APPLICATION FORM FOR ASSISTANCE {Healthcare) K&I’llkﬂ
h \ ) foundatian
e Nloiasl 2ian |mpwme Cr
MAME uf APPLICANT * s AGE.YEARS ®W1g-wd | gEX fioim
T W AL kl:lf“"“'\n*uhlzj Za -y
FATHER'S/SPOUSE'S HAME - 0
fomewgrs W ot /o madote b
PRESENT RESIDENCE ADORESS Wars smdm om
—Loarel yup mf“mmggg
G+ re
PERMANENT REEIDENCE -
;;E- o n.hjl.-' = F‘P = ok L .
s = 21 '*4*1\'HJ1L5“*1"H4-|J_3
T 'f;r.‘:-t::[.ff mm:mqm
TOTAL ANNUAL INCOME \Anach e —
w wifts s 10y boo m-'?ﬁnm;'
AN Mo, TIE W T
AL YOU AN ICOME TAX ASBESEEE (Tick whichevar In applicabiel Yun | o
’l':!mm mi:!'ﬂﬂnﬂmml‘rﬂﬁ-ﬂm R
FARILY DETALS v fimmn
B, Ne. Hurrs of Famdly Mamber Feara) Gendar Felatlon with Apgiicang
FH w T % weel w9y ‘:i';m: fin_ T € e wa
: .
U TPhaheeda Ferar vl & ™ Son
BASTS for REQUESTING ABSISTANCE [Tich, s applicabie ]
e % el fiedh s
BEL Carg E#3 Certificans Ration Carg £ Ay Otrwer
(Atinch Card Copy) [Aitsch Cortificate Copy) {Astseh Cogyl BasiaProol
wi e € 4 T T Wy el v T R g
(vrm = w ww o B wh (v T o ww ol s wh (v = ot v o W wt
y
“PURPOSE” for REQUESTING ASSISTANCE:
e T e T
. No. Medical Repona/Frescriptions Altached
ekl s 9wl W nf fivie el s
)Y | o Qahﬂlh"i LY N TS
LE.- = A r.f.'.l...i"'l_
F i) 51--1?1'{} RE rotropnt T DoIol
ASBISTANCE BEING AVAILED for BAME “PURPOSE" from OTHER SOURCES
It € ¥y W v wwew fash s owie | o v w7
B, No. RANE of OTHER SOURCE AMOUNT of ASESSTANCE BEING AVALED
N e Ce R R ot of wren o
y




DECLARATION iry APPLICANT: wmiww gm Wi W,
‘-]mm_rﬁmﬂ'ﬂilmhﬁh Form ame True 10 e bost of my nowisdge. Any talke sisEmant will render my Applicalion & ongorg sasistance. # any,
igectionvcanciation.
E;JMTMM if recadved from Kosnia Fogneiation, will be used anly Tor ihe “purposs”, &8 Emied in this Form, for which such sssanos
ma

viml redguesied i
3 | ernby' confiers fhat | hacs net B willl nol in Riure, svall of reirmurssment, in par or in foll, from ey ol sOurcaismpicywesinauanos company, of s Emoont)
oy vkt This aRESENCD I8 imgquesied.

1) & wwm wm o e v wer ol o el forw Gl w8 s wr ol Wl w i T 0 e o wy e & S e e o |
1) 4 g % oy v Swime e, 4 o) w o 4, vow e v vies wh g o el e wd, oo wes d womn
v & o won o e P wem i s o of 8 e W e W e e fed e un il el o o T a3t e d

AGREEMENT by APPLICANT {smivs @ W)

