gE{ 6I Tq

E'S I{AME

pneseti

ENTPERMAN
AODRESS

'^44
occuPAT|Or{
qE{trq

(ffi)D U MARRIED ,3rR{'frtt)TOTAL At{NUAL NCOME
qrtr+, i{rqw Proof(Atlach of

slrq SI HHPAtl No ETdI q@I

FAMILY OETAILS qfr-cR ffi<qsr No.
'C VWr

ot Famity
d q<ed

Nam€
qR-{R

Member
6I IFI

(YearsAge
39 s{

Gehder
furt

Relatlon wlth tGanApp,
qr*<-r {Pl TETTI

EASts NG (Tick ichever ts applicabte+g6r{rdl M ffi qrqR

EWS Cortificere
(Attach C.rtfllcate Copy)

3rfl inc s{ rcrq rl
(yctur rr 61 wqr ffi qdr{ str

Ratioa Ca,la /
(Atrach Copyl
scqfl 6rd

(yqllt !'r s,1 Brq rfr {Er{ 6tl
BaliE/proot

qq 6t{ srH

Any

Sr t{o.

rq eqt Modi cal Attachod
3rR-dtd/Eim t qrfr d efdfi Rirr{s-+

ASStsTANCE BEING AVAILE 0 tor URPOSE" from OTHER souRCES{s +ts(iw SrrIsiit" vtrqil ffi 3{rI r+d t tdqr ]RI ii?Sr No.

!5'C.Xgl NAME of OTHER SOURCE
rrq dc qr Tq olAMOUiIT

EASSISTAIIc BEITIG AVAILE 0Ifr FtFrdt T{fl

I,i,

hL ol fua*o(
Yg/t

ARE YOU
(TickqI qFI stFI S{ ETdI qrqd I{c{ Yer / {oarrfi

"PURPOSE,,for REQUESTIiIG ASStSTAt{cE:
qElq-dr td H lri ffi 6I adrc

BpL Card
(Atlach Ca.d Copy)

,r0-d tsl * +i lcpr e?
(Frrr q{ 61 a{l !fr t\qrr 6it

lncomo)
q-dr{)(

\.

SAME

1

ST



|/Et/LAnAn?N b,t AppLlcxffi ,flrdqm 
E?iI slflir cl

any,
True

lationreiectiorVca

ifassistance&tion ongoingrender Applicaslalement nyAn falseof vth best knowledgeto myare0rnF,lhlslndelaiisalllhalcrtnfinhaeby isthint6dstasaUethfor
,p lposencel onsedu lybelore dationnbla OUFikaKoshfroreceivediI thoofassistancethat company@nfirm nsulancesolemnlY2 source/employer/iotherfrom anylulinorme ment, partbulseby imreofrequested alavren lutunotnothaveal trsd-frth vldconllrm t{(R3 herebY gtrqdlftnltsrdlcrqlested STFA6rFls requ s?t{d{qassistancethis 6t{qRhich tr$frfor Tdl css$Rsr6rtIEtq-{(ol *rrqls{ q{lidftai 9r5!YqiiCR.'=q qr4,ni6qr6{dl ffi1.siqqrn 61strcsS lidBcctl {3{16I qidqd t4rsl td dRd t€ fdqtntsrse{ll 6q{dlRrdlniYI Eid/ftqfrrrfiqtrf,il961{dl.i] ffiit f6RI*Ff,Er(z CI!fferq'{ftls(tql ,Iicrf{rld{6rmiss6{iII En 6IREr{Iqrt<+byEMENTAGRE

II/lPRESSIONOR LEFT THUMB
APPLICANT'S SIGNATURE

snt(iE + r6lcR ql ri@ +t t{an

HOSPITAL 6mEFI(66d16NTE byREEMAG

EPTEI{CEcACED FORDNREC0MiilE
fdq ffiff

Signatory
Mr. LAKSH MIPATHIN

I
IEdFE

DT PR ETHI. B.Ii
G,3 F oPono

-slispe
t.

