
APPLICATION FORM FOR ASSISTANCE
Er6r€rff e-( qr+fi qrsEr rcHnia,

foundation
Building block of lifa.

APPLICATION No.:
s{rasr rsr ' NINN ffi"*H-DArE:3\t \t
NAME ofAPPLICANT:
en*q-s Er qrc

OGCUPATION:
E*ftTrq MARRTED (ffifi) / UNMARRIED (ufa{6q1

(Attach Proof of lncome)
(enq 6t srqc qdq)

PAN No. e+i qrat gqr
ARE YOU AN INCOME T.AX ASSESSEE (Tick whichever is appticabte):
*il s{s airs 

'rr 
qrdr * (S qrq d vs ci FA m ftvtr;'drnAr ' Yes / No

arrfr
FAMTLY oETAtLs ckqn

Name of Family Member
qft-{R * vrd qr ctr

Relation with Applicant
3rr{(d. s, {rq ITqq

BPL Card
(Attach Card Copy)

,rfrfr tql * *i cct"t rd
(rrru y{ st Erqr ffi rmq qtt

EWS Certilicate
(Attach Certificate Copy)

eret qrc qrf lqol v,
(ycm cr q1 emr yfr sq'{ 6ir

Ration Card
(Attach Copy)

Bcrfrffr fld
(yqq q* ql em ffi r(q-r Etr

Any Other
Basis/Proof

erq qt{ sRc

"PURPOSE" for REQUESTING ASSISTANCE:

s6rzmrtgffiIr4fficrs-drq:
Medical Reports/Prescriptions Attached

t qr0 q1,r{ yidaq" qfl H-d,l

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

{s r{iyc + t-E+ Br-q rraFrdr ffi sr;c riil * fdcr rrcr d?
NAME of OTHER SOURCE

srq rdfil Er rq
AMOUNT ofASSISTANCE BEING AVAILED

d rr{ rcr+tt nvfr

(Healthcare)
(ererq tqqrel



r

DECLARATIoN by APPLIGANT: q+{d' Em q}qql rHl

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any'

,, iX3,:ffitit"ttiilliili?111.11;"e, ir received rrom Koshika Foundation, wir be used onrv ror the "purpose', as stated in this Form, ror which such assistance

was requested by me.

3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company' of the amount

idr whish lhis assistance is requested. r r r+ 

- 
E'-

t) t dsqr mdr {.td Eq yr6{ t Ri ,rE s{t ffi{q tt qnqirfr + q-JsR qR c{ nfr tr qR q+€ fdErE qi qiln sT{kq crcl qIil * d.+t qET{dl t{{kl El qI q-qis

2) iiEmdn-o.rdr{ftT'qi#;s+w,r*dvr "*+n.*strcfr1${tfrAY1rfrrr'1*ari:L+l *=* n*s*;hnr2) q{ 6l(l qr (Erqor t'rr{r rrr{rsr rrresrr'' '"'";-;;;**rj fricdrdqrtdRa* qfrettmr
3){5fu6rdrt.t6fqgs6rq-dltgram&rd,r{+,geIIfumqfrFFqIqqiHFRIffilrqdf,if{+sdF/dql6q

ffirthumbimpressiononthisForm,l(Applicant)herebyagree&authoriseKoshikaFoundationandit'sTrusteesto
use/pubrish/put-up/reproduce ,v n"r", address, pnoto a-Jeiail il*:-ryT :.t:'^Y.y:1,::9li,:tl::i:t::ilt:;t::::i{::1ffi'ilr|#:fl:f :l
;:tJtfl:'t|jt'rtfIt:?f if iH [H#f;'5""i"';, r;r soricirins donations ror Koshika Foundation and/or disseminatins inrormation about it's

activities/achievements. such use of my photo & details ."n u" ,.0" b! Koshika Foundation before or after my treatment or fulfilment of the "purpose'

for which assistance is being requested.

2) I (Appricant) further agree that any such use of my name, address, photo & details of the "purpose', for which such assistance is requested/granted'

will not automatically entifle me for receiving or continuingi;e saio assistance. The decision ior granting and/or continuing the assistance will rest solely

with the Trusiees of Koshika Foundation, and their decisi6n is this regard will be final and acceptable to me'

