K®hika

foundation

REEage s e
[ ————

W

S0 “Tham maie s

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETHM B9 SnEER ure {==ray wrw )
o Blo12s|BIB0 [memr 5 |1 Jrose
MAME of APPLICANT - AGE-TEARS STR-o% | sex fiyn
o b khrﬁn e HE’ m.
FATHEN WSPOLUSE'S MAME

Pt
PRI PRESENT REGIDENCE ADDRESS oo
L (4ol Al h BT Guhslumfﬁm—ﬂm

¢

T T 1 n [g v el =t m‘%ffﬂﬂ. Lo
s | FERMANENT REBIDENCE ADDRESS - wTE ™ =
= fost-&F ki
= Ky mo vrade.
e Lao L (Femfter) / UnbaaRRIED | s
- el O TTTE i

PAN Ne. T Wme weem

TE YDU AN INCOME TAX ASSESSEE [Tich whichever 1n apgiicabie] Yeu | o
el 4 5 w1 A R (W w0 T oo W B e o w

. Ho. Hams of F emba rears) Gonter o o g
i mﬁ%ﬁﬁmm () fi mﬁ-‘*’h“
[.T:-,J fiﬁ'—;‘ﬂ £ e, © HEJ_L = VAYI N

N

BASIS for REQUESTING ASSIBTANCE [Tick whichaver bs spoiicabia]
' mEram % ford fai sman
Cad
A P Ly S L ssion s B
Raab il oA LR ] (v we W e o W qum vn e W w T =
T “FURFOSE" for REQUESTING ASSIBTANCE.
w1 e ow fed W e

e Medical Aniached

il s st § oWl W e g s
L TIegATsis —t—— it

: 1A W, W Sre—y

IF,_. o € & y

: Ay B ] = o =

= e B :

ASSISTANCE BEING AVARL ED for SAME “PURPOSE™ rom OTHER SOURCES
LR R AR ot Ry g et

. NAME of DTHER GOURCE e e e -
T = i w0 T
{Fﬁ" AP LS Aol




DECLARATION by APPLICANT. SSTW 20 W 73

1) | havetry confirm tht ail details in this Form aro Teoe i the best of my inowaedge Any Talse staternent will render my Appiication & crgoing asssstance, if any.
ligkin for igscton/cancelabicn,

21 | simemnly confirm that asststance, if recewed from Roshika Foundation, will be ussd gy tor he “purpose”. &s siuted in this Form, for which such sssistance

wils mequesed by ma e

3} 1 hisrmby cortier that | ave not & wil not in fulues. avail of fembursemant. in part or 7 Bull, from any ol BOUECINEMOopEn i REIANCE COM{EETY. of the amour

ko which Tirk Assstance i§ hegueesintd

jivmem{Em miﬁiﬂﬂhﬂmiq-mﬂuﬂhﬁﬂm#mmnﬂtﬂﬁﬂmﬂ-ﬂi
1} WEm W W T e m:hn",i-l-mi,mﬂmmiﬂimmﬁ_iwmim-h
1) ¥ ofe v e Fom wveen ¥ W ke o o B TR oW it w e B e we sl werh B 3w fw o3 o 4 A

“AGREEMENT by APPLICANT | sodos g1 % )

1) By afMxing my signature or thumd impresson on this Form, | (Apghcant) herehy agree & Buthorise Koshéa Foundabon and iI's Trusiees 1o

sl publishipul-upiropodiuce iy R, adress. phato & detiils of the “purposs” for which BwLSh aEEEiance I8 requestedigranied, hrough By
ML, n.:quw:rruth-nn-uhm.mm.m.meMHMammmmmmn
acliviesiachipyemarts. Such use of my photo & delsls can hmwqunmﬂmannaﬂ-fwwmwﬂmw'

will ot biAammatically eriitie’ me for receivirg of conlinuing 1 saed aessiancs Ihmmhmuﬂmmmhm-ﬂmﬂmﬁ
mthm-Tnml-NMthm.ﬂHrmhrdnmﬂﬂﬂwmmﬂﬂimn

|} e W e W W e, ) vt w0 e wm o “ween wetten b T i W e e { % wm W=,
p—t L L EoER R o, wrenw g wrtvn & et i s Toedeed % T St o
# ywfin e % fom een & 0wy w P g o e w wrt & o “wifiem Wi 8 s wfgn

;;.*[“1w‘im{t‘ﬁ-.n#*m*h“imﬂﬁlﬂm:nimﬂmnﬂl# -
S ——— e R R -

APPLICANTS SjGhATLIR OF LEFT THUME IMPRESSION -

AGREEMENT by HOSPITAL (wems I % |

By alfaimg Parmusde. signadurn of our Mw!wmhmﬂmmm Ror firarsoal assilance fom Koshdha Foundation, we
{Hospinl ) hasrety stfirm & accept foilowing

in fhe mailer

et e, eemlt W s el W it e W e 1y frfom 't anlt £, Tom o (o) e et 9w el W

1) g i 0 W i sy e S E——— e Rl B R R R R TEEIR B R h ko

4 fermfiwien v & s & “wifs wesstve® T wee iy e ol St st g e e st 3 wap W few wn bW
fsht s By e wne S or wes W EEER W afess e Tem b v e 4 v v e g fipfm wee e deed i e

¥ sl wp m Bl sen W | W) EET

3 *wifve wrrTR” @ ot o wew s fullm ot o ¥ W v o @ wf v m el v TvesiER W O O v
i:hqh-ni:I:*dbmwr:hﬂ'mHmnﬁm'ﬂhﬂnt:ﬂt#li!ﬂp#ﬂﬂﬂﬁ&ﬁlﬂﬂﬂn—

o il e it o ¥ g w fast o A o

RECOMMENDED FOR ACCEPTENCE ;ﬁﬁ—

N et % forg wegin M.
Dato of Gurgery

v ¥ T Dr. Laxmi Porennavar
] -2‘,} " = m-“ﬂ."'lﬂ.ﬂﬂﬂ

i “ansultenttOPhime.

; n

SIGNATURE of TRUSTEE 1

g

o /)

18-08-2024



