APPLICATION FORM FOR ASSISTANCE (Hesithcare) Kﬂvg;h[ka

mhmm { ) foundation
APELICATION . 31 | u#_;p& mmmu:ai 6|2y Buiding bioek uf e
AN ot rpLICANT & AGE-YEARS = | sex fifn
HETE _EI'/\JHMM“ EE— F

e e sln s Ew?al‘.f_uaaammwj

i
[ “ AaIATTEE KT e Pl . Hi 'lﬂ"l m." .ﬂ- EN A IR
Aol Baallt Py e,k

= i

pte op Postop

- ; il
Ty ] m__m oSwit  Shivamvmal
CHCCUPATION | aoﬁ-(";'{ . M{Iﬂu};m!ﬂﬂ
| TOTAL ANMUAL INCOME [ = {Amach Progf of Income)
| 1wt = JS’!'-"F‘“ (3T W e )
PAM No. THT} WOF W o
WRE YOU AN INCOME TAX ABSEESEE (Tick whichever i apmilcablol Yo il o
o oEn E T k(W e Iw T w v e A o oA
— FAMILY DETAILS wfters famrn
Bi. M, Name of Wrmber Age [Yaars Gender Reiation with Applicant
¥ wEE g % w nrml}’ fin TR F A i
~ 7
Y "x
\\ L
N h‘\
by %
X N
N
BASIS for REQUESTING ABSISTANCE (Tich whichawer s appiicabia]
e % b s s
R i foim s reroe
i v o= v T TS W o il
[T v i W W e wh (= T wT e ol e = (= w7 wen ufR W wh
"PURPOSE” for REQUESTING ASSISTAMCE:
A W Pl e o ph,
8. No Medizal Reports/Prascriplions Aitached
w5 Ham m&mtim@m

;8
E

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ rom DTHER SOURCES
¥ T g Wil oy weem el s wm w e v R

FH HEE

WAME of GTHER SOURCE AMOUNT of ASSISTANCE BEING AVALLED
BT W ot v e o

9] gre . 7 1R




DECLARATION by APPLICANT: Spew g sy

ummmimhmmememmmmwwhﬂmﬂwwmlmm-'ﬂ
eetiond n

‘.i']lmwTwm.immmhW,ﬂhmmuhw.-mhhﬁmummm

ﬂrﬂm i,

:Hr-mm*miulmuﬂlmmnﬁmn.mﬂnlmmm nmunmmmmmﬁmﬁmﬂhmwy.#nm

i wiilch This Eessiance |5 reguesied

13 2 vy v Py e T e el S 4 el W v v T o ey e | S s e o w e b

3) |||1u“*‘lﬂhmﬁn'_ﬂﬂlldl.mﬂhﬂﬂiﬂlﬂqﬁiﬂihm#nmﬂ'ﬂ-h

v & wam o P fam awwe iy o vk o E, v oo wifw W e e R e e A st 6w B b sk o ofes o

AGREEMENT by APPLICANT { =pivs g% %)

1] By sffining my sgraiure of Mumd mpiossion on this Form, | [Applicant) heroby agres & sulhormn Foshiks Foundaiion and Ifa Trustess o
usaiublishipul-igfregroduce my name, sidrese, photo 4 detsis of the “putpose”, Tor which such nssigisnos s requeshedigranied, hrough any
mediyrm. inclading bul pot imited to vorbal, prinl, siscirons, for soliciling densnons for Koshika Foundation andior dissaminating informatian abeul i1's
itivillesfachipvorments. Such use of my photo & delails can b made by Koshikas Foundation bedore or after my treatmeni or fulliiment of the “purpose”

211 [Applicant) heiher agree thal any Euch use of my name, address, phate & detalls al tha ‘purpass”, for which such sesisiEncs (5 requestedigranied.

B pe—————t L bt o e LSRR R R R L E e "t aifign wem o i S o
. ek sy o e e gy o s §, T et gl o wren g e @ g i i gl % fe fasht o) wEm em

# oty wed % By afewm & St v ow fyere 6 P F TR W W @ w % B " wifee wdie” w s afo

23 A (wwbew) ya wm A o o fie d0 o, = v st firson W T % Toied § Wi § g v wE W v T e o

* iy wae e el W) ey ol ol e o) S’

APPLICANTS SIGMATURE OR LEFT THUME BPFRESSION :

AGREEMENT by HOSPITAL (wepwm gm w1}

By affeny hamunder, signsturn of our Authorised Signaiory loe recommending Ihis case/patsent for financtal sesistance from Koshika Foundstion, we
[Hosphai) hseby afinm & aceepl fallawing:

1) that wa neither ane presenty nor will in hiture avail of financlul assistance from another Hnﬂw-?mmmm.fwmmnmﬂu.nnm
mmmwmmrmm.nhummﬂnﬂmawwm

ir (e ratine
ﬂilhql.n-f.lI‘rlhimﬂ.rﬂlt*ﬁmmtm'iﬂh—uﬂm&ﬂtHntm:ﬁﬂmiﬁ-ﬂnmm
u-rflrvmdmir-ri'rm-iﬂnmmhmm-m—ﬁiﬂﬂmﬁiﬂ-ﬂﬁtﬂhrﬂ'mm‘
#hﬂmﬂwtm1‘“%":11mqﬂrhﬂ‘ﬂmnim"n“ﬁﬂﬁMﬂHdhnlim \
fuek sy f wred sen W T P ——— L LR b R R R e R
et sfeen w Pl @t s W oWl A

e reepm———— e R R R R R R R R R R R R R Rl sl

i e v # b it s g e e e oo W b gl e o o0y e sl w6 T T e
wh ol = ol W i = sl oo ool - EE E§1

RECOMMENDED FOR ACCEFTENCE

E vl ® B s Mr. Lakshmipathi N
Date of Surgery Dr. L Dorennavar inatiute for Diabetis & Eye Carg
mﬁr& ® MBBS,MS,FPRSFICO ¢ 1l nil of Shracidha Eya Cam 741 |

Gﬂﬂ - h ﬂf‘H" ve "hl.l Jhm“nlﬂ

whr on behaif of Hospital)
iN’ %i!lﬂlﬁ.% ™ T S S
FOR INTERNAL USE of KOSHIKA FOUNDATION  ST=iT% T 7]
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
it FE | = R 1

Sl JAE

= —
kL

11-04-2024




