APPLICATION FORM FOR ASSISTANCE {Healthcare| Kns"l‘uka

HETAAl B SRR WTEw { S SEae ot datios
AN T S e it
NAME nf AFPLICANT | 1

AGE-FEAMS SEX fom

=eTE w A nj_{:! L'Eﬂ"ﬁ'i"h"‘ﬁi-. -;j_‘— F

FATHERN /1 POUSE 5 MAME r

wemwmw  plo 2kl g _ { 0
PRESENT RESIDENCE ADDRESS _agim- U |

- ) . X =17

b

~ pre ep fﬁw‘f op
= — T J .",l‘_t'_'p...-;,l
_Em“:"“'m ; R T— f"-‘*ﬂ:bﬁ mrwtﬂu
TOTAL AKNUAL INCOME = {AREch Proof of ncome|
e s { W e e
RAN Mo TR ST _i.-f
; YO AN INCOME TAX ASSESSEE [Tick whichever is appiicable) oa |
Wifmmﬂmt[inﬂrr:r‘::Mmrmmm LK
== FAMeY DETARS wfrwr fammm
Sy, Mo Harme o F, Muiner [Yemn] Genider
WY ﬂmtﬂ-ﬁﬁnm .;H-h fm
-_@".'___..-‘J-ﬁl:h.F.ﬁ.m:ik u| I
] B rou o S T
~ BABIS for REQUERTING ABSISTANCE [Tich whichaver s appiicabial
= e % frd fasf s =
B
N7 pnSNE e Py g
nine b & S T T g Em W e Ei gl
v ow W e o e wh { T W wm W wE w i v W W oy W W
“PURPOSE" ber REQUEATING ASSISTANCE

Y e e W gt
B Nn. Maddicnl ReportnPrascnptons Adtached
w e @ wh w1 sl o w
=1 Fa - [
o Vi, Al | &l ol X 1
£ S awar ¢ e e —
- = 5 Lol G ALCET
o ]
.._@-:' _ '.-g._r_l.{fw‘:-*b{- = Lﬁﬁ'ﬁ{ '_'_F‘wﬂ'_
=tk
ASSISTANCE BEING AVALED for SAME -FURFOSE from OTHER SOURCES
¥ TR W dy Wi s wam felt w0 w8 f e )
B Mo WAME of OTHER SOURCE AMOUWT of ASSEITANCE BEING AVAILED
&5 S AN TEE W ot i weram ok
Py
o am.Y o |
L I ] =T ST [




DECLARATION by APPLICANT. ST g7 wWirsy =

1|mm“ﬂMhhrmnnTmummnfmm Any fafue stalement wil rander my Applicalion & ongoeng asssiance, f any.
21 1 merindy confinm thad pasnbance., I receved i oahika Fourciation, will B usag only for the “purpose”, a3 siated in Bis Form, for which tich asssiance
wiis raguosled By M
:I]Irunbrmrimnulmum!ﬂmnm.mdwnmunu_Mme:ﬂmﬂﬁhm
for i Mis newEinnce a feguesiod

1) & vireey wm f B opm e 6 R o e fewen S wel € e v o wt e fe o W e wm w4 e fen ot w ol b
1) go W o e s, @ @ oW i wom Tmim o T W P = T few w5 wen § w= o
3Jﬂﬂnihh“ﬂwﬂ-ﬂﬂ'ﬂl.nrﬂltﬂ-"mmﬂnm‘:ﬂslihitlﬁhih

~ AGREEMENT by APPLICANT | sars gm %)

1] By aMmmg my signature of NS impression o iFis Farme: | [Apphcant| Fonoty agree & suthorse Keshika Foundalicn anc s Trusiess 1o
saipubishipul-Upreproduce ry name, sddress, photo & details of (ke “purpose” for which such assistance s iequesied/granled, trough sy
imedium, inciuding bt met linkbed o webal, prinl, elecinahic, Rl spliciing donabions or Koshika Foundation and'or desseminaling information aboul it's
aciiyillesischwmvermants Such sse of my pholo & detals can be made by Kamhika Fiundation beslore ar afor oy ireatment or fuliresnd of The “purposs”
ne which aessiance m Dong requsied

2] | |[Applicard) turihe: agras thal any fuch uss af my name, adomees, pholo & datad of e “purpose” Jor which such assistance & requestodigranted.
will ot Eusaimsatclly anibds e for ecaiving o conbrmuing (he sakd sssislance Tmmmmlmmmh#Mﬂwm
with tha Trusises of Koahia Foundaiion, @nd thair decsion |8 s regard will i3 finad and scceplahio bo M

() T TeE e remer m i o e e, (amin) el wei W g e { i ~wifives wnit sl v i * wi afiesn wm § fs 0 W,
u1::'141115-#1nmiml.#'ﬁm‘mﬂ.m.mﬁm-wﬂt-Ilnﬂ-liluhiulﬂm

4 waftn et & S afegn b T v oW e o % w W W § Wt o B i et w it afve
::iuﬂu]m-iﬂ{lr'llua-.wh,thﬂhmiﬂhﬁiﬁf"n;“l“ﬂm“ﬁi §
~wifr® | T afi w1 T e shr e v

APPLICANT'S SaGMATURE OR LEFT THUMB IMPRESSI0N -
wris o W g e e

AGREEMENT by HOSPITAL | Fas g o)

By affuing herguncer. sgnatune of our Authorised Signatory iod Fecommandng this case/patsant lor firancial sssistence trom Koshike Foundabon, we
(Hoapiml) hacoty afirm & accegl fallowing:

ceerfirmaton

i;Tmmumnm-mewllem The chaice of b ireatmentiprocedure acvisadiconducied by tha Hospital an he
nﬂn.hh-ﬂmhmmﬂﬂ-;—hﬂlmW.Huhmmmwmm Hence, e Hospilal wil
ﬂlmiﬁlm‘npﬂlmﬂrﬂhWﬁilwlmﬁhpﬂﬂmehFMHMmrﬂﬂw
i1t e magkes

#m.mﬂdmﬂuﬂHd‘dﬁmm'tﬁh“qmlﬁii.hn{n—l] fres e & W winen we

\) o i v o ey fSen e felt e wrrst Wy e s A we s o o om & of & A f w i wrr
4 fewimivdy w8 & wans € " Wi v o wes W e b wir “wf Wz gm wpen fel sl 6 e i fom ww o — )
Sl sy st e S e e @ e R stwen v T & o e 4 s o s fipfte e T Aokt iy fesh
e sl W m et @ W R AR Emee)
;"mm'idﬂmmmnﬁﬂhm-mntﬂﬂlhﬂmﬁtwrﬂﬂﬁm
ih-mlﬂn'ﬁmm'nﬁmnﬁﬂdhm“iﬂlmﬂ*ﬂﬂﬂﬂf-ﬂﬂﬂﬂm
ot ot st St & wif e Pedah W o 4

RECOMMENDED FOR ACCEPTERCE
#g v % s Jdet
Dr. o

Datte of Surgery Mr. Lakshmipathi M
e & rennavar At Ourssch
™™ |~ MBBS,MS,FPRS,FICO N s g ka1 Bt B o A BRI Sagratary
lullqllii- *nﬁmhﬁw {2, un o S kbl ‘
WehdNm 3 &AM, THmmew Armn
FOR INTERNAL USE of KOSHIKA FOUNDATION =i ¥im
SIGMATURE of TRUSTEE | SIGNATURE of TRUSTEE 1
=10 e | =

7 TP

o/

18-08-2024



