APPLICATION FORM FOR ASSISTANCE (Healthcare) ngshl
HUTGA Wy ST wWiey (e ) foundation
T APPLICATION DATE { ek ok
s o 510325 | A% |mawm o talail | i
MAME af APPLICANT ] P L
- nallntal 5 [
FATHEN SISPOUSE S MAME
fom W e _Lyopre.
A RESIDENCE ST
!‘":dﬂ_f . . E £
, - e . |
@ RESIDEMCE ADORESS = pi f—"[’ ; f’dﬂ- °f
~—= —— 3y [ - malla
EHTH.H“: 5 rﬂ'_"ﬁ ]!Hﬂ MM!}J LIMWARRUED ( efenmfim)
fi ] INCOME -
Ee i e
PAN o, T W WED Pl

ARE YOU AN INCOME TAX AESESSEE (Tick whichaver |n applicatis)

Yo |
w

" am s ow om b (o o= o T W e
" FAMILY DETAILS uftars Sy
B Na. Hams of F [y | Gardrr Reixtian e
¥ Tt ol & ot 5 e fhen SR T
’c L : e 5N i :
- : ll-
== ’ . 2 j AXTY
{7 Y
=
"~ BARS Tor REGUESTING ABSRTANGE ok whichaves o seslioati
= g & ford fiesin st e
hll:ré- Copyl mmmﬂ {Anach Copy| Ay Oteer
e o s Wi v e w0 =
(T T W) P (v e (v T W o we -
“PURPOSE” for REQUESTING ASSSSTANCE.
wrram 1 fen e feed W w
5 Ne Medical Repoas Prescriphons Aftacheg
FY e sEpvE @ W W o wfis e e
- = e 7
¢ Lagrasa=of - @kt
#
4 2 S Zaleiid
=y . - -
i
T & — =
(e ]
ABSIETANCE BEING AVAILED for SAME “PURPOSE" vom OTHER SOUACES
v P w W wl e ane feh e wm o e w7
5¢ o, NAME of OTHER BOURCE AMOUNT of AGSISTANCE BEING AVAILED
L LK ok B oE ot e o
L DT —';Eﬁﬁf =
Z




DECLARATION by APPLICANT SP9TW 0 Wi e

ﬂmmwdiﬂﬁhﬂﬁmn“Tmbnhﬂ of my knowipdge Any lalie siabemn wil rencer my Appicaton & ongoerg isuistance, @ ary,
rjuclion/eancebiation

211 sulermeily contirr that assmiance. # recaived fom Kophita Foundation, wil be used only for tw “purpose”. o8 slated in This Form. kar wisch wuch assistance

it regunsied by me

1) 1 hemstry confiem it | Fave nol & wifl not in fulure, avad of reimbsrssme_, in par of 0 fudl, frers gy ather soursslersoyerinsirance company, of he
fre which thill REAIIBNOR % rguesied

(3 8 s wm f g wmen @ wh e e o et o we w w w b of w fe o we we v w58 e fooe o w el b
;:ﬂn\wimuﬂe“mmﬂ'ﬂ-ﬂiml_mm#ﬂuiﬂiﬁnm-ﬂinmimmh
1) 4 gfe wm { s Tom o oy W wde o &, o oo w0 afew W e Frem Pl e Wl S B 0 & e i ol 3 o oo F

A GREEMENT by APPLICANT | siws gin )

1) By afiaing my sighalure o thumb impression on this Fom. I | Applicant) hevety agroe & authorise Koshica Foundation and it's Trustees to
upaipublispul-Lpiroproducs my Aaree. addross. pholo & detsils of the *purpose” fot wtnch such ssssiance B reguestedigranied, (hrough eny
i, nchading but nel limibed bo verbal, prinl, siectroreg, for soliciting gonations ior Koahika Foundalion andior desamenating information about 1y
aciivilies/schisssmants. Such uss of rmry phoio & delsds can ba made by Koahis Foandation balors o afier my tresimend or luflimen) of the ‘purposs’
for wihich pasisisnce is baing requesied

T) 4 [Appicani) foriher gres that amy such use of my name, pcress, pholo & details of the “purposs’, for which such assistance s requesbad/gransed,

will net uiormabesTy enlite mo far receiving or gontinung the Sad gssstance, The decision tr granting andior conliruing e assistance will sl solty
wiih the Trumines of Koshd Erancation, and (il Secinion i s regaed will be Snal snd aoceptable 16 ma.

R peppme—_——— R R LR R R R R R wivive vt smid " o wiep s f e da o,
i, A ol fer v 3 i §, S sifew” v e, R, e et Tt @ ) vided st veier & S el o e e

& wenfn wrt = T s &) 0 v w S Stopwe 8w wowe et  f " e =t
I:ﬁlw;ﬂ—im{ﬁnn,nﬂmﬁhﬂrlhm:rﬂﬂiﬂhljmmll!mmmnlﬂ!l b
~wifre” w T e w feein S s el )

APPLICANT'S BIGHATURE OR LEFT THUMB IMPRESSION |
wwim % pown w s W

AGREEMENT by HOSPITAL (v gm w5

iy afficing horeunter, sgnature of our Authonsed Signatory lor Eeommencng Mis taseepalien far finanos assisiance from Koshika Fourdasion. we
[Haspial} harobry affirm & sooapd fofowing
1) Timd wr Al ore presarty ror will B fotem aai of inancial anuisiance Snom gnoinar kG0 or any alber m.hnmm.u e nre

;1m.nmmnmmﬁmemumwlnmw.ﬁ-muummrmnwﬂHthrhmmﬁ -
umm.rlnﬁldmhmwmumihw.mhmmmmwmﬂhrm Hancn, Ihe Hoapital wit

-n.mr-nuhl-mphhmwdhmmnwumauwﬂhm-ﬂmhaumwuﬁﬁummhwmﬂr
I e el

rt whep, wemlt =) o 9 i st “wifoe st 0 feb oo ) fiewrfen ot i P wm (o) fe ogwer @ e w v wn
11w o i o3 v o i e fed B weed dves w et s i T it € o om i v & AR B el “wifn wEbmt
& fpwrionfeafy T o = d CwifE wEET PO Y qﬁ:lrm'mm"nmﬁmqthuﬂm
S sy mrwl s o fedh e w4 e sl v & v g o v ww e & e o i s e e i Rl
A ot atsn w ek o Ane A e

3 “wifiew Wty @ o ni wpmn s fafe el o & 28w v o @ o W W R o TR TER W T

% i w Pew | by s vt g Sl e w o oo o ) vl weoe 4 6w goe ol aet wd Fist el e
o Efl by “sifes” o wi wfen w fasiof m e d o

__alr L akshmipathity—
RECOMMENDED FOR ACCEPTENCE Manager Outrasch
i s ratitule for

:;a:':'l_;; # Thirnemaiah Fiosd, Tank Bad Ares

Dr. La Dorennavar {Name, Designation & Stamp of Authorised Signatory
| 1hs MRS S PERB, on behalf o Hospits

Consultane™ Phago s Refractive X W e oy et

TRV AL USELMOSHINA FOUNDATION  s1=frs: 7w 1]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=i TR | i ¥R 2

&y’ AT

30-11-2024



