APPLICATION FORM FOR ASSISTANCE (Healthcare) U M
g da Snthcensl. Koshika

'fﬂur}ﬂatlun
“HH-II:A‘ n;'mrflm. \_Bf!ﬂﬂﬂl-l JJEJ"‘ mr:;:mmm = frl'.]l‘-lq N r-.uu-.u-nm-

HAME il RFPLICANT |

AGEYEARS G0i-wd | EEX B
s w1 dﬁumm . a8 E ﬁ
fromuczes ~yedele "L'(f“ 5 Lﬂwr'l‘. qn@‘L
{ Emwﬁm.ﬂ:mﬂrum

PERMANENT RESIDENCE ADDRESS = oy soemaats 4o

._’.i-umg_ 24 n:é:.un" gﬂlﬂff} .f}ﬂji?'ﬂﬁ]
5 --fr_'l-g QEF
CLCUFATION - -.Lf'umr maloer »num:a UNMARRIED | 3]
TOTAL ANNUAL INCOME . — [Aitweh Proof of ingome)
§i® wrfis e { S ST e )
PAN Ko, T T E
ARE YO AN INCOME TAK ASSESSEE (Tick whichewer fa appiicabie). f-}w"
0w wE o ¥ o I W ah W Ew e r
FAMILY DETAILS =fran fawrm
B Wb Mo o F by etk it Relatipn Applicant
wH e e W "i‘:"ﬂﬁ?‘ feim lnht?mm
bl [
) { -‘r‘”_n_lfﬁ_m:ufﬂh S35 | &l a0
L ——

T BAGI for uEuUEmn AESTSTANCE [Tich shichavnr It applicabie]
mrtEm % fEw el amaee

BFL Cary EWS Conshcate Hatign Card
(Attach Card Copy) {Attack Carificais Copy) (A Etieh I:::ﬂ Any U7
winl) t ¥ S v wr W o S i
i e w ww il ey wd { wam w e ol T e Ty Wt o R T Wy
- "PURPOSE" for REQUETTING ASSISTANCE!
e W e ot fewlt = aghe
fir. H-n Medieal qumﬂinurlphiunl. Ainchad
ks semmThET @ w6 oo i o e

b) _:rh . W 2 b aFn:l-r.l:f

- IS T

<) ﬁ%ﬁ:‘j— L1 £F f&m'ﬁ TFcloap

Ll L

ASSISTANCE BEING AVAILED fus SAME PURPOSE" rom JTHER SOLURCER
T TR W ¥ W aew weren faet o= wwm W fem T @7

¢, Na NAME of GTHER FOURCE AMOUNT of ABSISTANCE BEING AVAILED
W WEm =T TEN W AW oft mf wEEm TR

'Y TICT Jons (-




DECLARATION by APPLICANT. =09TW BT L i

i]rhuﬁqﬁm“ﬂﬁhn this Form are Tro & (e best of my knowledge Say flse stntomant will nender my Appication & ongoing ausistance, T any,
21 | nobemriy confirm that essistance, if recaived iom Kk Eoundaiion, wil be wsed anly for fie “purposs”, Ba staied in Tis Form, for which soch sssisiance
wms requsked by me

3} | rarsby confirm that | hai ot & il 5ot e e, avad ol ermburssment, it par or iny full, from ary offer sourcalBmpioyarfinaurance company. of the amgun
e which thin sasisianes 8 reouesiod

|]ﬂi-“{ﬁfwm=mniﬂh-&tﬂn‘.iwmmﬂi.ﬂ:ﬂi‘lﬂlﬂmmﬂﬂliﬂnhﬂtﬂ
11 g 0w o “sifew v @ @ om0 § e o el vee oW g o fod feew omim, o mowen F oo b
:|]l#m{f-fﬂmanhtqtnmnﬁ:mmm:—m-ﬂﬂﬂlthltifﬁliﬂll