1) {s nql q< erci E€rs{ qr drr} c1 Brq rHFr-(, { (qra<o) qrs v6cfr a1 sfu w,Gr {qq''*iRrfi sdgYtq et{ Es'+ qrff x q1 qFr{d urar {fo to m'

q6l,qtuiqt{dfrq{"rE€yri{dkd*,"guq;fi1-a'c{1qrfr,qrt,qFfirrlrE{tqt{ctE$lrdfrFrdsil{sq-dBrdf*ffiffissqRqlqq
t csrftd 6{i + fds eFr-{fi tr tt yqr qr f€(EI it wrq + Yd.d ql cR t T.ri + tds oqlftrfii qrr$ntn q:qr* qftr{d tr

zl { tqr+{6) Fs qI( t TE(d tf6 t{ ltq, qdl, stc} *{ ffi{q d fq'rtmcr + l-(t{d t $eii t 5i T{ct qiir{f,I s'I r+m'rS firdll Es sqq {
uqlftr*Iu sq{ss+ qrM or fpiq s{tdq qt{ qrq{rfr thfil

APPLICANT'S SIGNATURE OR LEFTTHUMB IMPRESSION :

sn+{*. +, EkIIffi ql $'13 *t ftrm

W4
ACneeUfNf by HOSPITAL ,ao* * mn)

forrecommendingthiscase/patientforfinancialassistancefromKoshikaFoundation,we
(Hospitalihereby afiirm & accept following: 

^^^:^.^-^^ 4-^* aaarhar rrrr.:n nr .n* nrhar sorrrce- for the same Datienvcase, as we
iTff!|ti? i"..]irb],"J:T,:.H",irTJi',,i,lilii"i,*r9 avair or'financiar assistance rrom another NGo or anv othersource, ror the same patienvcase' as we are

requesting to get from xosniii rounoation, to the extent i-hJsuch assistance i. g.uni;dly Kosrrira Eounoation' lf the requested assistance is not granted

by Koshika Foundation, in part oiin turr, irren ttre Hoipitaiieservesiis right to mit" ,plni shortfall from another NGo or any other source' This

confirmation essentially states that the Hospital wirr not avair any oupticale assistance ?oi ttre same patienucase from any other NGO or any other source'

2) The assistance from Koshika Foundation is onry nnanciJi'in'riairriiin" 
"t 

oi." or in"ir""tmenuproce-alte advised/cohducted by the Hospital on the

paiient, is based on tne arrangereni u"G"n ttre patieni'd iii" fioupGi, ano is in noway innuencdd uy Kost'rika.Foundation' Hence, the Hospital will

assume sore & comprete r"dffiffiilifi;iiil'irlI't,Iliii'ditb;r6.ilt'*f"ty of the p"tffi,inJrosfiika Foundation will have no role or responsibilitv

l# -tr*,"].*" u1 *{ t q1r1-drtft q1 "qiRrfl wE€{Bn t feftrq r6r.rdr & fiswftfi *1 sr& t, H rq (rstm) fire n+n t:rq e r**ir qd tr

l)T6fua*u-*qnstkadqBGc{tqFdqx.6rrdr*1oqr+rtsrqnqlffitrqdatmt'fr/cFd{dtqrdr}+,+$f{Ec+rq}ffiqTs€{'H"
t ffiEyffi sm * qreq { xqipr6r qrr€vr<' Em q< tg ft tr qR 'qlRr51 qrs€wo Eru rrdT{flI ffi qfrla./q-*-d tg rgr rd fdqT srdr * d er'sffd

ffi erq +{ sc6rt Srqr qr ffi errr rRtltt,t t vgrrra t+ m qnr+n g{m {qdl tr Es tfu { se qa qdl t t*, er*mro Eftq rtq sRI tftrcrc-d iA ffi
q s6rft stqr qr ffi srq qlrn t rfr t'nr&frt

2. .frJflvrfir Erst{titr * d T{ Wrqar dqc rqfts r{ft q1 tr r}fr c{ Esrffir Eru t 1r{ qorr ql f{.E rr{ sq-crveFfi'ql 6r Eils *fr qq Ewdm

* d-q or ftsq * q1r ,,dft,; .6rgd{,',, Em ffi r6R i6r at{ qqts rfi tr Esfun swcra { tft * rerq gc{r otR tBr+ qri 61 srt A4u'n *ft qi EFdre

s1d'fr stn uqifrmr''ftlqit $16I qr ffi Es cITd { ctt +ftt

Cotvtuexoro FoR AccEPTENcE

ffi + fmq €<ril

Name, Designation & Stamp of Authorised Signatory

on behalf of HosPital)

iFi s r( Iffidm qiir{f, 3lfirdfi

D.. Is-kr,:,:,?*,--riilfiffiamffi L*l
' 

(Name of Dr. & Regn. No. with Stamp)

sFE( 6l m s ERlqfi S lfr. q.

