K®hika
foundation
P

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAE Wy IEES WTey ( s )
mm:“ Bd“ﬁﬁ Z] i sriee fadk ““'l’i\ll]"}_pj
MAME o APPLICANT : AGE-vEARS 3-mi | sEx fafy

TOTAL ANNUAL INCOME - = Proot of incoine)
= wffs wu ( 08 h‘. (= = w0 wam)
| Pax No. et wm wEm __
ARE YOU AN INCOME TAX ASSESSEE (Tick whichweer s sppiicable): Yeu | N
s s W om f (9 v N W W B ur%ﬁ
FAMILY DETAILS fram firmm
8¢ No. Name of Family Member 7 Gender Reiation with Appiicant
WH st % wred W 9w "5{-‘1?' fiin HATE ¥ W AN
i i i
8 W ST 5 G D 72 T V7 WS VY P
’ Lth ﬂ‘}_s p‘_ (T
(2828 27 | Y = T e Z] AT
BASIE for REQUESTING ASSISTANCE (Tick whichaver 1 applicatio)
s % e Sl s
BPL Card _ Ceriificaty Ration ;
ﬂmw/ mmw mc:gj o C/lm_,.
i % ™ s TR ' -
(7™ = % v Wi W W (v 7 =t we Wi W oW ( Wi T W

’ “PURPOSE" for REQUESTING ASSISTANCE:
T fn e m i = TR
50 No. Medical Reports/Prescriptions Attached
w9 W i § wit % of ufehs g e

ATV

MJ:
H’

iE

(oo n T DL B L

T

ASBIBTANCE BEING AVAILED for

SAME “PURPOSE" fram OTHER SOURCES

W 30 ® W N s T e o i @ feeg e o)

NAME of OTHER SOURCE
5 W W

AMOUNT of ASSISTANGE BEING AVAILED
=i o wrmn mit




DECLARATION by APPLICANT. smiwer gt s %

$1:mmmanmm“meumdmpwm Mymmmﬂﬂmwwﬁmnm.lm
| mjection/cancaliation.

211 salsennly confirm that sssistance, # eceved from Koshiks Foundation will b8 used orly for the *purpose”, ia Stated in s Form, for which such assistance

ek renrRied by rme

:l,jiwmrwmhllmnulanl]r-:nnrulumnnudnmmm.mwvhmmemmdmﬂmummm.mhmﬂ

for which this assistanon & regquasted

1) ﬂq‘lnmthwmiﬁiﬂﬁm*&m&mﬂumhﬂﬁmuw s v & o &0 s fee o wwh b

3y g 4 wews o “witew e, W @ W oo b I sm il were o g € fiet Fem wi, W v owen o wo m

3) 4 v v { & o wpm dy o s W i 4, o oW MImfthﬂM#thﬂhlﬂnﬂﬁliﬂm

for which aesistance |s beirg requeslod.

2:I|ﬂppﬁwﬂjtﬂhuuqmﬂmwu:hmdwm.mm Mamdm‘pmm'.lmmmlumuwm.
will ol mutoeratically entitle ma for recotving of confinuing the said assiatsnce mmhmmammemﬂmM
wmmfnnuuutlnﬂthwmmiWMMHMMwMMHmmmm

1) T Y N s pemet w s Wt wm v, 8 () s Tyt W) e T o T “wifee wies by v it " sty =  fs %0 2|,
vy, Wi o W v o e f, O e o et o, v g TEer @ g s o efend & fed faelh B g e
i!dliﬂihWflﬂmwhﬂﬂmim-mi'ﬂih'mm'!wﬂmh

2y & (swiew) unimtthn.w,uﬁﬁhmathmi#dinﬁhlyu:mwmdm.nmhi

iy g ze Sl w0 Py offe b w0

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
site ¥ rw = S W P

#

AGREEMENT by HOSPITAL (Fems om it}

aymmww,mdwnumwummmmmmmmmmFWMn
{Hospital) hareby affirm & accept folowing:
ﬂﬂ-uu'lummnmm!rmmmmrummhdfmmmmmHﬁuﬂmymm,mmmwﬂwm.uwm
:ngulMmmmumem-mmutmmugmmmemm If e rpquesied assstance is not granied
u-;xmm.-andtunn,m;w'larmm,mﬂmmnimmmﬂ#ﬂumwwmﬂmmmumrwmm Thin
:-:mmrlinnnm-dnuymmﬂwﬂmhdwﬂiwtmﬂwymmlmnmmmnmumﬂmﬁmmmHEOw-wmm.
nMummmqumrmuwﬁmmﬂmm Thumnllhmmm&mﬁﬁnuddmmuwmmpﬂmm
nﬁvt.uhu-dmﬂumwummhﬂhﬂuhw.mdllmmmmwﬂmﬂuhmdlﬂm Hanoe, Ihe Hospital will
ﬂmﬂlﬂhlmﬂhﬂrﬂpm'lllbllllvul'ﬂ'lmmlil"lW&demlﬂmFMWMHMMMWWHHW
I the matter
vt sfowgn, werui) ﬁiﬂﬂﬁ“ﬁmwﬂm*iﬂumhhﬂnﬂﬂt.m“tmlmminwﬂn:ﬁh
nt!niﬂmtwﬂmimmmmmmmaﬁntinuﬁiﬁ-iﬁtﬁnw!'mw
i”ﬂhﬁmimi‘mwﬁm‘wwﬂhhhﬂ‘ﬂMW'nmm wiwen §) =30 faw e | A S
fodt v & el wew w et nmim#mmwmttnﬂﬂmmmihmmmumﬁﬁ ]
b wowil wop w e w= w4 W AmEEh
:.'mm'#ﬂlﬂwmmqﬁﬂhﬂrhwmwiimwhﬁmmwﬂﬁm
ihﬂhiﬂ'dﬁmmﬁn'nhﬁmwﬁmmhﬂﬂmiﬂimwﬁnﬁﬂﬂwﬁmﬂﬂm

o v st e ¥ 9 of w Peoh gm s F w0 e
LY

A =
RECOMMENDED FOR ACCEPTENCE

T i % for g Aﬂ&ﬁ‘
Date of Surgery - PRTERTH ; Mr LAKSHMIPATHIN
s W =y

(Name of D & Regn, No. with Starmp)
ll\\l])-{) T W TR A P A 1 _ EX
' FOR INTERNAL USE of KOSHIKA FOUNDATION 6%
SIGNATURE of TRUSTEE |
! TR |

7

oF J 4

20 - 03 - 2025



