HETS w1 AW

I‘l‘ HYIM ﬂfmﬂ}ﬂfj__

APPLICATION FORM FOR ASSISTANCE (Healthcare) w t
HWETAAl T AT qiEg (TmvRgn ) gﬁ%
APPLICATION No. - APPLICATION DATE - TS
: B)D);Lé &Auu.-mm 2>ht
NAME of APPLICANT - 1 AGE-TEARS TGN Toim

26

FATHER'BISPFOUSE™S NAME

R w0 wlo Evecis wds
., PRESENT RESIDENCE ADDRESS ‘%m“
[ b NP B T D

4

AL
- £ O

AR ELEF

pye ofp Po Stog

—— GEH'LE Honn
OCCUPATION | -
=T DN eamole cred AARRTEG () uMARSIED (afvetv)
TOTAL ANNUAL INCOME - . i {Attach Proaf of income)
W Wi (3 %] F0eq wee)
PAN No. Tar wa Hea
E YOU AN INCOME TAX ASSESSEE (Tick whichwver s applicable)- Yos | e
Y wm s e T f (% o W TH W OE W A S EE ] —
FAMILY DETAILS <itam firmmm
5r. No, Name of Family Momber Age [Yoars) Gender Relation with Applicant
WH T R e e e B REL femn SHTE F A S
—
_.-"""f_
=
BASI5 for REQUESTING ASSISTANGE (Tick whichuver i applicable]
s w e el =
BPL Card b= Cartifici
{Attach Card Copy) ,.,..i},'*%.,,',"m,‘gm, Pt b Any Other
T T W S g e ol pom me%gk i

(v = = wem ol e T (w7 5wy o 5w {7 93wl wm wfiy werr st i) e

“PURPOSE" for REQUESTING ASSISTANCE:

o ¥ o e = e
Sir. No. Madical Reparts/Prescriptions Attached
¥ TEw S @ Wi W w e g e
O SEozphey 300 VI = ATTF 51 T WA
LE __catmgairt
St oniiias D= afatnct= PrTIiZ
[4
ASSISTANCE BEING AVAILED for SANE “PURPOSE" from OTHER SOURCES
VR IV F ¥ W a5 v e s oem @ e m)
Stlh NANE of OTHER SOURCE AMOUNT of ASSISTANCE VRILED
LR ] T W W “ﬁﬂmwl




DECLARATION by APPLICANT. Srihre g0 s 3.

T]Ihunhgrm tnat all details in this Form are True o ha bast of my knowledge. Ay false statemant will render my Application & angaing assistance, It any,
2} | solemmiy cordirm that assistance. ¥ received from Koshika Fouridation. will be usad only fior the “purpons’, w5 statsd in this Form, for which such assstanos
was requesied by me,

3} | hergby confitm that | have nol & will not in future, aval of rembursiment, in pan o in full, from any othet soutcedemployerinsstanca company, of fhe amount
for which this assistance is requasted,

11Im:m{ﬁrmmﬂqhiﬁmﬁﬂMtwmwﬁu&ihm:uﬁmummm“mtﬂﬂwmﬂlmh

z}ﬁimﬂmm'mm'.wﬁmﬂt_mnﬂﬂmﬂﬁinﬂhm_iwrﬂiwmh

3_1iﬂhm(hhgmquaﬁﬂ1t,wumm.nﬁwmmhﬁmmiuﬁﬂnﬂmumﬂﬁaﬂhi#wﬁhiih
AGREEMENT by APPLICANT (ST4ts @1 W)

1) By a¥fuing my dignalire or thimb IMEFESI0N on this Form; | (Apolicant) rereby agiee 5 authotise Kouhikn Foundation and i's Trustoes o

