
APPLICATION FORM FOR ASSISTANCE
Trar{rtrr tq s{r*<r yrsq

(Healthcare)
(ERqq teqql

APPLICATION No.

l)-L snd?F frqto

F

err*<r risr : W
sex fdrrNAME ofAPPLICANT

qr*rq ql crc

RESIDENCE

FATHER'S/SPOUSE'S NAME
i5I iFT

l,-p.< 1*--l

RESIDENCE ADDRESS cdl

(ffi) / uNitARRtED (,xffi)
OCCUPATION
aFrgrq

Lttk<a
foundation

Building blck of lifc.

r 'f
9",,q

(Attach Proof of
(srs qr srH

lncome)
vdTrr)

TOTALANNUAL
qfit*, snq

PAN No. ETdI

FAMILY DETAILS cfrqR

lrII {gII
Sr.

cRqR +
Name of Member

lFr
Age
gB

Gender Relatlon wlth Appllcant
{EIIT

BASIS for is applicable)ASSISTANCE

*tuima
EWS Certilicate

(Attach Certlflcate Copy)

eral qrq ai yqul qr
(IqM !:t q1 uq yR {l.ry'c 6tr

Bcr{tfir fl-C
(rqm Y, si Ercr rfr qdq 6ir

Ration
eny gM'

Basis/Froof

erq qti {Icq

"PURPOSE" tor REQUESTING ASSTSTANCE:

strfrr +g fril TE ffi or s(kq:
Sr. No.

fic vqr o{srdnr/GiE( t Enfr fri T{ yfta({
Medical Reports/Prescriptions Attached

Rrr{

"PURPOSE" from OTHER SOURCESffi sr< *a * f6cr rqr d?
BEINGASSISTANCE forAVAILED SAME

+Yg qq3(irq +$ IlEr{riilt(
Sr. No,

HC {@I qqdciFIm
NAME of OTHER SOURCE

d rri wrqilr r{fi
AMOUNT of BEING AVAILED

ARE AN INCOME TAXASSESSEE
qN 3nq 6{ qrdr t td qr< d g{I q{ vd ql

copy)
,Rtd,tg1 q'{na yqq VX

($IM sr q1 erqr rft sd'? 6tr

Yes /
arrd

R 3

-fr c"
I

orl-a

t

'l'r.-f,.no^ f,q

,I(r\l

E

KP
(

frir

/L- I )! rD. 'zt.4a 1a.

-'t -t /ri, t q \a,,t l' lDCl ')

l\- fl) d A)t46 1,,



DECLARATTOI{ by APPLTCANT: !ira(6 !m dqqr !-{r

1) I hereby mnfirm thal all details in this Form are True to lhe b€st of my krxcwledge. Any false statsment will render my Application & ongoing assistance. it any,

liable for rejeclion/cancellation.
2) I solemnly;nfirm that assistance, if rec€ived from Koshika Foundation, wlllbe used only for the'purpose', as stated in thls Fom. for which such assislance

was requested by me.
Siil,u,;by 

"onnrm 
tira f have not & willnot in future, avail of reimbursemenl in pa.t or in full, from any other source/employer/insurance company, ot the amount

for which this assistance rs requested.
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, add.ess, photo & detail

medium, including bul not limited to verbal. print, electronic, for

activities/achievemenls- Such use of my pholo & delails can be

rApplicant) hereby agree & authorise Koshika Folndation and it's Trustess io

s of the 'purpose', for which such assistance is requested/granted, through any

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

made by Koshika Foundation before or after my treatm€nt or fulfilment of the "purpose"

for which assistance is being requesled-

2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requestgd/grantod'

witt noi automaticatfy eniile me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistiancc will resl solely

with the Trustees of Koshika Foundation, and their decision is this rggard will be final and accaptablB to mo.

