APPLICATION FORM FOR ASSISTANCE {(Hoalthcare) Kushtka |
: ﬁ . ) foundation J
me B o92H h‘; 21 ™ qu[ i
HAME of APPLICANT AGE-YEARS SI-
B aahaden st i LT
FATHER SIS PORSE S MAME |
famwze W 9m -‘;{ﬂ “Vendogidg h&lrlc
: i a2 ESENT REJOGNCE ADDRESS w5 wmwmm Wi
alls s o i 'm-.- ki L T AE i
Seln r--.. UL AN, L ¥'s ' UL s L ”.' T :ﬂ-..
PERMANENT RESIDENCE ADDRESS  tw s00HIg 5 Fﬂ {'lF! r':clﬂf .:?lu
= = — 15%%- mahadalo
MARRIED (W) | UNMARRIED (¥
mmm {Alach Pract af Incame)
&E--:‘Jﬂr.:' (W10 WY T W)
mun !n‘ml'- o
JAE YOU AN MCOME TAX ASSESSEE [Tick whichever |n applicablol Yes | MO
Fn wn e w e & (W e T W o B e CRE
FAMILY DETAILE v faam
5t Ma. Mammu of Famity Member Age [Tears) ~Gender Rulation with Applicant
w5 Hwn T % e W o W (m) fign SHCE F N way

MH’EEMMHFEEHHWHMF

.l fp % F T =
b Cird EWS Cartficate uuf:;r e
uu-m:-dll:nnl (ABach Curtiflcats Copy| [Astach Sopmy) Fa
it e W A v R R R R Tl wiE p——
(vars ™ W wew uly o wh { vy ww o e ol ey {ween w u wi w s wh e

PURPDSE" for REQUESTING ASSISTANCE:

wem ¥ ot et W gt
Sr. Mo Medical ReporiaPrescriptions Attached
W Hem mmﬂmﬂ#rrimt_-ﬁ_m
_tﬂ.;.___ﬁigm“\ BT rﬁhjg.:l
: EE fﬂIa.dnﬂ

_ @j '_-.“,:gqfh LE mi}gnrr + F‘{Jﬁﬂ[’

. ABBISTANCE BEING AVMLED fur SAME “PUNPOSE" from OTHER SOLUACES
¥ T ¥ W oEw wewn SRt s Wm0 feem wm w)
5r. Wo. KAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH W La . ECE wt v e T
LT
M

(5516 T

A T




DECLARATION by APPLICANT &iTe [ v =u;
1:|Iru'ﬂhqrmﬁml-ulﬂmmI'utanmrmmnmdmtm.ﬁmuumﬂmmwlmﬂm.lm
finki for pafactionicancsllatgn.

21 | psiprrly confitm (et essmtance, § received from Koshika Foundabon, wil b wsed ony for the “purpoes”, i EiEsd i ihis Fom, far which such salsience
Wil reduesied by ma

3} 1 ety coifiem that | have nat & wall not in future, sveil of rembursemar, in pan or in Ak, from any athar souCaE insrance company, of the amoun
fiar which this asssience 1§ rigursied

1y 4 vy mthwmimmﬂmt&m1-§-nnﬂhtﬂmymmn-tiﬂ“m'l-ﬂ
13 # g W i e vt oh w ol b, e iy i stee ot ol o Ted fao wim, @ T owe fenma b
1) # e wm o e fam e iy o Wi W mi & o w tew e fren fe s gty et & 3 o fee § oby 3 ot wiem o o

AGREEMENT tiy APPLICANT | spe% g w0t)

1] By afficing my signalure or Shumb impresiion on this Form, | [Appican!] hensty pgree & suthorine Koshike Foundation and iT's Trutises in
ipenipubishpul-unireprduce my name, aiddreea, wmamﬁm*m'_hwwm“dm-hmwm any
mmmnuuﬂrqmmmmm-m.umhﬂmm&wuhﬁhmmwmﬁmmn
aciiviliesiacimvements. Bisch uses of my photn A detally can be made by Koshiks Foundstion belore or sfiar my trestmand or fuliment of fhe “purpose™
for shich sssisiince & Daing requesied

2} (Apgilicant) hather sgree that any such use of my name. adoress, photo & detadis of the ‘purpose”. lor which such BSMEtRRCE & requestad/granied,
will sl sulomatically enbiss me for recaiving o conbimuing the said evelance The docinion kor granfng andior continuing the sssainncs will resi solaly
with i Trustiens af Koshia Fourdation, @nd Sl decishon i this negard will te finsl mnd aczeptable o me

1) 7T TS v W s e e, 8 (i) seolt wvin W g we o oo~ il Wi st et wmind = W afinge o e o=,
a, Wi s o feere yn o F e §, W S wife o, o, wwew g agtes 4w ofelifedt bt soeferd ¥ Tl el o T ey

& yaitr ek ¥ g ooy i ¥ v o feen G oy o TR W a E W fory *wifiom e w =it wfenn

1) & (owbew) v wm % s e dm wm, e wE sl e W s s % aqird @ wiie & o wm T W vl w o o

- iy ” O e wr Py st ol s o b g

APPLICANT'S SIOHATURE OR LEFT THUMB IPRESSI0N |
i & Yo w AR W e

AGREEMENT by HOSPITAL (wem™ T0 WET)

Ay afaing horsunded. sigraturs of ouw Authorised Signatary far recommanding inie casa/patent for fingncial assistance fom Koshika Foundation, w

{Hospital] hereby affmm & scoept lolnieng:

11 thnt 'wa noilter ges presendy nor wil n fubure syl of franchsl assistance bomm ancitar NGO o any olhar seurce, for the aaime palanticass, os wo an
i gt from Koshska Foundation, i the Exlint thal such assistance is grented by Koshia Foundaticn. If the requesind sssstance s nol graniad

:rrl-unﬁmmMqumemm.mmdhmmwhm#Hmn
mummmmmnmwﬂm.m-mmmmmmm. Hanci, e Hospial wil
aanama soln & compiste responaibility of the eatmant & ifs outcome & safety ol s patand, and Kashiks Foondafion will have mo mole of fesponeibiity
in the maliar

vt whown, wened ¥ sl o o wh e s fale “ﬂ,mtithn:_}ﬂ!mtntﬂ-ﬂh
1w B i i s o) e o Sefrs e el et s w e s s & vw it € W w o w4 B e Swifew s
& firwiim A = o w4 “wifee st g e iy e b o s s g ae fedh wfrwsn i) = ot fow oww 4 8w
fwedt == &t wrwsh ey w fash s v @ e o w it e b T e F v v § e o Tl e . infam i fad
el g w T ae w2 T Bk

3 *wifme wroE @ W v e v e v wt b o o v g 8 o ww w it ™ TrerEET w i o e

& e w o & s = st st g el ven @ Wi vem o b oyl e O % pmm g b v wd W e esbod O T W
W o sl “xfem” o) wf sfew w il o F W

RECOMMENDED FO#t ACCEFTENCE
- wiegh % fe s

Date of Surgery . Lakshmipathi M
¥t ¥ WE Dr. Laxiii Dorennavar Managsr Outreach

. MBBS MS,FPRS,FICO mup?w
“\’ “D‘-. L pnsuHers ol DEH Regs. ‘o :nﬂw e
ST A i ¥ 1AM

FOR INTERNAL USE of KOSHIKA FOUNDATION srie T B

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it v | AR T

o JAE

=

25-11-2023



