APPLICATION FORM FOR ASSISTANCE
HEMHOT §7 ATETA WieY

(Healthcare)
( 7w S

K®hika
foundation
m

- Bl;g 25/2933 e . fq/fl/u
NAME of APPLIGANT : AGE-YEARS WT[-W1 | sEx fain
b Pull eomadamion o +0 F

FATHER'S/SPOUSE'S NAME :
fena w wlo Ningalhsh
FRESENT RESIDENCE DOREES ARE HPEEN T
305 N1l hamnhnili

pre op

post ofp
933 Pubtormadmn,,

MARRIED (Mrfen) ¢ UNMARRIED (wfRwita)

{Arach Proof of tncoma)
(®IM WY HT )

FAN Wo. T81f W TiEA

ARE TOU AN INCOME TAX ASSESSEE (Tick whichewer s applicuble];
o bR R SR IR R R e

Yea | No
L ]

FAMILY DETAILS v fymmm

&r, No. Name of Family Meniber Age (Yean) Gendor Relation with Applicant
L LR oie % wos = A = () i WE W N
~ BASIS for REQUESTING ASSISTANCE (Tick whichaver 1% spplicabla]
armm % i fef soaw
BPL Card EWS Cortificits Egtion
(Attach Card Copy) [Attach Certificate Copy) [Atteh C’_’__‘m—
i T S —ae gt ot e
(W W w o e (7 T % W R i e o e T
- “PURPOSE" for REQUESTING ASSISTANCE:
w4 et m el W et
5. No. Madical Reports/Prescriptions Attached
w HE st 8wl 1 of e g wem

DIz @Hiur

" _Qaiamn rt

LL 847 TV TTH

. (W WT1147 4.0 7] BE — Codasart ¥ praat
ASSISTANCE BEING AVAILED for SAME “PURPOSE® from OTHER SOURCES
T 75 ¥ 0w s mews Tl e wen B faw o )
Sr. No. MAME of OTMER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH "o 9 VN W e ot e Tl




DECLARATION by APPLICANT: sive 0 e s:
1}mmmnﬂmmm&mml'muumﬂwmw.wmmmmmwwmlmm‘um
rejscticn/cancaliation

IjlmwmmlmmmFm.ﬂhmwhwW a5 statod in this Form., for wivich such assistance
s reguesisd by me

3) | haroby confism that | have nol & will not in future, mmd of rembursament, in part fush, trom vy other sourcaiemployarmsurance compary, of ihe amolnt
for which Ihis asssstancs s requested o o '

1) 4 vy o P v 4 e e fer 4 e € s s o b e o et e v w8 34w e ¥ et b
;) #pn W T A e, i b s o AR i R S e, s m s d b

1) 4 e won { e form e by v ok w o &, T v W i o e B e o s wer w0 A ey b ok s @ w3

AGREEMENT by APPLICANT { sotes ot %iF)

1) By aMixing my signature or thumb Impiression on this Form. | (Applicant] heesby agroe & aufhorise Koshika Foundation and if's Trustees lo
usalpublishipui-4mpiToproduce my name, address. pholo & detain of the “purpose”, for which such assistance is requestedigranted, through any
mediim, including bl not fimited 1o vertal, print, slectrenic, for soliciting donations for Koshikas Foundation srdlor dlaseminaling information about it's
aclivities/achisvements. Such usa of my phota & detalis cart be made by Koshiks Foundation belarg of after my treatment or fulfiimant of the “purpcse”
fior whikch peststaricn i beltg eqiesied.

2) | (Applicant) further agres that any such use of my nime, address, photo & details of the “purpose’, for which such assistance s reguesiedigranted.
will not automatically antitle me for resefring or continuing e smd sesistinos The decision for granting andlor contieuing the assistance will rest solsly
with Ihe Trusieas of Koshika Foundalion, and ihesr declslon ls this regerd will be final and scceplable 1o me.

1) v e o e wea o ik o e e  Comben) s swede Wy v o o) Swife st ol w i © o sfep o { R T,
. W o fevw v f o, 2 Csllewt e s, o, e (et acten o ol i sl roedond % Pt fll o wem e

# warfte wrt W Gy s §) % w9y W feron S v ¥ W w W & wed o P s el w e s

1) & (oo o 2 o e =S, v o2 & feare @ e weme % wird & ohde o om, oees W vy o) v o el d

*wifpm” e e s e el e sl el i L -

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
™ s w P

AGREEWENT by HOSPITAL (w&=¥ 0 %)
By affiong hamundar, signatute of tur Authorised Signatory for recommending ihig case/pailent for financial asslatancs lrom Hoshike Foundatiog, we
{Hospital] heretry affirm & accept following:
1}mwtnnmnpmnnwnnruml'uu:rqlnﬂﬂmnmdmhmmmuﬁﬂummm.lrhumm_nnm
mmwhmHmihFwd:ﬂmuﬂmﬂummm;mmhymmmFMIrhmmumm
bylmmuFmdmhpuiurfnlui.hnmmtmnmﬂhmﬁupuwmwanwmmm
mﬁmﬁmmﬂﬂnmmmnhnﬁﬂﬂmwmmmhhmpmﬂbmﬂwmmmqﬂm.
2) The sagistance from Koshike Foundation is only financial i naelure This chioice of the roatmentiprocedure ndvisadiconducted by the Hospital on the
putiant, Is based on the amangement bitweon the patient & the Hospital, and is in 1o way influenced by Koshika Foundation. Hence. the Hospital will
mmlmpimrmwm:ﬂhumrmn.t&ll‘swmmulmwdilumlmmmmmwmemwmm
in th murttae.

'I:Iﬂm,mﬂﬂ*ﬁMﬁ'mm'immﬂmﬁﬂl‘.ﬁﬂ{m}ﬁﬂﬂiﬂiﬂﬂ“h

by o o i oy o e o o s foesl e st v m f e el @ e i o w8, & T v i e
4 featmfe T & wam 4 “wivs o g S by fe b o < aifee wnatna” g e e s Ty g fem e b R s
ot e by T o W Pl e o A e A e sienn et T b v g F e v e & e sl wex 2w o ¥y e &l
b wewl) vt @ el w0 S

3 *wifie STETE & 8 of e s faf wl w1 of e g O i v @ Y T TTRTEE W O T O T

& i v v s Swttw ket pn el v s o e b el s d € yae e st s wd o ol el o o e
W ol e witre” W e ofte @ P wowe o

/)
N_, RECOMMENDED FOR ACCEPTENCE ‘( 7] -
7, w=mdt w fag el
Date of Surgery . £ Mr. LAKSHMIPATHI N
sty W A B LS. DO, FIG '
Naite of Or. & Regn. No. with Stamp)
’?/’ﬂ?/ﬂ_ { mumn.:q:mnfli
FOR INTERNAL USE of KOSHIKA FOUNDATION |
SIGNATURE of TRUSTEE 1
E el

20-06-2025



