APPLICATION FORM FOR ASSISTANCE {Healthcare) KD‘S' hlka
HETTM WY STATE wrey (wE S ) Tauaditiar
m* S mm“‘l‘l  ——— TR
i v l'T.] foacy | (¥ it e 1o (1Y e
1 ’ . E] ii
e~ puubep
_— T
= — IE T e
::l:umm ke € C;' Mﬁm;rm{mﬁm
TOTAL AMNUAL INCOME _ (Anach Proof of Incosms)
w5 Wftw am {30 W T W)
o N Mo Y W R =
TURE TOU AN INGOME TAX ASSESSEE [Tich whichwvar Is spplicabier
B iR cE s R AE R R R R RR R T;::'If
FAMLY DETARS wfruer fumeoy
™Y Namnw at Memtier {¥aars| Cander Relation win Applicant
w1 T i W 3 :in‘] fiaiey :’-‘“mm
Fd @) TS b
dd ¥ e el e IV
HASIS for REQUESTING ASSISTAMCE (Tick whicharer I applicabin]
ﬁ‘.--' wprre & fied foed sem P
(=00 Cartifcnie
(Atach Card Copy) \Atinch Cavicase Gopy) (Attach Gopy) m{
e e % S g Ty A N mee Ty TN Wi wi
- (T T W T T C oy o i e (W e e .
“PURPOSE" lor REQUESTING ASSISTANCE.
e ¥y fed o fed w ot
B Mo Mudical Roports/Prescriptons Alsched
%W W srrmEte @ wh o of sy ol v
p— PL' 'FH N e "'t 2 .I
i8] A1 o Nw ) - M: 20 LAET]
! IT Za et
o S _ ]
Eﬁ\ gmj%;ﬁ., = LF— Galatal 7ol
—
ASSISTANCE BENG AVAILED “PURPOSE” lrom OTHER SOURCES
™ T ¥ W e T e s v 6 T e W
e, Mo, NAME of GTHER SOURCE AMOUNT of ASSISTANCE AVAILED
T He == v W o s |
i
a0 BY ENa\ g/
oy ——




DECLARATION by APPLICANT: e o0 W ¥1;

1:|Ihuruhh:f_wﬁm Dt b detals in this Form ars True (o the besl of my knpwiedge. Any false slaternent will render my Application & ongoing assistanca, If any,
23 1 solemnly confir that essitance, |f recened bom Koshia Froundatian, will ke used only lor e *parpose”, 55 stated in fhis Form, for which such aesstance
i requsrslod by

111 beeraly confirm tat | have sl & wdl pat by fubure, mvnil of reimbursamand, in pan of in full, Trom any oiher sourcaismpayerinauEnce company, of i smount
for which fhiy assisiancs i requesisd

L:a'!H‘Hw{nﬂ'ln-]Hn#mﬂh-lﬂmrfri-qmmﬂ:n!hﬁﬁh-qlmmnmiﬂﬂﬂ“!uEﬂ-mhi

1) & g W W T i s, W S ow i b, 7o wom el 3evw ot g o fied e anie, o8 g wen & e B

1) & o e f fom wen g by W8 o, T i e e B fsl s o il el 6 w fre & ol 3 o e o
AGREEMENT by APPLICANT ( sibos g %7 )

1|wmwwmmwmmFm.HﬁpﬁubhﬂﬂﬁrmlmmanﬂnTmm

umnwn‘pulwmdmmpm.dﬂw,ﬂmlﬁnﬁﬁmW.hMmmmuW.WHy

medium, incicing Sl nat Bmiled o verbal, print, sloctronic, far seliciling donations for Keshits Foundation endler disseminating nfarmation about s
aciivilesachipvemenis. Such use of my phoba & detaiis can be made by Koshiks Fourdation before of sfisr my ireatment of Fulfilimam of the “pupose”

EjLW:Wwluulrrrn;-mmﬂmm.m.ﬁwlmﬂh'mﬂwmmmnmm.
will ot aurtomatically entitle me o noceiving of continuing the said assslance The decision for graniing sndfor coninuing the: asalstance will ragl salafy
with the Truuless of Moshia Foundalion, and thair decision i the regand will bo final and Bccegiable to me

) W S e W A o W e, A (omien) e wf g v o v e i s v sl " w s wo o
wn wsA e o e v Ty A dife TR CwERT g el o, W gt apive @ o ol sy aefeed o el fah 8w s

% i wrd % e wfmgn St emow e O % et w o ® wTF fr S witre weni® o ah e

o) & (smbve) ve s A sre f M T, vt oy T o e e o Tooed o wiin § g e e W v e ~
“wifim” v T sfied W fin afm sl sl W

APPLICANTS SIGNATURE DR LEFT THUMB IMPRESSION -
T g w s W e

AGREEMENT by HOSPITAL (weam= gn win)

Ejrmm.wHmrhﬂmﬂmmwmﬂnﬁulmmﬂmmmhnmmmmﬂmﬂmhFﬂmw
{Hompitad) heesty aflirm & acoopl Indowng:
1:|:hnmnﬁmmwmwmnﬂmhm.-mau-l-ulw“ﬁﬂmnunmmrﬂﬂﬂwmumm.iwhmpﬁrwm.num
uwmmFmrwn.nnmnnwmmqumnymmeﬂﬁmﬂhnmmhﬂm
u,rn:u-nlnFu.rmlm.inpmmmm.mnwmlr-mhmﬂﬂﬂmmmﬁﬂﬂmwﬂummh
m-rﬁmthuumi-hmmMmlWHﬂqummmwhmmemhnnnmymm
2} The assistance from Koshisa Foundation is only financias in nature. The chaics of the teatmentprocedure advisediconducied by the Houpital on the
mmuhan-dnnNITWMNMMEHM.NIIHMMWHMFWH Hencs, the Hospital wil
nmwhnwumllhwulmtlm-mlnwm-imﬂﬂum-ﬂMmeﬂMMnﬁmm
ir 1w maties,
wt-ﬁqﬂ,ﬂ-ﬂﬁ*ﬂﬂ-ﬂd'mm'nm“nmnﬂl,mncM|hn-milnnnhrmil
1) o fw o wiee el w o i faf e Pk b st sy m P s wie v e TRt F of om oW T, T e e
& SrrErmdedh TR & e 6w R g e vy P b ol S e g o feifs sfmewe iy o W e T e
P s et e e e T & wevee 9w afesn g Tee b e F e s wm § e s T o T S iy fed
#r wewalt wn w Pl e owe A ol s

1 “wittrn wrR " @ w = wren e finfm oy b B W e oo S o e T e i TR W O A v
¥ @ w T b sl ~wifew wbe g fed ven w owd e ot el weeam d Off o v e ol s e o s ool o8 o
o vl ol “wfen” ¥ v gfe w fanioh w o | o e

RECOMMENDED FOR ACCEPTENCE 7
it % fory W M*
Dr. Lﬁi

mﬂ Wit Dorennavar Mr. Lakshmipathi b
MBBS,MS,FPRS.FILD ertaiinan Cuitreach
r-;k{Iﬂ]L'!“l Cﬂﬂﬂ“m*m‘;r !AunﬂﬂfﬂHM'T- i
RS WA e 4 AR T R YR G TN Fe A
FOR INTERNAL USE of KOSHIKA FOUNDATION s 3w i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 1
i TR | T pr

al JAE

11-04-2024