1) By affixing my sigrmbun or thurmb enpression on hi Farm, | (Applicant) hevety sgree & authorise Koshiks Foundation and i's Trustees o
usw'publishipul-upireprocaoe my nomes, addnas. pholo & detsils of the *purpons”, lor wiich Buch EEsstancn is requesied/granbed, through amy
mediim, incliding it not limited io verbal, print, slectronic, for saliciting donaSions for Koshiks Foundation andior dissamingting infarmation aboul T
sctivilist/achisvaments. Such Lee of my pholo & delads can be made by Koshike Foundation befors or afler my treatment or fulfimant of the “purposs”
for which sssisiance i boing roquesied,

211 (Apgiicant) further sgren that eny such use of my name, address, photo & detalis of tha “purpoos’”, for which such sssatance |8 requessec/grantad,
wil ot sutsmatically eniitie me for recelving or confinuing the sald assistance. The decision for granting andfor comtinusng the paslsmnes will rost salaly
wiih th Trustess of Koshika Foundation, and 1hair dection is this regard will be final and sccaptable by me.

1) 7a T S e strh ot e, 4 (ssbow) svd w o e won o “sifre wesde oby vt el ow e e { e o
o, WA ol e v o e &, W0 Wi T sl o, e g wgivn & e el sdy weferd o fird fil o v e

i wr oty e S w4 e o W e e R e e s v e s b

1) & (wriow) w0 i e P S W, we, e b fern o e wemem o weied & wie § o s e vl v e e d

‘i ® e e il W ety ol sl weowrf) Wi -

APPLICANTS SIGNATURE OR LEFT THUMB IMPRESSION ¢
wive ¥ W W HE = Fam

AGREEMENT by HOSPITAL (Wesm® B0 W)

By afficing hereundes, § ature of our Authotiaed Signaicey for recommuending this cess/patient for Bnontial sssfatance from Moghika Foundation, we
\Hesptial) harsby alfirn & accept toliowing:

1] that we nehes ane prasontiy nor will in future svall of fnancial sssistance from ancthar NGO or ary olher soutce. for the same palisnbicase, as we are
rw.rmr'qhwﬁmH:nlmuﬁmduﬂm.hmmmmmhwwmw.ﬂhmmhmm
hymhquﬂﬁm.htplrlnrmluﬂ.mmmmuﬂdml‘lﬂ#hmﬂmhmmmmﬂﬂwnmThh
mﬂhﬂnmumﬁgmlllhlllhnanﬂlliil'lnﬂﬂiwdmmﬁrhﬂmmWﬂmumﬂmm.
:pmmmmumeummunum.n-mahrmmmwhmmn
patient, i bssd on the arEngumEnt bebvesen the patient & the Hospial, end is in no way influsnced by Koshika Foundalion, Hence, ihe Hoapial wil
Essurma acie & compsets respensibiity of the trestmend & By outcoma & safiety of the patient, and Moshika Foundation will have ng role or reaponsibilty
in e moser

it s, wemgh gt s W W aree & S e oy fertn W) o £, Pl v () P e § v v wie e b

13 uy e % g i sbe o e o i e fad sl s w el e e o e deet o w e v i
W Brefmyied T o wer A SwiE wrEne” g e iy b i “sifow st oo wwn feaf adfimem dy v ol few we ol e
e s A e e w Tt v e o T A v e T 4 ve g f e v e e s e woe v ol iy et -
4 grwrd e w fiesl o= e el

1 “wiftew wrtm & v of e e Tl i o &l v gu 6 of s w el v oo g O o e

% dtw = fovn § sby “wif s e et ven w Wl e it w0 0 o e goe s et wd o ol fasioh o o e
ot Wl sy “wifme &t whi gfen w fardd v et o ot Wi

RECOMMENDED FOR ACCEPTENGE /
i W Ty Wy =
Date of Surgery - ;
s ¥ i DF. 1 %ﬁ*" Mr. Lakshmipathi N
~T. Laxml Dorennavar

TR
\.\m'}- W&mﬁm ol of B hﬁ%
'111‘\ Can umhmﬁ coond T o e
TR Kot -OBATON s T
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=i T | el R 2

S BT

01122022