Date of Surgery
ofq'ff{si qftq

s\'\'1
FOR TNTERNAL USr ot XOSHtt<l TouNDATION 31l-{ft{ ilqh i(

SIGNATURE ofTRUSTEE 2

qrs rwnn z

11.04.2017



APPLICATION FORM FOR ASSISTANCE
s6rqtr *( olr+q-{ yrsq

(Healthcare)
(rqruPm fuqml

r.r\71 .,
Itoslil.rea
foundation

Building block of life.

NAME ofAPPLICANT:
er+(s 6r rq

li$#'*H- 
DA'E: 

3 \12 \\F

OCCUPATION:qilIr{i

ffiqq ' 
.-4-0, [0o (Attach Proof of lncome)

(i[rq s,I Hrqq sdrr)
qrdt q@Il

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicab
*rr 3tF{ 31rq Hl qrdr t (s crq d Ts c( Td 6r Frfli'ilntl

Yes / No
arr&

FAMILY DETAILS

Name of Family Member
cft-dn t s-rd mr crq

Relation with Applicant
qr&-d + Hrg {trfrr

for REQUESTING ASSISTANCE (Tick whichever is applicable)
sdr€rdr+ftrdffiomm

BPL Card
(Attach Card Copy)

T0-fi tsr d *i ccpr rd
(TqM rrd a1 em !fi no,r qtr

EWS Certificate
(Attach Certificate Copy)

srer qtq sd ccrot c1
(rrrm T{ q1 srcr yfr qA'{ 6ir

Ration Card
(Attach Copy)

sc+fir 6d
(*nq Yr qt erqr rfd {'.qq +it

Any Other
BasislProof

F *{ srss

"PURPOSE" for REQUESTING ASSISTANCE:
q-6prdr tg H TA ffi q1g$sq3

Medical Reports/Prescriptions Attached
orsdrd/siE( n qfi ql d vfr+{{ lF s.e,q

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

w r{A[c * tq+ srrr vtFrdr ffi er< Td( t feqr rFTr d?
NAME of OTHER SOURCE

erq dil 6't t{rq
AMOUNT of ASSISTANCE BEING AVAILED

d rr{ wrm nqfr

NNtrIlrt+



olculmrtox by APPLIcANI olr+{+. ERI *qql vr'

1) I hereby conflrm thal all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance' if any'

,,i:ffiH;tg:li?ITl??51!11;"", ir received rrom Koshika Foundation, wiil be used onrv ror the 'purpose", as stated in this Form' ror which such assistance

IiiiSrxl"rtl?xf*llf;;t I have not & will not in tuture, avait of reimbursement, in part or in full, from any other source/emplover/insurance companv' of the

forwhiqhihisassistance isrequested. J- 
- 

* + *ft m ftrE * Br

l1;HHTH::'ffi'Ti,["* * rq-d{ur m qnnrfr + lrds* En cs qa tr.aR *t{ t{d$r qq qqr s*rn rlrql qnr t d tfi raq-tr r{R 61qr {+fr tr

z) ftN$wrcmot,'*int**r"+w','tdsr(fi 3{+qsSrt{q61$+fdEfdqrqr+,n'n*Ti-TLl,*-* snoi*nr

orm,l(Applicant)herebyagree&authoriseKoshikaFoundationandit'sTruSteesto

use/pubrish/put-up/reproduce rv n",", address, q^"f" l.iif1!;,lt 'j':f::,:"'"t .U:H:T"n:l:l*'ilil'J;'".:51{::1il[iir|fi:ilf:l
n'j[*:',ljffit-,X5fi["rf iffi,[l f[?rffiil'5ffim soricitins'donarion, ro,.ilsr'ir,. Foundation and/or disseminatins inrormation about it's

activities/achievements. such use of my photo a aetairs can ue maue u! Koshika Foundation before or after my treatment or fulfilment of the "purpose'

lT,ifii ffiflX".:":r"#;:1'"""tJ".tch use or my name, address, photo & detairs or the "purpose", ror which such assistance is requested/sranted'

will not automatically entiile me for receiving or continuingiLe saia asiistance.. rne oeclsion ior granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, 
"nd 

th"ir decisidn is this regard will be final and acceptable to me'

1) {s scl ,. srci ER*fi qr d,,r} ql BFr ttqrr'l, { tqrtwl e{Tfi T6qft ql sE q{dl {q'.siftrfl fl+gw eti Es+ qffi 'Et qfr{i o<r {f+ tq m'

wr,qtAqtiSfdg{urrsrq-d{dfq.dt,sCu6lRmt'lFt<rfr,<Fl'qlEFII/q{qtTtkctgdTfr-Fldsil{swFdrd+ffiffiSrqRqlqq
t ysrftfl sd + fdS qp1gil tr tt yq-* qr tr{qul tt Wrq * Y€-d qr qrq t 6d + fdS "qtRrfl vrsds{'q qrt qf?r{n tr

