APPLICATION FORM FOR ASSISTANCE (Healthcare) thll ;
wETH WY s wiey | FvRRry S ) ATOVEL
foundation
!.I':HE.I_.HDI-!M i r———
By i 2 Jeigeioy e 1aeh Injgl-;r Sy o
v AGE-YEARR ﬂﬂ!
A S APPLICANT - (61,791 s 65“5 >
= ; .rl
rmm%ﬂim Iﬂ-'.'liﬂ o aaiaa a [
i WWM"'ﬂ[m- F-'JP". “r, PL"H UF!
= = Fowrarmma..0 |
S Howde  fuptCer MARRIED (Y] | LNMARSIED (srfaminn)
TOTAL ANMUAL INCOME | ool of
L b (5 T )
AN Na ‘“"}-’-""““"‘?“1
TE YU AN SCOME TAX ASSESSEE [Tick whichessr I
\Wmmmwi:dmﬂ“qﬂmm m
FAMILY DETARLE T e
Sr Mo Fwme of e bt Bander =
e v o S | ey
BASIE for REQUESTING ASSISTAMCE (Tich whichaver Iy applicabie)]
wren % Tt feefh s i
6PL Cord EWE Corlitosis MLI;,:: —
VAN Y S (Aitach Certificatn Copy) {AHiach Cogy) Ay Othar
i T E T amy e o T T Treim wnd
(W T W W i v W (W T w e e (v T el s wh == W
“PLRPOSE” bor FEGUESTING ASSISTARCE:
o gy fed o fieed W b
Hr. N Wedical Reponn/Prescriptions Ablached
kit - srEmE e ) o ulher gl s
@ LAY AIA0 KL EI- odact
O A
K W
2 Shmaes S (ot FPCrol
AESISTANCE BEING AVAILED for BAME -PURPOSE- from OTHER SOURCES
0 OATEER W T WA S upem e s owm o fe e Wy
™ WAME of OTHER SOURCE AMOUNT of ABBISTANCE BEWNG AVAILED |
o e w9 o mf weme o
I W 8 1 . T




DECLARATION by APPLICANT. Smiew =0 uhrs ¥;

HWMNWIIMhH Form ane Tnae to tha best of my knowiedge. Any false siaterran will ender my Applicadion & angoing asssiarcs, i any,
Fer rpectonssEncetation

7 E sy cordimrs thaf assmtance, f received from Koshika Foundation, will be used enly loe i “purpote”. a3 staied n e Form, for wiich such asssiente

wird redualad by me

33§ havnby confirn fhat | Fave rol & will ot o Roiurs, sval of reriarssmesnt. o past o in dull, from any ofher sourcelempioyesiinaurance comparny, of the aroun

far winch s GEESENCE 5 reguesied

i) & v v o F o wen A vk e Frww B weel o e am e it o wl Seern o e s e S0 e e w el
7] & g W wmon e e wEore s, @ = om o ok e e e T i o B fewm amm, e weew o e o @
1) e wm o f fam e iy b ot od & wn oie ow sfee m owen T el e e fedsda e @ o ot S b abe o o oo o o

RGHEEMENT by APPLICANT | srire g wom |

1] By affaing my sigralues o Mumb impresion on this Form, | (Apglicant) hassby agres & authorise Roshiks Foundation and Ts Trusless |o
usaipniblishipid upirephoduce my Aame. sddress, phots A details of the “parpose”, for which such assislance s recussisd'granted, theough any
mediam. ncluding Dut net limided io varbal, prnl. olectmnic. for solicling donations for Koshika Foundation andior dissemninating infarmation about H's
golivikesfaohiovemants. Such wik of my pholo & detalls can be made by Koshiks Foundation befors o afler my Fealment of lllimen ol the "purposs”
ior which assisiancs 8 Baing requesied

211 {Applicand) frther agree thal any such wes of my mame, acdress, pholo & details of ihm “purposs”, Bt which Such msssiancs |§ requasiedipranted,
will pol sutamalically sntite ma for ecewing of continuing ihe sakl ssssiance. The dacision fof granting and'cr confnuing the assiatancs will rest soely
Wi the Trowissd of Koshiks Foundalion, and Meir decision (8 this regand will be final and accegriable o ma.

1) 8w s s ow sind wl e e, 8 (sodew) ovelt weudn wd gl w o w  we wnitve oy v ol wt e won o s g,
wn, it sy ol e we o o wife & wifon” e s, o0, wesen gt vt @ et wiifd st o] o Sl feceh o me wem

o gt % o afegn &1 ¥ ve W e B g W W o @ e o fir S wifiee wrfeet w b e

1) A (eeimw) v um o wem {0 Ao, v, i ol feee @ o o woted @ wfdn § 59w e = v i S s d bl
*wifime” e Tl e W T alm ey e g

APPLICANT'S SIGMATURE DR LEFT THUMB IMPRESSION
anbew W TN R R w0 e

AGREEMENT by HOSPITAL [vesmm g W)

By affixing hessundar signature of our Authnnsed Sgnalory lor recommandyg this casamatent for fnancial assistance rmm Koshika Foondation, we
(Heapital] Borsby affirm & scoapd following:

1] thpd 'wa aither i presertly mar will i Ribine avail of Brancial essntancs Fom analfmr BGO o any ofher sowce, for Te sams pabenbcane, o8 we ire
reguesting 1o get from Koshisa Fourdation, 1o the extant thal such BSsistance i granted by Koshika Foundabon If the requesied sssistance is not granted
hmrm,hmwmmmuuwmruqummupmmummummwmnm.m
confirmartion essonlially ataiss thal the Hospisl will ot aved any duplicate assistancs for ihe same patienticase from any oiter RGO or ary other source.
7} Tha asssiancs rom Foshika Foundaion i anky financiad in nature. The cholce of the reatmentiorocedure adviasdicordutind by e Hospital on the
patisnt, ts based on e mTargement beteesn the patient & the Hosollsl sod i in no wity influanced by Koshika Foundation Hencs, the Hospitsl wl

assume oo & comglabe responsbiity of the trestment & §'s outcome & safety of ihe petisnt and Koshia Foundation will have na role of rsponsibdity
i tha matier

it s, w6 kel w) it wstm T o fafre o ) fedte o sl BN e (peee Fr v @ e sl ek b
1) e e w3 R e o fefi e e A wrerdt e w el o e it F o w o o b e v e T
W firwrinyfirs swn & s 4 “wifess s g e oy e ool Csifee st g e e sfcees @ e e o o s
fank wm  wrw W W R s T d s o om afies gefem oen o g o v e ww | e e e oo v e iy el
i wrmr® wean w ek aem e 0 9 S

1 “wifewm wrEve® ® o nf eem wowe fefie sl W & o woermm g 6w T w s o0 Tosfem W oy 84 o veEm

o e e fews | ol wifre wetneT oo T v ] s ) b owiiet v 4 ol ® s e sl e w o) W el 4 o e
w vl ol “wifme” ) o g w frahof g owd F = wnin

RECOMMENDED FOR ACCEPTENCE
et % fire i L
Date of Surgery :
m';? Dr M P NHTDLeEs Ve LAKSHAPATHI N
w\ﬁ\ NI [ thiwme of D, & Regn. Mo, “‘_ _'*m‘- ”H.E Autharised Signatory
Bangal T W TR A T \ital E. 11 0 yom =
(A unit o0 FORINTERNAL USE of KOSHIA FOUNDATION  Wafes 3w 17 1:#-]!;1.1511
m! JIOTE=0E ! A mﬂ HiL.
o TR oL 1507 as .ﬂw-re 52

/E/I/EZ

30-11-2024