Date of Su.gery
qfttH d irts

ra\"[e+ r)

.df

ucacEaFchrklimtFOIJN AKOSHIKASE DATIO\u

qTfr EftIH{ ZTRUSTEEol
qrfr rRsR t

1) By affixing mY signature or thumb imPression on this Form, I (ApPlicant) hereby agree & authorise Koshika Foundation and it's Tmstees to

roduce mY name, address, pho

electronlc,

to & details ol the "Purpose 
'

for soliciting donations

for which such assistance ls requested/granted, through any

for Koshika Fou ndation and /or disseminating information about it's

by Koshika

to oet from Kos

Fo-undation, in part or in full tho

by Koshika Foundation Hence' the Hospital will
confirmation essentially states that the HosP ital will not avail any duplicate assistance for the same Patienu case from any othe

or responsibility

requesting

2)The assi stance kom Koshlka ioundation is onlY financial in nature The choice of the treatmenUprocedu re advised/conducted bY the Hospital on the

patient, is based on the arrangement between the Pati ent & the HosP ital, and is in no way inlluenced

assume sole & complete responsibility of the keatmen i& it's outcome & salety ol the Patient . and Koshika Foundation will have no role

Tqt sfr{'d, ERIst si qk t qrqe^iff 41 "4tfrIsr srs-*$r " * frfdq {[tftIr tE fsslftr d stih l, H tq ([sdls) f{!r vmr t qrq q dqn r<i tr

l) qr i6 r d {dqlr CR 1fr
"n* 

t t+* "o* 
ttt +o sr+rt {grn qr ffi q-{ sl( t tm tfinrqd { di qr t ri t, +t fr Eci "derfl sE-&tr'in the matter

t fuqft{iffid 3.fi * {qq d .qitRr6r qrd€{R" fm c(< t{ f* tr qR "otRmr qrriw' Rq {[Ifdl ffid irfrr{/{d€ tgc-d{ ifi frqr qr titirq6

F6S !r4 lk q(6rt {{4 ql ffi rq v<rtn t ttrc ei 6l qflrcR !ftn rsdl tr Ys lE { qe flr qr t fr q€dta tfrq ccc Bft r),tcge t nr$

'lh {rfrt {gt qt ffi sq srqr t rd d'n'd'ftt

z. 
.clfrl6r srd-dfi" i q1 q{ I{Erq-a dm Eftrq l-qit si tt c( f,s € fl { ri ssE cl H'Ti gq.ql{/qffra 6I lnq tff cd f,enrfr

d *q cr tscq t qt{ ''6iftr6r srs€rtr ', W f+S rqn cr ait <qls cd tr lqffi Esira { M * rarc g{$ qt{ sn qt 61 sr0 ffi tn {q (sdrd

d r},fi dR "qtf{rdl" e1 q}i tnn qt tqC{t rs qrrd { cfi ii'l1t

use/ publish/PuruPkeP
oundation belore or after mY troatment or fum lment ol the 'Purpose"

medium, including but

acti!ities/achievements Su
not limited to verbal. Print'

ch use of mY Photo & details can be made bY Koshika F

2) I (APPI icanl) Iurther agree that any such use of mY name, address, Photo & details of the "Purpose', for whrch such asslstance is requested/granted,

for which assistance is being requested

will not automaticallY entitle me tor receiving or @ntinuing the said assistance The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisio n is this regard will be linal and aocePtable to me

I ) is sltl c{ qci f,6${ qI dT }- ql gtq q'Ir6{' { (efii<6) iur{ srqF d XE s'rdt t cd 'qiRr6l Ycit{tl 6. 3qa aS{ ' 6t anr{'d snt tft tq rc'

rm, qia CR sl frsrq E{ Yql i qlfr( l' st '6iRrol ' qq aTs1, cH, q"-{/ql Id YdYq t {d 'ftEM 
qk E{diqql d ft ffi cl rsr{ qtqc

t qqrRa 6d * tdC lcfu{n tr il w: cr ta-{q ii rdtq *qrdqr{Kt6d*tdq "qiftr6l vrsdm" s qr€1 qtr{( tt
16 rirdll t sliq {

2) t (qrt(6) Es ird t wfi tfr fu crc, !-dI, qB st{ F4Iq !i f{ (trcln * d<{qi t rrfrt( t 5i €(: rrrl.dl El f,6<r

.cfirql, (ql ssd qfuq} m frdq qfdq CR qq6rt ti,nr

By atfixing hereunder, srgnature of our Authorised Signa tory for reclmmending this case/patient for financial assistance from Koshika Foundation' we

1)that we neither are pres ently nor willin Iuture avail of financial assistance lrom another NGO or any other source, for the same Patienvcase, as we are

hika Foundation, to the extent tha

n the HosPita I reserves
t such assistance is g

it's right to make u
rantod bY

p the shortfall from anoth
Koshika Foundation. If the requestgd assistance is not granted

(Hospital) hereby affirm & accept following

er NGO or any other source I hrs

r NGO or any other source

17.11.2025


