
APPLICATION FORM FOR ASSISTANCE
:Fr6rdril t( 3{r+fi yrs-q

(Healthcare)
(Er+qq teqml rcHnia,

foundation
Building block of lifc.l3 Ir oa

APPLICATION No.
qr*<l vqr : 03 ts APPLICATIONDATE: ^-

slr+fi frdi tl -5-
sex frirNAIIE ofAPPLICANT

e{r+(6 ql rrc ++ n
$tlPRESENT RESIDENCE ADDRESS

FATHER'S/SPOUSE'S NAME
t['I ;IrTT t *7--F*

l.tfra0{-a-.trnfr-rra /-.nAugdt'

PERMANENT RESIDENCE ADDRESS r- P-o+o7
- -T5{.^-rr^

f,oc O

h
OCCUPATION:
q-{ffq CqU'c- MARRIED (m0 / uNMARRIED (qffi)

&t .,"o (Attach Proof of lncome)
(i[Iq fi HIqq Fdrr)

TOTALANNUAL INCOME

ilFi+ qrq

PAN No. utat

FAMILY DETAILS qkqR Fdflor

rq s€{r
No. Name Member

ifiI
Age
BS

Gender wlth
+

o-,l,/o-4rLcl

+ffi
BASIS whichever

SIIIIR

EWS Certificate
(Attach Certiflcate Copy)

srFI sIFr erl yqlq rd
(yrrm vr c1 Em yfd rmrr eir

Ration Card
(Attach Copy)

Bcdqfrr frrd
(!HM Er +1 arqt cfd sd'{ Ett srq 6ti sRq

Any Other
Basis/Proof

Sr. No.

frc {ql orgnrd/sT-€( t srt d'r{ yfo+(t
Medlcal Reports/Proscriptions Attached

{FTEI

from"PURPOSE" SOURCESOTHER
orelf+tfi *( t TqIfdqr dz

Sr. No.

i5,q TTeII q< r*r q,t en
NAirE of OTHER ofAilOUt{T BEING AVAILEDd gtFTdIqi wfr

, ooo

ARE AN INCOME whichever is
*II 3{FI 3ITq 6'{ ErdI cl;qd v{ q( Irfr i5l

Yes / ilo
arrtt

"PURPOSE" for REQUESflNG ASSTSTANCE:

strriltgHrAffiury(tw:

BPL Card /(Attach Card Copy)v
.Rrdt igl 6. ltq yqq v*

(yqm wt sfr Brcr yfr svrl atr

AGE.YEARS

rrilh'r )

w sr;q qiFrf,l



DECLARANO by APPLICAI{T: aTKf Em dqqlTx:

1 ) I hereby confrm lhat all details in this Form are True to the best of my knowledge. Any false statament will reoder my Appllcation & ongoing assislance, i, any.

liable lor rejection/canc€llation.
ztiioiernrv irnn- 0tat assistance, if rscaived ftom Koshika Foundation' will b€ usod only for the "purpose" as stated ln this Form for whlct such assistance

was requested by me.
liir,J,i-Ui"""nri" ffirr f have not E wi not in futu.e. avarl of reimbursement, in part or in tull, fiom any other source/employer/insurance company, of he anount

for which this assistance is requesled

l ) { dsq q,.dr t f6 r{ vrsq i Ri T i qS frqol +t qrrqri +
2) ii fl d {rrm (ft '6if{rer sr.€{rr", t d q rA t, s[dl

3) { gts 6rfl { f{ iq{ mrrcr tg w rn*lr +1 'rt t, sq rft sI

ertcr n-d qi sfr qft sti Eq{q qd 6q{ rrre rrqr qr t nl +t rtIrin fftr +1 qI qfifr tr
rcqh sS tkq 61 $ * H frqr iri,n, cl w n6c { c{ TqI

fiRr6 qr (6-d tRI ffi rrqd Fr+qc,,{ql6a-{ t a ai taql t dRad qfiq{fu|
EI(l 6m),.GREEMENT bY APPLICANT (

APPLICANT'S SIGNATURE OR LEFI THUMB II!PRESSIOI'I

erd<6 d ERIcr{ ct litB +t il{tn

AGREEI,E'{T by HOSPITAL (EEiTA !r{I 6{R)

RECOIIMETiDED FOR ACCEPTENCE

ff+idqffid Manager Outreach

(A unit of shraddha Eye Care Trus')
# 16/M, Thimrnaiah Road, Milar Tank Bsd Araa

{Name, Designation & Stamp ol Authorised

on behalf ol Hospital)

Tq q [( EsrirFl qfrr{i qir6lt

SignatoryMBBS,MS,FPRS,FICO
Dr. L DC, 

^ 
iJ;r:-.,..,'..'.!'

CorpulEcnt+
t,sTISlilOIltrqo

aE31I

ilfta
Date of Surgery

3ict{n

FOR INTERNAL USE of KoSHIKA FoUN0ATIoN qffi6 sqd,r t(
Stctutunr unusrue z

qci ERH{ Z
SIGNAIURE of TRUSTEE 1

qd rmm t

1) By afflxing my signature or thumb impression on lhis Form. I

use/publish/pul-upheproduce my name, address, photo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & details can be

rAppticant) hereby agree & authorise Koshika Foundatlon and it's Trustees to

ls ol the "purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it s

made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assistance is b€ing requ8sted.

2l I (Appticant) furrher agreJhat any such use of my name, address, photo & details ol the 'purp;se", Ior which such assistan@ is requssted/gr8nt€d'

Jitt noi automaticatty eniile me for receiving or continuing the said assistancg. The decision for granting 6nd/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is lhis r€ga.d will bs final and accaptabie to mo

r) ge yri c{ qci rlnrrF{ qr ri,rd of crc E nr{, I (.cd6) qsn eqft al Se F{il tc{'qifiFr sniatr{ ick Tr-+ .cltr " tti qfrq( r6Gr tfh t! cn,

qtr, vtd ek !i fc-{"r r€ rc1 { rlfrn t, Ei "qitrnl' qq\ad, <R, crscva $f r$q t Yst ffifrEqI lik BcHM * H ffi ql s{R rlqq

t ,srft-d 6{i + fdq !f,tuqa lt it wx fiq{q it !ffc * cl-d qr !I< i 6{i * iqq "qifrrql slT}trq" q qrs qmta lr

2) I ( er&-d) gr m * wrm {f+ tn rq, q-n, qtzi dE ice{q d f{ E[r{dr + s1t[d d ffitr t 5{ ear xlIc, fi rqRr{ ifr m r w q{q {

"+lfrmr" qq Yrd atfr{tii fi Fltq sfdq 3lk q6It dnt

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Xoshika Foundation' we

(Hospital) hereby affirm & accePt following
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