
s
oundation

htl<a
t

^ RE YOU A}I INCOME
qrq srq 6.{ <rdt

BPL C.rd
(Athch Crd Copy)

qfl-{ tq t fi mrq vr
(vqM v{ R1 ucl rfr ({r{ 6il

APPLICATDI DATE: ^ ^lqrt<{ fffi )51\Ll2z
sex ftit

F

\a.l No -/-
rirqd

REQUESTING ASSISTAfiCE:

rnrotgHlrlnrr0 er altw:
"PURPOSE, tor

APPLICATION FORM FOR ASSISTANCE
ww+o tE orri<< yrsq

(Healthcare)
(Rrtqq tqqq)

APPUCATIOT{ No.

od<rqqr: t..t\r"-r-'\ \qta
AGE.YEARS

i{AIE oIAPPUCATT:qr*(6' rrc l-r o\<shwrqr\^vr^qr
o t-/

PRE SE f RESIOENCE AODRESS lirl

wl o A,ol< ft.LLln 
'i 

Lda ry\APPa.

FA'HER'S/SPOUSE'S [ArrE
frmre'gq 61 llc

PERMANENT RESIOENC ADDRESS tifl tro 4
lqr+

tud 01

LaPtl',',nq-rr1
OCCUPATION
q.RIFI liorno. cnaJsc4 ITARRED (ffin) I ulnmnrro (qmr)

(Att ch Proot ot
(qrc 6,l srsc

lncom.t
+il?)'

TOTAL AI{t{UAL INCOIIE
qa effio an
PAN t{o. qrdl esr

FAMIL DETAILS cfrqr fu{rq
Sr, No.

xq (qr otFomlly
6 g(g[

Nams Mgmbor

cft-{R st ltr
A!o
rr

Gandar

tdq
Ralatlon wlth Apf lcaht

qlg €qu

ii .ppllc!bl.)fricrBASIS fo. REQUESTING

qIqRsncdr * ffi ffi
EWS Cadfic.tt

(Atbch C.r0ficrt! Copy)
qn qR c,f ,qtq cr

(rclll cr d qcl mt dgr{ 6tl

Ary Oth.r
B[lt P]oot

qq ui{ srq

Sr. l{o.

rq rqr Lledical Attach.d
€[gile Bf€( t qrfr 61 'Ii yfili<r qifi{S

EEINASSISTANCE G AVAILED sAritElot .PURPOSE'
,ron OIIIER souRcES

Yg + irrlB(iyc Eti smt( ffi srq *i * firqt drrql ?Sr. No,

rq nbr
NA Eot OTHER SOURCE

qq qle qr llq
AIIOUNT gt ASStstAllcE BEI'I AVAILED

T{ €i,Trril Trff

qr< Ee q{ Tff ST

A
l) C) i,/l

Rstton clld '-''(Ati.ch Copy)

ac+€n 6rd
(rqM q d u{ rfr vsr{ 6tt

d

.\= r-\

( 4

\ ,1.

.! ..,,J
7,_



DECLARAION by APPLICANI ii 'Fr(6, 
ERI ttssn Tdr

1) I hereby mnfirm lhat all details in this Form are True to the best ot my knowledge. Any false statement will render myApplication & ongolng ssslslanco, lf any,

liabl8 for rejectiory'cancellation.

Z) liotemnfy iennrm ff,at assistance, if received from Koshika Foundation, \,vlll be used only for ihe'purpose', €s stated ln this Form. fo. whlch auclEsslstanc.

s requested by me.
I ln tulI, lrom olh€r source/ employer/insu rance of tho

3 ) hereby confirm that I have not will not tn ava ol retmburse menl, n parl or an

Ior which this assistance IS requested t dl *t t{R d ({-frt id 'ri sq1 t{qot tt qlr+rfl ,q{T( {-dl ({ Fd i I cfq qt{ td{(vr {s iFrtrl 3{ttdl CTqI qrdl garrdr qI

I ) g sisql 6IiII t w ct6l
{ tr!t d {frI Eiftrd] qg-€flr t ql rd ? TTI{I 3!qhr rS iftq 61 $d M t6cr qr4.[ lit T( llsal c{ rFT

2 ) EdFrdl
6 dR { {n{ ( td tqq Eg Trri{t +1 ,ri + dg {frr trl qfiirs qI sFd f{FRI 1+rii niq slf,/F{d-q{r{cl s.{n d d tdql d qide

) sft q'Gl €?Frdl CE

AGREEMENT bY APP CANT ( lEI 6(I)

l) Bv amxino mv signatule or thumb impression on this Form' I

use/puUtisUput-uptieproduce my name, address, photo & detail

medium, inciuding but not limited to verbal, print, electronic, for

aclivities/achievements. Such use of my photo & details can be

(Applicant) hereby agree & autholise Koshika Foundation and lfs Trust€88 to

r oi tt. 'prrpot";, f, t hich such assistance is requested/granted, through 8ny ....

.ortitingio;utioni ror. Koshika Foundation and/or disseminating intormatlon about its

,nra" O'y forf,iU forndation before or alter my treatment or lulfilment ot the'purposo'

for which assistance is being requested.

