K¥hika
foundation
hliling et od idm

FATHER"R/SFOUSE'S MAME -
Lol L

APPLICATION FORM FOR ASSISTANCE {Healthcare)
HETOW BY HTHET Wy { T e )
v B [opy| 1584 . E‘?blf-a‘!
NAME of APPLICANT - M ) AGEYEARS 577
L ] (l{jn_rﬂrﬂ-u. =% f:.
==

PRESENT RESIDENCE ADDRESS war wprein

PERMANENT RESIDENCE ADORESS - ¥ Swai 9m

&2

FreoP - Fagl oP

— 7 —
IS8q - .‘-[#H!Jmﬂn
— +Horre mq_k,,_/r nﬁ.ﬂn{hﬁmmm[ﬂ?
TOTAL ANMUAL MeCOME - — {Aftah Proel of Ineoms
o it a tmumh}r

(PAN No. Tl W W

ARE YOU AN NCOME TAR ASSESSEE [Tich whichever in applcabia):
mmﬂmirilml’lmmﬂﬂ:r“ﬁnwwnia

Yau [ Mo
w /-

FAMILY DETMLS wiem fipsm

Br. M. Hame of Family Member I Gander
W S % W W ‘;tm' fem w:ﬁm
P
LS FlaFaday = 1 —
il W' LoV o o = - o=
S, T -h?.*“ n (.-
BASIS far REQUESTING ASSISTANCE (Tick whichaver i sgphcabie)
wprem % ford i sman
BPL Cand .
(Attach Card Copy) (Atach Cartifcase Copy) e e Rl Aoy Othwr "
il fan W e = 3wy T wil w
(w8 ot i e wh v W e gy w Lo  ww wi e W) el B

“PURPOSE" for REQUESTING ASBISTANCE:

s iy fied md fed W g
S No. Modical Reporta Prascriptians Alached
“i?w s § Wi w1 of e T e
E W J-_'Eﬁnn-’.’. _TE- %
o) v T S £ e o = o X
: sty [ : - 4
| S Il..-' I
|
ANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
nﬂniﬂﬁﬂmhﬂmmﬂm-ﬂ?
St N, HAME of GTHER SOUNCE AMOUNT of ASSISTANCE BEING AVAILED
L = i W oA i mf W= e
[, Ees alopo ] —




DECLARATION by APPLICANT: s [ §imen wu-

ﬂrmﬂ;m thal sl delaiy in this Form are True o b Bt of my knowiedge, Ay falee statermmnl wif rendes my Apolicasion & ongoing assistanc, If sy,
inbis for reection/cancelation

7] | sty confivm that ssssstance, # received from Koshins Foundstion, wil be wsed oriy tor the “purpose”. me sinted i this Form, for which such asslsiance
was mouesied by ma.

) 1 ety conflrm tal | have mol & will not in Aolure, gl of mimbursement, i e or in R, from sy other T oyRHinguIEneE company, of fhe Fmou
It which this rasistante it (equasied

1) & st wom o B we & ) e S weet o g e of ok W e o s war wm e § o 0f vere B ad w oweilt

31§ g o e i St wEdet, A b w o b T e ot vt o o Bt fem wdn, o v owe f wo oo b

1) @ e won 3 e weren 6 v omdn W & v ol v e m e e ek e b wpd v ol T & ofly 3 off ofiem A o)
AGREEMENT by APFLICANT | sivs gm war)

1) By affixing my wignahure or thmib Impression oh this Form. | (Aapacent) horeoy sgroe & suihoree Kownika Foundaton and If's Trushess to

s pubiishiput-upimeproduce my name, sddress, phalo & dedalls of fe “purpoas”, Tof which such ssssstance i requestsdipranied, through ary

madiiam, inchiSng bid ral Brted b varbal, privd, electronic, for selciting donationa for Moshis Foundalion andior disssminaiing ilomaSon abou I's

activiieslachievemsnts. Such use of my phols & detnils can be made by Koshika Foundation Selore o after my treatment or hilfiiment of the “purpess™
it which assisisnce i being réquested.

24 | (Agmlicant) harher ageen Bt By st e of my name, addmess, photo & detalls of the “purposs”, for which such assistance |s recussiod/granbid.
will nol mutemalically entifs me for recaiving of continuiig the BR0 SEETIance The degman ior gramiing end'or condinuing the sssiviance will res! soiely
with ihe Trustess of Kosh@a Foundation. and el deceson i (ks regand will Ba final and sccapiabie o me,

1) pE T ne e sl we v, A smiow sR e o e w0 i wdi ol w sl * e afiem o  fe g o,
o, Wi o o fawry g wm o whe | et o ced, o, wenm e T o o fivalied sin sesfiend o fed fed o pe e

vl wrd ¥ B s b # vrow feere o o Wl W o 4w o g Cwifow e 8 st uifign 4

1) & (sview) ve w0 wpm { Te dn o, vn, v oby eve o fe oo % e W e § 50 o s W v i s o d

“wifem® v Ted wed W e e whe sl dno =

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
s ¥ yerer w S W

AGREEMENT by HOSPITAL |[wems pm Wil

By iy hersundar, signature of our Aushoneed Sgnatory for recommending this casadpetiant lor inencsl aeshidnncs from Honfda Faurdption, wa

[Hospii| hereby afiim & acompt [ofowing

1] (hnt wea poeiiiver aem presendly nor will in dutare aved of fingncisd sssiviance tom angther NGO of any ather sourca, for BV BEMe palionl/cass, By we Bl
1o gt from Koshika Foundaton, 5 she swlent that auch sasistance i granted by Koshiks Foundation. |f the requested assistance i not granted

hglanmempmqrI11h.l.mmw“mhwﬂmmmnmmmﬂmumm“.m

confirmation sssanialy elaten tal e Hespilad sdl net geail sny duglicals sssstance for e sema petieniicass from any ofer NGO or any alher source

21 The assatance from Koshika Foundation i only financiel in nature. The choice of the iestmentprocedure advisodiconductad by the Hosptal on ihg

palionl. e bassd on o srrangement betwesn the palant & the Hosplial, snd & in no wary infiienced by Koshio Fourdstion, Hence, the Hospital wil

sssums sols A complein responaibity of the irestmanl & Uy oubcome & salaty of i patient, snd Koshike Fgundadion will have no role of responaibity

in fie matier,

ot afegn, vl W 50 sk Wt S et @ e e oy fawdon o ait , fed oo () fer g & we o vl

1) v e o wie ak sfee 4 fieey mpe il e ot sl el e wbe 4w bt o 8w A of e oot “sifoe st
# firefimd se o e f i WIS gn wer A e o et wrse o woe e afewen 57w o few e | o e
feht = B el won W fa v e @ e vk o i e v o gfe F e e § e s fofie s e b iy ek
fy wewrl wo m Tl o= e @ o A

3 ~wifw w8 o of e e T ot wt d oh w e on S e w T e = g bl e .

% e w P b od S wrrsv g el wan w ) vew = ) yeik e F Ot o e e ol st wd ol il fatol 8w wes
ot wift oy “wifrer ot o W fedoh e f =

RECOMMENDED FOR ACCEPTENCE
vl % fog s
hﬂ:m Dr. Laxmy¥'Dorennavar
*7 f“ MBBS,MS,FPRS,FICO
9|24 O br, & Rk N i St 1+
Eﬂ ek L K]
FOR INTERNAL USE of KDSHINA
SIGMATURE of TRUSTEE 1
T |

7

g

25-11-2023