AGREEMEMT by APPLICANT | smiew g1 a1

1} By affiming oy sigrature &7 thumh mpression on this Form, | (Aoplicant) hereby agres & sulfonise Koshika Foundation and IU's Trusiess o
maipublishipul-unitepnducs my nome, sdonss, pholo & details of M purposa”, for which sk Bssisiance is requisisd/grantsd, through any
medium, Including il not Beniled o vortal, prinl, slecitonic, for ssiiciting donaliondg for Keehika Foundatan andior deseminating irdormabon about it
sotiviigsiachigvenents Eu:hm:dm-r:ih:rhihnmmblmﬂ-biﬁmﬂthuuﬁnhm“mmymmﬂﬂmﬂh‘m‘
for which mEsislence =8 beng Togueiiesd

211 {Apphcant) furthar agrea that sny such uss of my name, sddress, photo 8 details of the “purposs”, for which such SSSSIaN0N & equesind‘granisd,
will ot guomadically entis me hwmnmﬂlmmmm.mmhwhmmm the misslanoe will rest sciely
with tha Trustess of Koshic Faurdation, s 1hair decision it thin negand will be fnal and soceptabls 1o me

R T e pm—————— e g R R R R R R R L R Rl R
o, W oby i e g T A it £, w9 s o it o, e gt agoes @ e ool s s of Sre falt o e aean

& i W By st & S ovnow T o e o W e A we o B i T w s sl &

1) & (smiew) v wr d wvm o ey o w wtd s feerm o B o o agiyd @ wfidn § i e Eeo R R R R R

“wifpw™ wun T sl S it she s ) L

APPLICANT S SIGNATURE DR LEFT THUME MPRESII0N

AGREEMENT by HOSPITAL (Wesmm g0 W)

By affaing hureunder signature of our Authoraad Sgnatety Tof iscoenmanding Bis case/pationl ke francial Assistance Tom Kaskis Fourdation, we
[Hosptal ] ssaty affem & accept fofwanig

1 Wl we rithar are presently nar wil in future weail of nancial assistance from arolher MG or any ofher scurce. for the smE patantcass, o 'we B
raquesling to gel frem Keshius Foundition, 15 the extend tha! such sssitlence 4 granted by Koshike Foundatan if the reguesied assistance i nol granied
try Koshsia Foundatian, o paet o in full, then the Hospital reserves it ight io make up the- shortfal from another NGO o any other source Tria
mum-m-lrnmmmHmpiulmnm:mumpmmmuwmmmmrqmmﬂmmw“u
::ﬂummmmerdmhnummﬂdmm.mmuhmﬂwuﬂmmwhwmﬂ
p-im-l.nmmmmmq-mmh-tumhmmlhmmmunmmthWHﬂn.MWH
ssaune acle & comphels msporetiity of the teatmans & i's cutcoms & safety of the patient, and Koshika Founantion will have no role or respansdility
in e mattor.

vt ey, vl # air @ suah w Cwifew et w e e by fefo # it 1, fed gs (ere) s wER A w w wien W

1) T3 whes st 0 @ e ol s et i et ey m feed s i @ e el | ot m w ok e v Cwifee T
#mmn-mi-ﬁmmm'mmqkhrﬁ*ﬂﬂmtm'nmhhmhqrdhﬂiim ke
Pt A1 ot e w e e e o st g e £y e € e wn o § fe sveme ol wec e S iy el
iy st sem w fed v w6 R et

2. *witfwr WEErTR® @ o v mwm wes P T w0 o o e Em 9 T e m T T rTesiEm @ Y O -

%y e fawn 4 o~ wife e o T e o st oo o b et e 4 08 o P e s a6 LRl

W il “wifen ™ ¥ w wiwe o Facift v e o S e :

RECOMMENDED FOR ACCEPTERCE
A witeht o ferm s M. Lakshmipathi M
a4 l.ax@u/ i T
= wiw Dr. 1 Dorennavar Vokhde " S e i T
MBES,MS, FPRS,FICO o 1[d Designation & Stamp of Autharsed Shfhory
.51311-’]“‘ Consd "PEED ' RETTHEF an bekalf of Hospltal)
4C Mo BO244 4 1 W 7 e sl
FOR INTERNAL USE of KOSHIKA FOUNDATION = Tmim 73
SIGRATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! | it e

%rﬂ /}_04/’5? P

16-08-2023