2) l (Applicant) lurther agree that any such Use of my name, address, photo & detaits of the 
.purpose., for whlch such ass|stance ls r6qus3l6d/9r6nEd'

wi not automatically entitle me lor receivrni-o-r t".ii,.r.g iit" *ld ,iiistance The declslon ior grantlng and/or contlnuing the asslstan6 lYlll rosl sololy

iJf, rfr" ittt""t oifoshika Foundation, a;d their decislon is thls regard witl be flnal and acceptable to me'

l) rs rl{d cr qci E$rsr qr $,rd +1 slq d{sr, t (3Ir+(€) qrd s{qfr 41 3E c'tdl tcd "EiRI6l srt&r{ olR t{+ qffqi " E} qm{i 6{0 tfr t! {q'

q,<r, ntd qt d t+<q rs rc7 { qfs( +, T( .slfrffir" {q:qrd, <r, qlq-flm lsi 31t{q t 5s 'ftfrfl{ci 
{qk 3qFFrqI t fua f6R1 { sqR q|qq

i v$R( 6d + frq str{i tl fl }qr 6l F''{{sI qi {alc * crd cl 
"K 

i 6d * fsq'Eiftrfl FrJfs{'q qrsl:ntr{i tl

2) t (qri<6) $ rrd { {6Td tr{ fi Tq, !i , sra dR f€ol d ft (6rrdr d 34rd f efti t {n gct RrT{ El FFfi rfr !-{ l w {* il

"ffiur" qqEs-+ alffi EI fiolq frq itR rTqdTt d'nl

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

qri{6 + 6l fiflr

AGREEMENT bY HOSPITAL ( CiITd Eru 6(R

tr< srqrt {gt q ffi lrq qrn d Tfr tql,'&flt

z "qlfdfitsrseyF'* d Ti til(dl i,{d rcttrc ffi al tr t4 < rw<ra E0 t T{ n-fl[ ql t6t 'rt sTslr/efrql 6l T{rq M q{ wma 
.

+ cts et ffic t qt{ "EIRIEI 
qrBd{q" rrq tc* vnn cr +i <rs rd lr rsfuq rsilR { t'11 * {drq 5w ft qri sri 61 €rt H(0 t'ff q{ rqan

afii
finan

linanc

ationFoundkoshikalsta fromnceflfor na cI a assaetsthfo core se/patientmmendSirised n ingato0 ou th 0 ryn si aln reu s! derhereB !v affixing
fo nlowirm acce&h p ateereby asHospita r) the samerce os0uaor n patienucase,otheranolhem N GOlro vstancecla a ssn tu e aAV 0cnareneither resentlyatth p is notssistancadI tethe IJ grantedsteF ati0nounddte Koshika qce ranS huc stan bySLethe enxt tha snu d 0ti lcKo ikah n,Fto e Iromu s1i o Thisreq ng sourc9.GN oro otheraro am olhernshodie a nyto make th?s t's ht0H iial pesth trl e !pn n rta lnQT fuF dan 0uka OU pKoshi eroth source.by orNGOanfiom othere tiena e anyUcasnce o sam vtheaste sr a p

a Ud rcata avnot aeh osH ny pst ESa1 athssene tia ptmconfi ation v theonlhenductedleu adv Hospitalsed/co bytheof treTheure choice atmenuprocednn attlon onikah OUF dn aKofrom lyassistaThe nce will2l thoHenn ce,Foundatioka Hdspltald Koshinllu ncea dn s n bynoHthe o Italthe tiea n &between pntalhe ran eosed pnba Itsnt,Patie role orhavewill no lltyation responsiblFounddan kaKoshltheof&me s& outco patlentscth eatmetr n aletytb ofete tessole com& pons itvssum pa

n malterthe q 6.ddrr trtF{ IFIilqsrfl fri Eqn$FrftYr sl (reRrd* I{6FIf{tflSri;€{IqiRrsi tssi61 dom qrq-drftftE<rcrflECT(
qft{d

srs-*rll'EifrrqtCI t6 Eci+ifr4 t{iqT*tt ti^Tqtcl *akiIIttFl ffislsrtfR€dr{dlfstdq ffiqqEqqk dq*qndq'{) il i[gRTAqrdlf6qlTdffii qfiTfr,T{'f,sEllrdl ts q'dI
stE-C{n ER6lFI6li6 + qRsrr*{I Ein q(<{ Etftml t(lrqqdTfiIfsli-tRtyffidn ffi*fit $fflqlreq<qrdl SI'FdIAft t(q'eq4gI IEqt{qiqfrr*,ftEIi lfrg{Nl Tdrqil {tfrcsjqqI{€41 ffisc{rtItrsrrffi

q1 li,il ift{ "qifrrql' 6i sii $c.6l 
ql ffi Eq cITe d Tfi ii'flt

ff + ft\ ri<rd
RECOMMENDED FORACCEPTENCE

Mr. LakshmiPathi N

Managor Outreach

N

of(A unit

# '16/M. Thi

Slgnatory

Area
q

rD L 1axm D

oc n

Date of Surgery

dqtn qi irtu

Ls\tz\Y-
omfrs Bcqh t(

r.EoerwRNgtdD4 OUNDATION

SIGNATURE of TRUSTEE 2

qfr rmu z
SIGNATURE of TRUSTEE 1

qlg] ERI(( I

01.12.2022

future,
company.

3

u

t,