Usafpubithiplt-upiraptodia my name, EXdress wmﬁmmlm{'m‘w:mﬁ'.uMmsmhnsulmnwhmqmwmm.mwphiny

madium, ineluding et not imitad to veroal, print. ejecinonic, for soliciting donations ine Kioshiks Foundalion andios dissaminating information aboul 1's

activitiesiachirvements. Such use of my photo & details call be mads by Koshika Foiindation balore or after my reatmant or luifilmont of the “purpose”

for which assistence s haing requested

2:1l%ﬂlﬂ}fuﬂw“mmilmrmhmdmynm.addmu‘nhmuidﬂﬂﬁulm'mmﬂ'.fumﬂlwdrmhquhmmw

mlnmmmﬁnﬂymuuemnwmwmmwmﬂwmm.mmmmmmmmmawmuﬂum

with tive Trusiees of Koshika Foundation, and their dacision i (his regard will ba final and acreptable o mo

1) R R O Sy s W w s § () vl T W g w € o Y g s Tew il "o sheg wo { fe 0o,

w_mziﬂvwmmmﬂﬂfwi,:ﬁ"ﬁM'mw_m.mm{m!{h-iqﬁmmmtﬁftﬁﬁwm

ﬂmmiiﬁﬂnﬂqninﬁimum&ﬁﬂtﬁwmiﬂ!ifm'iﬂwmﬁm':ﬂmh

z:ﬂcmwm#m(khm_nwﬁamﬁmdhmiwamtﬂm;mﬂmdM1um1

e w T e W e s b e B -

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (weamm R &R )

By affixing herounder, signature of our Authonued Signatory for recarmmending this case/patint lo: linencial assistance from Keshika Foundstian, we
(Haspital) haroty sffirm & accept following

1} that we naithier are presently nos will in futisre svall of financial assistance from another NGO or any ofnar soulce, for Ihe same palient/case, s we afe
requesting 1o get from Koshika Foundation, to the axtent that such assistance 5 granted by Kostika Foundation. If Ul requesiad assistance 18 nof granted
by Kothika Founditicn, in part o in full, then the Hospital resenvis it's Hght to make Up {hs shiorfall from another NGO of gny other source. This
confirmation essantiatly states that the Hospital wil not avail any duplicale assisiance for ihe seme pationl/case from any olher NGO or any other source.
2} The assistance from Rosliha Foundation is only financial in nature. Tha choce of the treatmentprocedure advisediconducied by the Huspital on the
pMubmdeuwmtbﬂwnnhpmrﬂhthmmw-;mmwwummsdwmmmame Hence, the Hospitl will
assume soi & compiete responsitiiity of the treatment & it's outooims & safety of the gatient, and Koshika Foundation will have no role or responaibility

in the mate:

mtm,m:&ﬁ#m@!ﬂ't’mm'ﬂmquﬁﬂthﬂwwmm'ﬂnmimimmh
n.qf:luinﬂmﬂtqﬂmiﬁﬁlwﬂhmmu#ﬂﬂmﬂmﬁwﬂﬂwﬁﬁtﬂﬁnﬁ‘ﬁ!m'
tmmmimﬂ-ﬁﬂmwm'wmmﬁhﬁ'dﬁmwm'mmmmhwmhmtﬂm o/
Mm*‘r:m-mmﬂf-ﬁnmﬂmﬁmMghmilwwimwwthmHHMHMhm
i el wae W e 3w @ ah s
L'ﬂmm'tﬂmmmwmdtrﬁwmwtﬂmwmw&wﬂﬂnnmﬁwm
tinwﬁnlﬂx‘mmﬂm'mhﬂrmﬂﬂmﬂhﬁmmﬂﬁﬁtwlwﬁmﬂdnﬂhﬁﬂﬂ#m
W e o i ¥ W g w e e e [’ 04

. 3
4|

RECOMMENDED FOR ACCEPTENCE
J e w o weEg

Mr LAKSHMIPATHI N

[PJ
Dr. PREETHI, B.K.
_MBBS DO, FIGOFPCS

17.11.2025