r ) yc rcz q( ,!cci E€Rn qr d,r3 ql aq <,nd(, d (!qr+<a) qy{ T[qft a1 SE 6GI t q{ '6iRr6I srdBrll ict Ts+ =fltr ' ci aFqn urm r( ft fu m'
qa, qtd dn s1 f€{q w yqz I c}frd t, Ed .6iFm'qqt<Td, qrr, Trqrql {st B(tw i gd ffiEBd d{ srdt{d + ffi tFS { v{R qqq

t v$fid 6ti * tdq qfr{d tr lt lr: rt fr<q it rdrq * lrd cr iK i +li + fd{ 'tifrtol sr*fi' q qS qft{a tr

2) i (i|riro) g{ qln t {6qd t B t{ Tq, rrdr, Etd qt< i+qor q} f{ T?rrdr + T(t{d t ffia t 5n FIil: stFr EI r{<R 1d rrmr fs qdq {
"otftna" qq r[d qfirqI 6r fldq fdq dn er,a6,n 6*,

By affixing hereunder, signature of our Autho.ised Signatory for recommending lhis case/patient for linancial assislance from Koshika Foundation, we
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;il;;;i;; ;;;; fr;;'ioirrixl ror"J"rion, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assislance is not sranted

bv Koshika Foundation, tn Dan or in fu . then the Hospital reserves it's right to m;ke up th€ shortfall tfom anothsr NGO or afly other source. Thls
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2) The assistance lrom Kosnrb Foundatioriis only financial in nature. The choic€ of the treatmenuprocedure advised/conducled by the Hospital on the
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in the matter.

a"t 
"Fr1. 

rersd 61 rqt { clcd^},fi 6t "dfrrfl $F+flr" d tcfm mrrtr fu fisvftr al qrd l, ftt tc (Ettrdr€) frq n-6R i qrq q d{R 6{i tr

l) q6f{rd {dqn Cnr 11 qfre { frirq soTdr ffi ln srqrt rirqn qr ffi q-q ett t a,< r},frnrrd {di qt tit t, *i f6 tqi'dfrEl $c.*fi"
i figqftfl/furfd rft d sqq { ,Ettrfi F|5*xr' Em c(< t( f6 tr qR "E}Rr6r vrr*F' rm sfiq-dl ffid erfrIf,qcs tg rd{ c(l frqr cm t ri qq e

ffi q-{ t( qr6rt rig1 q1 ffi rrq r+rqr d rucdr +t qfusr Srfrd {sdr tr w 1Fe { ee ao mr t f6 qsrfiH Rfiq c< :nn t'ftmqi tg ffi
'lh dr6r0 d[$ q ffi !r< {FF t TA e,nrdfil

2. "ElRr6r srr&H't d,Ii {6Iq.dI +{d fciq r{f< +1tr tt qr rsdrf, Em {'It x-dE cl H TA 3c-crvcBcl qil 3rls tln qd f,Rma

d *s 6r fsvq t qt{ "6}fir6l $rr€vn" rm ffi r*n ar qti <'{q rd EsH rmn { tfl * rerq t{ql qk qrt sd ul srt

d *,t glt( '61tr6l" d qii lts6r qI f{C<rit vH qrqd { rfi thfrt

6IrrOcl

AGREEI,ENT by HOSPITAL (Eq Td EI{I 5(R)

Uanagcr OutoecrtREC0Mi,IENDED F0R ACCEPTENCE

d ffl riqf(

(llame, Designation & StamP olAutholbod Signatory

on behatl of Hospital)

Tq E Tq EEillll qF&a qffi

I Trus.Eyc Caretcaa, lrLr T5k tu AreaMS Consuttant 0 m0 logist
tal
st)

He 0&Ia!o paB Eyng

u0(A

Date ol surgery
sictn d iltq

r"t [c\z<
Kirt

qrnf,6 ild,t hof K0SHIKA F0Ut'l0ATl0N

SIGNATURE ofTRUSTEE 2

qrs rmnn z
SIGNATURE ofTRUSTEE 1

qd rmm t

30-11-2024

APPLICANT'S SIGNATURE OR LEFT THUMB llttPRESS|OI{ :

qrt(s + 6(rGr qr d,F 6r i{{iR

r$

Diabeles


