LICATION FORM FOR ASSISTANCE {Healthcare) U |
T e (o Koshika

= ] ¢las] ), S lapear
NAME ol APPLICANT | AJE-YEARS sex fAm
TE WA Jdliammﬁ _é:-"'_ P> =
m-ﬂ“ ml-"-l'f j”—#‘l .'r"-u-:"dpu:.lfji._. ﬁ. )

: - : T ST .

! ) wmm‘hﬁl!l'lm - pﬂl DP pm* 9}
e oyamma - I174
TS Tron :,‘l'ulpu,— ;up,,hu:, ﬂﬁ[h‘h}r u'-nml”
TOTAL ANRUAL INCOME Tattach Proof of ncome)
WE Wit (380 W Ve we)

PAN No. FHif 9 WEe

"ARE TOU AN INCOME TAX ASSESSEE (Tich whichuver s applicalie): Yo/ No
s Smow om (o = T W W e e LT

: of Famify Membier Age [Yeara) Gander Ruistian wih Applicant
= o ¢ w T u (wi) fid _ wws % W
o T . r
| F II_.-l-""l. i L L{.ﬁ. h_; ﬁ E [
BASIS for ASSISTANCE |Teh whechavar s apolicsbin)
wen % ferd Frfn sewm
BPL Card Cariiicsis Fation Card
{Atizch Card Copy) |m!ﬂ.mmm llhmh-;ﬂ Any Other
wid tw % 9N v o spn Wi T Ty i) i
Y L Fora (T W i v T W) v e W i e

“PURPDSE" for REQUESTIMG ASSISTANCE:

n wprn fy Tt i et W
Sr Mo Mpdical Repora/Prescriphons Attaches
L = s e @ wilt W o afie el Eee
.I £l L= w

e

2% . CEL%H.?

T 7ol o I 20T

mmmmmmﬂmmm
v Tt % il s wwm el e i @ e W -
MAME of OTHIR SOURCE AMOUNT of ASSISTANCE BETHG AVAILED
':;u- T W W = ot e Tl
# ”‘,__
1) /T =/




DECLARATION by AFPLICANT. wmitw pm wwer Tu-
TJIWMMHMHM Form are True o the best of my knowledge. Ary aise statement wil render vy Application § angoing assistance. If any,
liabig for rejeclions'cancoliation

2) | sodemnly cordrm St asustance, if recedved rom Koshia Foundation, wall be used only for ihe "purpose”. as stated in this Form. lor which such sssistance
was requesied By me

3} | hereby confiem ihal | have not & wil not in Briure, svad of rembursement, m part of in &k, from any ciher sourcsismployerfirmurances company, of the amoun
fior which Ihes Fesisiarce = requesbid

1y e v of o oww we d el o a6 wmt ¥ e wm v wi b ool wi feere o wwe s ww e o O e o o w et
2} U wpm i “wifee wrrsm, @ o w ot e T i vt W gl o fed fen b, o e e o o

33 8 e v o P P v oy wekn W T o W e w we e Rl oey e fraese waeh @ 3 o fen & e o oo 4 i
FGREEMENT by APPLICANT (9% g W)

1} By afaing my signature o hurmb mpression on his Form. | Applicant) heneby agree & suthonss Koshika Foundation and it's Trustess o
usaipublishipul-upireproduce my name, address. phoio & detaili of he “purpose”, Tor which such assisiance & requssssdigrarisd, Snough any
M, nchulng bul net imited i verbal, prind, elacironic, for soliciling donations for Koshika Foundalion andior disseminatmg information sboul 1

aciivilgsiachigvemants. Such use of my phota & details can bo made by Koshika Foundation balors or after my traatiment or Rulliiment of the “purposa”
far which sessianos 8 beng requasted

2} | {Appleant| burthed agros thal ary such use of my name, address, phoio & details of the “perposs”. for which such aesivianos is tegusesiedigranbed,
will ned aulpmatcaly enbife me for receivng of conlinuing the said asssiance. The dectson for ganing andior condinuing the seskstance wil rest solery
wilh the Tresiees of Koshika Foundation, and their decision is this regand will be final and scoppsabie 1o me

1) v v e v W W e e, (el sl el ool e wm { o Cwifre st s v i " wl sl won o et o
w, i s W e vE e i b et T awl, o, e et gt o Wl el s e # i et o e wem

% wmim wd % f S §) R T W e g ¥ o a4 e % B i w8 s s b

2h & faede) e oam s o o e dn e, Wl e e o fe soom o wgtved @ wiie | SR e e W e o v T ey

“wifn" e T il w0 Fsn s s s g L~

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSS0MN :

T T T S

.“ﬂl-—.

AGREEMENT by HOSPITAL (v g W)
By afficng herauncer, sgnature of ow Authorised Bignatory for recommending this caso/patent for Snancial sssatance Yom Koahika Foundation, we
[Hegital] eraby ifinm & acoepl following
1] ol we mefher are presandly nor will in fuiure svad of financial sssisianos fom ancihed RGO of any otfer source, for the same paBend'CaSE, B we Bfe
requesting o got fom Koshikes Foundalion, io The exien] el such stsistancs is granted by Koshika Foundation. B the requeshed sssistanos is nol graned
by Foshikm Fowndaton, in part of in full, then the Hospeal resenves it's fight o make up the shordall from analtsr NGO or sry ofher source. This
confirmation aswanSally slates thel the Hospital wil nod ava® any dupbcate assistance for the some pafient/cese from any otfwr NGO or any other sounca.
&) The assistance irom Keahika Foundabon is only fisencial in naiure. The cholos of e innstmentiproceduns advissdiconducied by the Hospital oa he
palierd, is hased on e artangamant betwoen the pationt & the Hospital, and |8 in no way Influenced by Moshila Foundation. Henoe, the Hospital will

nss0me soln & compleis responsiiity of the frestment & ifs oulcoms & sefely of fwe patent, ond Koshisa Foundaion sl hawe no nole or responsibility
in =g matiar

i sifn, weyl W e 2 i W) " wifies wershm” @ il s by feede o a8, Bl oo e gee e w e Wl )

1) w3 ot wivm o 3 0 o F fafim meee faed frownd vem ow feh s e d e ded f O w o | W e oo Celee St

A foafinfdy win & maw £ “wifre) werse” gm s iy e bk s st oo ver e st B e nlt fen e b od s
Tt sem r mowt s w e o T ¥ e S oW afern i e b o e 9w o we | e s Tite s Tl iy Pl

iy wtt wew w Fed o= e W A

1wt w8 o v weem s faf vahood & R o omee oo @ o v w e vd Trevsies W e i o v

% dm w S bl s s g el v w il e o b sl v § 00 © e e o wR w9 wl ol B8 o e

W sk “wifew” W i ghen w fechof oo e

RECOMMENDED FOR ACCEPTENCE /
o Lis
Date of Surgery -

30-11-2024



