APPLICATION FORM FOR ASSISTANCE

{Healthcare)
HETTHT ¥ ;H'FEF":\ HTE | TETRGY Wi )
___L i i
e Blozay] 272 e 24 le 2y
NABAE of APPLICANT ADE-TEARS ®M-%4 | gEx fom
e W TR Ma?n ) i¥la .;_::'5_ F
;ﬂnmu::mnu w}b I

K¥hika

foundation
i ——

PAN Mg T W WET

& W R we )

pre of post oF
i UFGE NefamOmAL
%ﬁmm Home Mekes mn'én?m:J UNMARRIED (Sifweien)
r;;n:mm [T 22000 "‘_ itach Proof of Incoms)

ARE YOU AN INCOWE TAX ASSESSEE [Tich whichuver s spellcabis T
e B R R aR R BB T T ey ¥ |
- FAMILY DETARE wiram T
S Mo Hamn of Famly Member Agw (Years] Tiendne Felathan with Applicant
Y e o = W W oA TH i) T BTE & W WOy
-, - h| I
L) SAL Honw el M Hudbeangl

BAKES fov REQUERTIMG ASHISTANCE (Tich whichevar iu appaTEhing

HETE W e fefn sa

OPL Card

jAttsch Cand Cogiy)
i b & 9 gm gy
AL LR R R

/-'—1 EWS Cerlificain
[Atch Contifiewns Cojry)
=T S OWT YR T

[T W W ER e e

H
tAtach Copy)
Traren w
i w=m ey Wl wm =i W wi

BasinProal
== i W

PURPOSE" for REQUESTING ASSIETANCE

5 Mo Wedical Reportn Prescriptians Allschea
B i 2w wt ol g= oS
(1) 4 Ji-’.’tﬂ__h.‘l.ﬁ-r.‘ wt;
= T aforold
ot L "-—CM. e
ié} Jr 'E o iy AP ,l
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T T W vy wY s woee Tl s owdn @ fmomn B
B No NAME o DTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= W 3= T W) =it i wwmm o
P |
0] | BALYEC 200n [~




DECLARATION by APPLICANT. smimw g whwey 7w
1) | hurwiby confirm that s detsds in this Form are Trus o e best of my knowledge Ary tsise stalerment wil render my Appication & o gosy sssistance, ¥ any,
labie for

2 | molermnly i thal assistancis. i recaived from Koshika Foundason, wil be used only for the “purposs’. ss inied in ihis Form, for which such assistance
Wikl reqiaEed by e

) 1 by confirm (Rt | have nat & will nat in futare. vad of embursement. 1 part or i il fram @y atter snuTelamployenimsurance company, of e amount
for which Shis BSsISTERCS 5 U]

ulinm{hﬁmlhnﬂmﬂrmﬂrwnnﬂiaﬁdmﬁwmn-iiﬂmﬁuﬂﬂiﬂh
1) # g # ey o "t et O @ oot g s e Wb g % S few i, o @ owen F o
nifzntnhmqwmi’rrﬁt_ndﬂmMummr!nmm“irﬂaihtﬁwlﬂlltll

AGREEMENT by APPLICANT | soew Wl %10}

1] By affining miy Iqmlmwﬂnﬂ’h-lm!lﬁmunlhum.ﬂﬁnﬂﬁtlﬂﬂhﬂmrmEMWWHHH'ITMH
saipubsishipul-unireproduce My name. adonees, photo & datzils of il "oispose” [or which such sssistance i rgquestadigranted, through any
madium, including bul not Bmited to verbal, prnt, slectronic. for saficiting donatons for Koanika Eogndaban sidior dissemmaling information abou i's
sctiviles' achigysmenty Su:hmnm:,-nhul-u&m-rﬂtr_lnmmurKmﬁuFmr-dnumwmnrﬂnmmmlnrruﬂh-ﬂﬂm'm'
for webach mssisianee & beshg eguested
E]ILl.m:nlrd:liﬂrr'lrﬂI!‘I.llmj"iul:hmulrhyrﬂm_nﬂm-n.ﬁﬂhldlﬁhdmd'wmﬂ'_hfmmmhmm.
will nofl sutoratically enditie me Tor receiving o conlinuing the Said FEwsiance The dectsion far grantng and/or continung fhe SEsiEtance will rest sobely
with: v Trumtees of Koahis Foungation, ind iheirn Secalcn & this egard will b Singl and acceniabie 0 me

1:nm-ﬂm-mmmm.hm:mmmﬁm{n‘mm#mﬁ'ﬂ-ﬂm“thhn
w. wi oy o o g e F wfe b v twifee v s, o, W R agiee 0 e sft pand o ford Sl oy e
iﬂtmimwhﬂmmmﬂmiﬂqmﬂﬂtﬂt‘mm"qﬂl'l'llqlh

73 & (b v wm & wee f e kn T T, wiA oy e o i s ated o whin & @ T T P W v e e
“wfm™ T T e W P e e} W

APPLICANT'S SGMATURE DR LEFT THUME IMPRESSION
T W fore

AGREEMENT by HOSPITAL (w=mm & 1)

By aMixing heraunder, sgnatune of ou Aumonged Signatory ior recommending Phis cas/natnr for fanaeial assistantg tam Koshia Foundstion. we
[Hompital) ety aficm & scoepl folliwng

1] st we neSher am preseily nor wil o lubure svail of fnancial assistance from aratfr WG o ary oiner source, fof ihe same palisniicase, &3 9 am
requesting 1o el rom Keshika Foundation, bo the edent that such assitance i granten by Keshika Foundation. If ha requesied aasisiance is not grinhed
Hmm.mpﬁwmfﬂ.mhHmlth{iﬂgﬂiﬂMuphWMnWHﬂﬂmmrﬂhmﬂﬂl
confirmtion asseniinly wiates thal the Hospital will nol sl nry duplcate assistance lof the same patent/case from ary other NED or ony osher saunce.

patiard, is based on the arangomant betwean the patient & fe Hospited. and & in no wy rifluproed by Koshika Foundation. Hence, the Hospital will

:nurr-ﬂlmmpmumrnfmunnmln'-mmammdmnumemumemﬂMMmhme
" e matier

Mm.mmmﬂmﬂd'uﬁmmﬂ'-mmnmﬂﬂtmﬂrmjﬁqm#ntﬂnﬂﬂl

{3 wr e 3 o wheey by w o wheey o fisfon s el Ay e Swe w el w2 vim & v i § o om A o A e e Sl W
imnimﬂ'ﬂmm*mmhhhﬂ'dﬁmﬂ*ﬂ'wmmmuwﬂh-lim
bt o A ) S et s v s o4 o e T b v e e v T T s b e T b i el
i woift wes w Tl =y w4t A

N e pe— e R R PR R R R LR R R
g a—— L R bk e R R R R R R R R
o il sy “u¥ver® o wi ffom w fasngh e et F it Wl

RECOMMENDED FOR ACCEPTENCE wﬁ'

~piyefy % fou s
Datw of Surgery

st ¥ i Dr. Laxmi Du;g:::llcaﬂvar
MS,FPRS,
?«“\1 LY | s et Db e witcaems
TR W O Y e 1

FOR INTERNAL USE of KOSHIKA FOUNDATION %8s TF0R 17

SIGMATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l T | T R 2

oy

&—? AR

-

15-08-2023



