APPLICATION FORM FOR ASSISTANCE
HETHAT W) ShEes ey

(Healthcare)
( Ty dware)

APPLICATION No. -
T WET

F?/;:I

NAME of APPLICANT -
W W1

femwes w1 9w

FATHER LSPOUSE'S NAME

129

APPLICATION DATE :
B fivedt

9/n ksl

_Dhaviedo ke thoms: {n

AGE-YEARS W5-T%

SEX TN

2q

F

wle

PRESENT RESIDENCE

N@%%a
o

202

pre op post op
2939 DJ-wruIaJ«.I'w;'g

thika
fnundauon
l.ﬁ-.milh

a,ﬁp{ﬁﬂuﬁ:wm!”l

] W I T T

ﬂmﬂnmuﬁnhnmr

TOTAL ANNUAL INCOME (Attach Proof of Income)
o b s 26,000 /— (7 W T )
PAN No. B W W '

E YOU AN INCOME TAX ABSESSEE (Tick wiicheyer 1» appiicabia]: Yos il . _—

LR i

FAMILY DETAILS wifams fasmn

(¥ =5 % v o W wh

5. No. Name of Family Membnr Age ) Gandar Relation with Appiicant
w9 T witan % el W oA wm fin FRTE W AN
—
.-l-""'.i--_
J,.-""'
P
BASIS for REQUESTING ASSISTANGE [Tick whichaver s sppiicable)
arrem % fird el s
BPL Card EWS5 Cortificaty Ration
(Attach ] (Attach Cortificate Copy) l«lﬂ-ldlg;:] Any Other
st % T4 e M
(¥ ™ w1 W T s W [ ' ufly g w % ¥l W

"PURPOSE" for REQUESTING ASSISTANCE:
w6y e e W e
e No. Medizal .Mu::hul
W oprehe 2wl W

cztteart

= , =

= Suld ] D ct DU

= 7

mmmnmmmwmmnwm
W 55 ¥ T W e e fed s e @ v

Sc. o, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ wEn il & o e i




DECLARATION by APPLICANT: WM B0 v wu:
1) | hevaby confinn that all detsils i this Form are True to the best of my knowledge. Any fakss statoment will renver my Application & ongeing assistancy, If any,

lishée for rispection/cancellation.

1 1 mernady confinm Tat sesistance, i recesnd from Koshikas Foundation, will be ised only S the “purposs”. as stited bn this Fom, fof which such assistance
wias regusied by ime.

3) 1 herstsy confitm mat | e nal & wifl not in future, wvnli of reimtsarsarmant, in par of i full, fom any other soucslempleysinsurance company, of the emoint
for which this assistance s reguesied

lﬂiﬂn(knm*ﬂﬂﬂm#bmﬁimﬂhﬂﬁhtﬁhﬂmmwmtﬁﬂmhdiﬂh-
1) #t o W T o Swfew s, @ @ w ot § T e Tt v o) g # S e e, @ v ey o oo o B
1]!ﬁm{khmnwmidt.wmwMWm_mmnnMMiathtﬂnﬁﬂiﬂm

AGREEMENT by APPLICANT (soivs mn ®u1)

'llBy!lllinqmymwowmm&bnwmFm.ltlpﬂnmjmrawiwﬂmﬂmmewu‘ﬂnﬂ-h
usaipubiish/put-upirepmducs my name. address, photo & detalls of the “purpose”, for which such assistance |s tequestedigranted, through any
m.lmmmmuﬂm;mmmmwmmmmummmmwn
artrdtes/ achemmanty MmdwmswummmmmeWanIWWmmwmﬂﬂdnww'
for which assiniance i baing requented.

2]l[Wmt}hnm:grumImluﬁnuuﬂmm.ﬂmhﬁlﬂﬁhﬂmw’.mmmmnmmuﬂm
wﬁnotnumluﬂvmﬂﬂnmm:mmmlmnhmm.mmhwummmmmmﬂmm
with e Tristees of Koshika Fourdaton, and thalr decision |s this regard will be Snal and kcosptable 1o me.

1) VWY N R W sish Wi wry v, A (arew) TR e o i v T S wi weiem s vee st ) e e o e R
w.-H#iﬁmﬂnmiﬂhtﬁ‘dﬁm'mm.mm#mﬂ]ﬁmmmtmhiimm
et ek & Fow o ) St v T i e o S W W wE ¥ R weet o s sfep b

3} & (o) 78 o 4 sre o B g w oy, wnd oy e b i e ke @ il & v W T T W T
“wifrm® s 3w el w Sl ol sh s v

APPLICANT'S BIGMATLRE DR LEFT THUMB IMPRESSION |
=iw ¥ g 9w Pme

i el

AGREEMENT by HOSPITAL (wmet 811 %%)

mhuﬂmmmm.hhmmmmuumhmwmmemm if the roquestad assistimes is rof granted
byH:uldhanhllm.'n;-rluimm.nunmﬂ-lnqﬂnimHf:ﬂqmmmﬂ:-upwmuhummm«nrmmu.m
mﬂmﬂmmﬂﬁrﬁhmﬂhHmﬂiﬂnﬁwﬂmmﬂﬂhmhmmﬂpmummMHWHWMM.
2} The auststance from Koshika Feuddation le only finansial in natura The choice of the trostmantipmcedure advisediconducted by the Hospital on the
mﬂ,huundmmmmwmmmmm5hﬂm.ﬂhhmnyimwmrmm.mﬂ.hwﬂ
mumﬂllmﬂdlmwubd&ymthMImmhlﬂmﬂmpﬂﬁmmmhFﬂuﬂlﬂmﬂMM#ﬂnu

ini the matier.

niM.Mﬂmﬁumﬂﬁ'mﬂm'ﬂﬁnmﬂﬁﬁﬂﬂi.mw{mﬂ}hﬂﬂ#wiﬂ!ﬂh

1) wy T 5 o sf aby = wfes o i sy Sk de ol s e s vin @ e Al 2 AT w i vk &, e el i et
S e w—— e L d bt R R Rt e B ek i ~
MmhmmvumnmimﬁmM“miunﬁimwnlﬁmﬂhmﬁMhﬂ
& wowd) wfom w e w= W A T dmed)
:.'mm’tnﬂmmmmﬂhﬂvmwﬂdmuﬁimwwﬂum
i-‘vhmht#'ﬂmmﬂ‘whﬂmwﬂmﬁhnﬁﬂmiﬂimmdnqﬂﬁ#ﬂhbtﬂﬂm

ﬂﬁ*‘m'ﬂﬂqhmmmnrﬂﬂi!ﬂ+ //' ,
RECOMMENDED FOR ACCEPTENCE

Dato of Surgery e LH Mr. LAKSHMIPATHI N
it W A S,.00 -

l‘{'l (Name of Bt & Regr. Na: with Stamp)
TR R WATER TR

FOR INTERNAL USE of KOSHIKA FOUNDATION P ar3h

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUS
T | 2

7 A

20-06-2025



