APPLICATION FORM FOR ASSISTANCE {Healthcare) th[ka
HETHM B 3 ESY Wiy (v ) foundation
APPLICATION Wa. - APPLICATION OATE ; g bk of By
i T Jnj,];r;l;.'u __ry\‘ ALy | e ﬂlhllﬂ ——
BAME of APPLICANT : ADE-YEARS 3mg-wd | g fiin
T W }#Tnmmn ;[;i: M
P _Z'r j:l(Lﬂ-Aﬂ
l | FRESENT RESIG
i‘.'l. bk ' = o9 OF T
__E.'.'-.'I'.D.ﬁi..n_ﬂ_i i -
PERMANENT REWOENCE ADDRESS ] sl
.t‘-rm_ al o Jl'm Ve,
OCCUPATION : L?-mtl'?
[ TOTAL ANNUAL INCOME |
W witw s $% 000 fr
PAN No. T wm we -r/‘
NAE YOU ABSESHLE (Tick whichawer bt appiicabie). The
By wrom ¥ (9 uem ow T o el w fem LR
~ FAMILY DETAILS s fme
[Ty™ it of Farily Mwmbar Age [Tunrs| Gender Ruintion with Appitcanm
W W sfmm W W T ™ (wi) fisn ATE ¥ e
e ITick whichever Is appilcatin]
e w ford fiedh s
BPL Card Cartificats '
wi T W ¥ m wwy ol Trw el 20ie W ‘i
T w v o W ol W Wi (v e o e wh
=" “FURPOEE™ for REQUESTRG ASSISTANCE
m—hhﬂﬂﬂunﬂn
& Ne.
N Wi Miﬂﬂ mgm
PN T 4 rq?wff-
= [ '”idmran{
— I e
-E:!l C ¥t ii £ -E_'h}u:lef "F'f“rl'fl:lj_
—H—
ASSISTANCE BEING AVAILED lor RAME ~PURPOSE- from OTHER SOURCES
W agive % iy Wil s e fest v o T v )
S¢. Mo MAME of OTHER SOURCE AMOUNT cf ASSISTANCE BEING AVALED
wY B T W A it m il
::} A _&m:




DECLARATION by APPLICANT: S¥oe B s o

':]mmiuﬂﬁh this Form ane True io the best of my knowledge. Any fatse stabement will rended my Application & ongoing assistance, if any,
rpaction/Cancefiation.

1:||.uhn-wm*mtum.nmbmm-rmm.ﬂhmwhhw.n“hﬂmummm

wirh requissied by ma

3} | hraby confirn a1 | have not & will not in futurs, avail of rembueement, i#s gt o i full, Irom ary atfer sourcemployesirauance company. of M Bmou
for which This BSSStance & Frgquestod

13 v wom s = v & et i wh fewrw 88wl st v ot ) e T o e s o § d S o e W w o

2 &t g W e ofn it st @ d ow o b v T s st < g % fivt e wim, % W e 4 @ b

33 ¥ e wom e fam vy iy o e W nd §, v ofow s w wwn e el = gt wardt @ 3 o B b o 3 o wfes 4 o
AGREEMENT by APPLIGANT (sbs 1 %)

1-'|H-5r|l'|'i.n1m-ri.irlamwmmmﬂlFmHWWWllmmmmﬂTMH

use publish/put-upiraproduce FTy REME. adddress, photo & dedails of the “purpose”. for which such assistance it requestodigranied, Through any

m.mummww.mmhmwhmmmmmwn

M.Su:hmﬁmerdﬂimhmwmmHNIwﬂmw:wﬂﬂw'
{pr which psakbstERc i3 Daing reguesiag

7)1 {Appécant) further Bgree thet any such use of my name, address. phota & defails of the “purpose”, Tor which such sasistance i requestec/granted,
will ncd putomalically anlithe mee far receiving or Continuing thir Baid assistance The decision lof granting andior conlinuing tha assistance will rest solaky
wilh the Trustess of Koshika Foundation, and thair decision is this regard will bo fnal and sccapiabie io me

|1 TR U W arvE e W st wm e, @ (e st v W e wn o w “ v it b T S T W wfpyn wm f By W,
o, i b W P g g o e §, w “wifst oe wml W, T E A ot il win wmferd ¥ fied fand o g o
irﬁﬂih“hﬂmmhﬂmi ﬂ!tiﬂih‘mmiﬂmil

21 & (wniew) W e B g T, L W sy vy o i woom o gbvd & withe & R v w0 vwor T v W e d
“wifyr” T ok i w1 Tty ot sy e o ==

AFPLICANT'S SHIMATURE Ot LEFT THUME IMPRESRION -

.wi'lmuiﬂnhm

AGREEMENT by HOSPITAL [wwam & %)
wmm.wdummmhmﬂmhwmukmMMH
{Hesphal] heroby afim & sccept lolowing:
1]wnmmmmrumWHmﬂmmmmmn piher souncs, for the same pallentcass, o we Bfe
muﬁmmmm.ummmmmhmwm ,  the requistiod assistances is ral grared
hmfm.mpmumm.mnwﬂmmmwmﬁuphmmmmwﬂwﬂmTlﬂ.u
mmmnmmmmnmmmd#mhhmmm“yWWﬂmwmm
Eammmmrmmumwmm.mmdmmmwmwmm
muuudmnmhrmhmlmnmh.-ﬂthmmmwmmHm,hﬂwhi-ll
mmlmmﬂww&nmlmﬂnwﬂmmﬂMWmumm
in fha malter.
ntM.mw##m:*mm*ihﬂhlmhiull.ﬁntm:hwiﬂtiuﬂh
::tiwi-l-r-lnnﬁ-iﬁmmhm“nﬂﬂﬂinﬂﬁtﬂqiii.ﬂhﬂ'ﬁw
ﬂmmnimi‘thW'nmuniuﬂ‘ﬂmm'nmﬂmnﬂdh-lil—l o
'Pmnhmmtfﬁrﬂmimiﬂwmpnhww#mwilhmlﬂnmnﬂ—ﬂﬁﬂ
by st wem ow Tl e e R = Al

2 “wifmm w9 o m e mﬂﬁﬂﬁﬂhﬂﬂMHiiniﬁﬂmﬂiwﬂﬂﬂ-
% e e fevw | ol i st g Sk ven w wi vow oy v 4 0l ¥ e e o o R ol o o v

Wk s e € e st v Ql e
RECOMMENDED FOR ACCEPTENCE e
%Dm*mm +r, Lakshmipathi N
Date of Surgary LAY e it & Eye Care
P Dr. Laxmi Dorennavar inattute for Disbe'ss 3 C0 e
4 MBBS,MS,FPRS, FIC & iaM [re
1'.'1 i on behalf of Hospital]
2 CERMT ™ A 7 T e s
FOR INTERNAL USE of KOSHIKA FOUNDATION  safts 3w 1
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE2
=it v | T 1

- JAT

25-11-2023



