APPLICATION FORM FOR ASSISTANCE {Healthcare) thlka
mﬂ'ﬂ_ﬁﬂi‘ﬁ ¢ i foundatian
APPLICATION No. " mn.n I Bisbicrg iz ol sy
w02 )39 v 10|10 (102
m:m AGE-YEARS #-W | gEx fos
——____Jeayammea 36 | F
FATHER'B/SROUSES MAME -
PR W wile Sl .
NT RESSENCE ADDRE S
- ¥ o Il[l‘
Hodeen iS4 neF K e=vnalxice
PERMANENT RESIDENCE ADDRESS - o aneara o
_ 1335 Jalomay.
OCCUPATION idia o lr 2 WARRIED (PTH) | UNMARSIED (vains)
TOTAL ANMLIAL |Asach Proaf of kncosne)
= ity s 21000~ okt il
TAN Mo, T
[ARE YOU AN INCOME TAX ABSESSEE (Tich whichever 1s spplcabla] Yeu | No
e al e REE B R R R RoE-C RN v
3 FAMILY DETARS witam firsmm _
B, Wa, Namp e Membe {¥omrs Gt Relstion wih Agplicail
il ﬂrimmn %tmh fiae e i )
+|_
.
e
"'-...____
1-""'3-_____
BASIE for REQUESTING ASSIETANCE [Tich whichaver s spplicable)
A ¥ f e oo
\art Care S—— \sian 0w
[Astach Card Copy) uﬁT’:ﬁmcwﬂ uu'::q,ﬁ mm
b TR Tam o it wEe My = et g TR Wi o
T T W T wE T (kLR R -R R R T (s w o) e f wE wt w -
*PURPOSE” for REQUESTING ASSISTANCE.
= oy e o fe
B Mu Madical RoportsPrescriplions Aftec hed
wE s arEaie # w o oyl o e
-l".i.l'-‘l . - 2
L Lo Bnpe,i § =l (el orarl
U Caleragd
1‘? jj Sturseny (L ooy gF T prioC
'\L_._I.-
ASIISTAMCE BENG AVAILED tor SAME -PURPOSE" from OTHER SOURCES
T I % T Wi e meren fed oem Tis A fm e o
56 Na HAME of GTHER SOURCE AMOUNT of ASSISTANCE AYAILED
LRl = Wi W Mﬂimﬁn
) AT Zoon =




DECLARATION by APPLICANT: sis g wwen wa:
1}m“nﬂ @il delnils in this Form are True o the besl of my inpwiedge: Any false sistornent will randor my Application & ongog ssssstance, § any,
repectioncancsllion

21 | soterrody oonfiem thist sasiviance. # neceivesd from Koshike Foundation will be e ey for e “purpoe”, @8 sielsd in this For, fob which such assstancs
wia Feguesiad by e

3 | hasrsty oo that | hiave not & wall not in fufune, sl of feenbursemsnt m o i full, Frorm ey ofer sourcalempiiyerfinsurance: cnmpany, of I Emoun
fior which this nsnmEiance i requesied

:Mﬁnm{nnmihﬁﬂ“miﬁrmiqmmnmhmwlf-nnwmm-llimhwdiuﬂh
7 # gn o wws i Cwffoe s, @ o w of | o = vt o g % fied few i, o W oy S o b
r;ifem{ﬂm“ﬂuﬂhiﬂl‘_HMﬁﬂlimﬁmhﬂHMMi?iMI‘*Wﬁﬁiﬁll

AGREEMENT by APPLICANT | sevms g win |

1) By afizing my sgnalune mewmmleqw;mmwummemn Tridwlnes 1o
usnipublahipul-upireproduce My name, m.mammm'm'.hmmmHmwmm.wmmw
redum, inchiding bul nal Smited 1o verbal, prind, wlecingnic, for solciling donations for Koshdus Foundation andior dEssnminating infermsnon abou iU
aciiviles'achievements. Such use of my photo & details can be mada by Moahika Foundation bolore of aier my treatment of fufiment of the “purposa”
for which sssislancs & being requesied

211 |Apgicant) hether agres that any such use of my name, address photo & datails of he "puwrpose’, far which such asssstance is requestedigranted,
wall niol iomalically enditle me for rooeiving of coffinuing the sad assislEnce The dectainn lor granting andéor confiming The sasisiance w8 el saiey
wilh (e Trusless of Koshika Faisndation, and hair deciian iy his rogard will be final snd acospiatie 10 me.

[} T AT vee w a o wr e, (b st wes wt e wom o o “wifem it i T el oW whpgy = { e 0 9w,
o, i s wh Sywrn g g & wifer &, W0 e w sodh, o, SwET g Ttre @ 3R e vy e o e ko ww wEe

& gt ek o v e 4 Ty e e W e @ e o e e o w e e &) e
3} & (swiew; ye o T § fdn W, W el e e s € Tird | afn | o v e W pm S e T
“wifew” oy Fus i W ey o b el v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION |
sATE ¥ WU m fipm

AGREEMENT try HOSPITAL (wrmss oo =10 )

gy affaing horeunder, signeture of cur Aulhorngd sqmmhfmunmdmmmﬂhmdnnmm from Kouhika Foundaton, we
[Haspital) heraty affim & acoep Soliowing:
1:.u-.|t“r.mmmmﬂpm-mmm.dmmmlmmmHEﬂwwmmm.rurthuﬂnpnmm.uum
rmmgﬂmmem_mmmummmﬁmhﬂw Koahiks Foundation. If the requastad assislance is not pranieo
:rg-HHJ'HFwddbn.'rnnr.lwhﬁﬂ.mmw:mIhliwtmmnluphmhwumﬂrﬂﬂﬂnrwﬂhﬂﬂm.ﬁh
mnunllhu-num-un-Mﬂnmnﬁmmmwhmwmﬁmﬂmﬂmmwwrm.
7} Tha mssistance from Koshic Foundation & only inaaciad in nadu=e The choics of Ik testmenlprocedun sdwsed/tonduched by The Hoapis on iho
patiesni r|uuuunm--wmmmmimmm.mnnmmlmmemnﬂHm Hence, tha Fospital will
-mmmh&mmm.wnlmrrﬂmu:mmuaumummﬂmwwmlmﬂmmrmﬂﬂh

in the matise
Mﬂﬂ.mﬂﬂ#tﬁﬁlﬂ“mmﬂ"ﬂmmnmﬁﬂi.Mme1ﬁwmin-ﬂﬂmlu i
1) W T W A e by v P v § felen mpn Sed & meh e w feel e & e Tk § W m A v £ 4 fe v e e
tmmimi'mm'wmnhhm"mm‘mmm sfmcwws dy =p 99 fn wm § 0w
twri = & e v w el a v Teen S w0 afeer e e e e | v . w & v sE i e T e iy el

i e e w fed w0 3R Al
:.‘mm'iH'r'rrrmr-nmmﬁhﬂhm“maﬂuinumﬂmmwﬂum

e e ————eR R R R R R R R LR R R R ol 55w W weft Pt R od e

® it s “wtm” W oW qfe w fedoht ot F e

RECOMMENDED FOR ACCERTENCE

v w fom v .
Date of Surgery ,

i w i Dr.*Laxmi Dorennavar

MBBS,MS,FPRS,FICO ‘

0 \xﬂ{l“-f ‘1nmﬁl&'—wm sy

» 1B, _'ﬂu‘h:aﬂ::ﬂu _
FOR INTERNAL USE of KOSHINA FOUNDATION st v i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 1
=i TR | il wEn 1

7 JAE

/i

11-04-2024



