APPLICATION FORM FOR ASSISTANCE (Healthcare)
AR ®Y SEEA WTEy (= fwaE)
i &\IQD—S [LCLE’H e 1% ""‘{W r
MAME of APPLICANT | AGE.YEARS Y- SEX fom
it ka?x (o f

FATHER S/BPOUSBE'S NAME :

Ko.f"shika

iuunﬁtt*un
—

mm: l“:f'&wxl M;ﬂ_,‘ uﬁm:m{m
TOTAL ANNUAL iNCOME : {Altsch Proof of | "
W= wifs =m (3 W WE T
PN No. ST T S o
\RE YOU AN INCOME TAX ASSESBEE (Tich whichuver s appiicabiel You | o
am s s T (W TS N W oEn w S A Ve
FAMILY DETAILS wiTmr s
&, Ne ame of F WMamtyer Age (Years) Gendor Ratatlon with icant
wT e Mimmm w (wf) fisn nﬂ{:iwﬂm
rl g =
7 gﬂr\@iém Ry = uf}é |
V., Sr
BASIS for REQUEBTING ASSISTANLE [Tick whichever Is spplicabi)
p wen % fod Bl s
Card EWS Cartificate
Card Copy) (Attach Cartificata Copy) Eﬁ, ﬁ:«
Wit T W v T HEq W Wi g i i
(v T W W o e (% W ww R we (v 71 W W wf e wh
“PURPOSE for REQUESTING ASSISTANCE:
S No. Medical ReportsPrescriptians Altaches
W W wemevEies ® wit w1 of sfee o B
S 2T N i 2 S 0 /7 PR 2 6 £
I Fa
’ I 1720 77 7 3 7
/
¥ = E——= ?‘ﬁﬁa} e 20 P7H B
Z5 4 = =
ASSISTANCE BEING AVAILED lor SAME ~PURPOSE" from OTHER SOURCES
W IR % ¥ W s weve e s v @ fen o w2
5¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T = T W wi v o o




DECLARATION by APPLICANT, SpiRw o wWoep 73

11Ihﬂw!wmmhullMmmF«mmTmmnmﬂww.wmmmfmmmnmm.lm.
e for respconancefiation.

E}lmwmmmuﬂmwmmmﬁmm will b used only for the "pUrposE” 21 shaied in this Form, lor which such assistance

wal requesing by me

3jrmmrnmrnr=fnmmmswﬂhim_hnudmmmmmmmm mmmW&uwﬂumﬂ

fer which this asnistonce i fequisted

n!ﬂnw{hmmﬁﬁtntﬂm*tmimmﬂnﬁhﬁﬁﬁmﬁmmwniiﬂmhﬂ:ﬂh
:liﬂtmiWM'mmﬂ'_ﬂdmrﬁi mnﬁﬂmdqﬁtﬁhm,iwmﬂmwh
1:|lﬁmtkhmiﬁwmiﬂil.nmunﬁmehﬂﬂmﬂi1*hlﬂnﬂﬂIi$L

AGREEMENT by APPLICANT | sees i wui)

1) By affng my sgnature or thim imareasion of this Form_ | [Applicent) wuywiw"mmmemh Trustess 1o

upirepinduos My Nome. sddiesi, photo & datails of ihe “purpose” for which such assistance & reqguedind'granted, through any
medium, incluging but nit limited to vertial, print, elecironis, ot soficting donations for Koshika Foundation andiof disgaminanng information about I's
uﬂvﬂburumumm.sthunulmrm&mnmmmwmmmMWnummWorummdm‘mm‘
for which aasipnce s being requasind
1'|tu.ppﬂmuhmwMww:ﬂmdmrm.mﬂ:,p&msmﬁdh'm‘.hmmmumﬂmﬂ.
-ulmmﬂhﬂhmmnmmngmmummmm mmhwmmwmmmﬂrﬂm
with the Trostaes of Koshiva Foundation, wmmnmwﬂ-ﬂuwwmmm

{) WU VR N W s W e e, § (ande) mmdﬁmtﬂ'ﬂmmﬁn&ﬂ'dmmtthm.
oy, i sy W e g e o i 8, T e e e ga Toen A g2 ol s e o et e o g S
im-ﬂimwhﬁmwmﬁmim-nimih'wm"!ﬂwh
:H{mmutm{ﬁﬂum_m,mﬁmihwﬁimtﬂlym:m-mdmnnmﬂ

“wifret” gy T mfied e feddy afyn s ansE) e St

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION -
wios ¥ vomw W S W e

AGREEMENT by HOSPITAL (wemr §9 w510

hmmwmwmsmhmmﬁwwmmlwlhmdnlmmnuMKmhManm.m
(Hospita) heoaby affirm & acoopt fo8Ewing:
1|l:nmummpruunll'ynomlllLn'Fuﬂ.ulnrbmm-lnmmmuﬁﬂwwuﬂwm.fuhmnwm.num
uqu-mngmgﬂhmKcm‘uFwnualm.wmmtﬂmmlmmmhwmem.ﬂmwmummd
n-rlmmFm:rmuun.mpﬂuhm_hnlhuhmp!:nm:rmgmmmhwmmmmmﬂsﬂnrmm'm This
mtﬁmﬁm-mhmmwwmlnﬂnnl.mdlmrummumﬂmhuuummmmnmnwmmwwmmn
i‘lmuﬂmﬂ'ﬂmMﬂMthmMIﬂmmum.Tmmd1hwmmmeMWWmﬂw
pmﬂ.hhu-dmhmmwmlmmunm_-p.ncmamw.mhhm-wnﬂwﬂdwm&um.m,mﬂm-ﬂl
mmammmmdum&n'nmammmaum and Koahika Egundation will have g rale of responsbility

wiW,mﬁﬁﬁimﬂﬂ'mm*ﬂﬁhwﬁmtdtf#ntm}hwinudﬂﬂil

1) = % 2 W R i:iri:ﬂ-ﬂmmﬁnﬁ#mﬂqﬂﬂ*inﬂﬂﬂiﬁtﬁii.ﬂﬁnﬂ'ﬂhﬂﬁ'
iMHimi"mﬂm'wmnkirﬁ'm.m'nmmmﬁwﬂhniim
!HIntmw‘wﬂlnlrnmim#nmwﬂmt:nﬂtimwniﬂlmmmnﬂﬁhﬁ
& wret s = Bl e Ew R o S
;'ﬂhllwrim'ﬁmﬂmmmwﬁrﬁhwqmmﬁimmmﬂmm:wﬂﬁm
ihwmiﬁ'mm'wﬁmnﬁzﬂwirﬁ!ﬁmiﬁtmpﬁ.ﬂ # = fedoh 98 of e

= grh ab “wifa” W Wil it W Tt o R . 1
FOR ACCEPTENCE

O it % ferw v Mr LAKSHMIPATHI M

Date of Surgery i it Seaior Manager
o e  OUTREACH BANGALO:

Eﬁ‘ (Name of Dr. & Regn. No. wih Stamp) a4 oni v |
“'[w mnﬂn:HMIﬁi (A unit of Shree <)
TOR INTERRAL USE of KOSHIKA FOUNDATION _ SEAReRRe dar Bann>120-52
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | = T 2

7 BAE

o J

20 - 03 - 2028