2) { (en+(fr) ys q( t vm tf+ t{ r|q, Tf,I, sta dt{ fdFrur d f+'wr+tr + ts-+I{| t YrFfu * Ti sa' qiiFrdl6t wsR rtt q*firr Ve 
,q.Ei}I {

s'slfrlqiltr s-sqss+;qrM cr fuiq qfffi *{ qrqd,rfr Etrnl

NPPUICINT'S SIGNATURE OR LEFT THUMB IMPRESSION :

0{r+u-6 * €krrqfi qr *rp ar furn

;GREEMENT by HosPlrAL (Esmrf, ERr 6'{R)

Bv afiixinq hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospitalthereby affirm & accept following: 
^. c---^i^r ^-^:-r^h^a rram annrhar NGo or anv other source, for the same patienUcase, as we(Hospital) hereby aflirm & accept following: 

other NGO or any other source, for the same patienUcase, as we are

lim"mfli6;lmi*l lg.t'l;:f[:frA!iJi,1ffiHif!:il3l";tl'fl[#;i;v [".r.,ix. E"undation ir th; ,"qdt"d issistance-is not sranted

by Koshika Foundation, i" p"i oiin t rr, it i"1t 
" 

Hospitai'iIsJ.vesiii rlght to m;ke G t# itrortr.l fiorn another NGO or any other source' This

confirmation essentially states that the Hospital wilr not avair anv orpr'"_.i,, assistanceioi tne sime patienucase. from any other NGO or any other source'

?) The assistance from Koshika Foundation is onry nnancili'in ,i"t r!.ln" cnoice otirrJireairinuriro."out" advised/conducted by the Hospital on the

patient, is based on the anangement between tre patieni'lii" Hl.pit"i, 
"no 

i" in noviav-in'nul""Io uixo.hika Foundation' Hence' the Hospital will

assume sote & comprete responsibitity of the treatment i it.'i-rid"ri"-a'.it"ty or tn" ;;ii*t;;;JK;stiira roundation will have no role or responsibility

in the matler.

Eqri qiT{0, .6Rrq1.t q1 ck t qrrd^i,t 6i "ElRrfl vrr€{F, * fcfrc mrrm ig ffi({I El srfr +, ffi 6sI (Esrdltl) FIq v6R tqrq e r+*n od tr

r)€fuqdu-tcnqkrtlqfdEr{frtrqwrrmffirkT6rtfturrlrfo,ssrqdatl-<t'frrrTrd{dtqrd{t+,+sffiEc+"61fr16r'rrstsH'
t frsrfrvyffi Effi d qqq { ,Eifindr q.rs€{R, Eru q<< tg f+ tr qR 'EiRffir qrs€vrr'EI{I sdFrfl ffi erfrl6r€-6-d tg rg rd fdsr srdr t d qwdld

ffi qq a q6rfr qqq1q1ffi gq €;{rrrn t wrmr di;.F*- g{iqd retr tr qq lfu { qe E-6t sldr t tfi srsdlq frfrq rfi sfi t'l}crqd iE ffi

tt qr+rt rrqqr qt ffi srel qnn t rfi #rr&frt

2. ,,qdftrfir vrsd{rcu t d rr{ qa+al *q-e fcFdc r{fr q1 tr tff c( Eg.dRl Eru { tri ftr6 qI fu{ rrn 3q-qrvqfucr qil €{FI rhft qq Esda

* *q qr ficq t dt{ uqlRra srs-dyr{" $qt GF'S ron m ai{ qn rfi tr Vsfdn rstre { r}fr d fsrq g{sil ofr{ elr+ tri 61qrfr ffi tfr qq Esdm
,/

q1d,il sftr sEmIEIx Si dt {Frdl qI fq'iqt w crrd { cfr +ftt

rffi+f6s@
A5:[iIl l]iA:'ri""L:'E::f". luetlti'r

ryr,1il j;::i:,"', i'r::, f.i'|.t5 riiKETAu

P.O. -r' '"- ''- itsl "LiilA,}
1Hame, Oesignatione$Ailipiofhtflhorised Signatory

ltII iI T( EHflM qK$ q Tfifi"ryr 
#iffifikffiffiqru

(Name of Dr. & Regn. No. with StamP)

srqz{ 6l rm q-6RIq{{ S Ifr. 1

Date of Surgery

XW
ror'r ut<fis ilqh i(

StC'ltltUne of TRUSTEE 2

1'.t.04.2017

on


