K ¥hika
foundation
E T T

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETaA! By WTHEA WY (vErrgn )
e Rluasias gy arucanouoae: | sTulas
e Lakshmanma, e L =
;wqm - . w!ﬂ MWMIPG ‘

Assl. hrvtarmaia .
mﬂ&'mm u.)luuf{a}j-ed Mrm[mr
TOTAL ANNUAL INCOME |Attach Proof of Income)

7 s Ao o0/- (0 W e i)
“AN Wo, 1| T WED
WARE YOU AN INCOME TAX ABSESSEE [Tick whichever in applicabie):
Hmmumﬁiﬂiwwﬁﬂmml ‘%/.
FAMILY DETAILS frm
5. Ko Name of Family Member ) " Gander Aplaton with Appticant
w TR sfn & ol = Wy %m il mnﬂm
< =
I N
2 A
N N
N A
\\
BASIS for REQUESTING TTick whichever s applicatin)
wren = el i sowm
BPL Card EWS Cortificats
(Attach Card Copy) (Astach Cortificsts Cogy) (Ritach Copy] degong,
it W W W W gu T TToe =7 | = W e
W (T e (v o1 % ww o e wh (W wn %) ww W S owh
“PURPOSE™ for REQUESTING ASSISTANCE:
s ¥y fed m Al W It
Sr Mo Modical Reporta/Prescriptions Attached
WY sepmygher ¥ w8 W nf wivtey il dem
z 1 olacacl
r
L"4 :
ASSIBTANCE BEING AVAILED lor SAME “PURPOSE” lrom OTHER SOURCES
W I ¥ ¥ Wi = v e = wm w o oW
Be. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W W ¥ T W W # m sgem o




DECLARATION by APPLICANT. seits gn ww w%;
ulmll:r;m-cﬂ:mMHMMI-&Fo-rnmehhhﬂnfnuhm.mﬁmmemﬂumyWIwmm.irw
zummumwmmm.thm_mbrmmmm'm*ummmFm_ﬁummm
Wit requestad by me
aplmmmimm:wnmmlm,mummnmmmmn.mmmmwﬂpm:nmmdhm[
for which thes axsiatance i mquested

1) 4 ser wam o e om wpen 3 o ad feem 38 St ® m-mﬁ:ﬁiunkﬁhnﬁwmwmtt#nmhwdiﬂh
2) @ go o wEoen v *wifen weber”. A w0 § e T =@ o @ i win smuJmmmh
niﬁmthhmunmaﬂl,mem-mhﬂHMMiwimltqﬁﬂiﬁm
AGREEMENT by APPLICANT ( ssiow g wa1)
1jhm-mgmywmmmmmmmme_llmunumwlwﬂmmwwnmﬂﬂm
usa/publistiput-upiregiroduce myw.:dmu.muﬁmhmmm'.?wwmmumumw,wm.
mudm.mmngmmmﬂlr.wpmu.wl.m.hmmhmmemrwmmmh
actvitsiochjevemanis. Eud\muimrpmmuuuihmmmadnnyﬂuwuhwmmmﬂrmnwnmtwmﬂmmmIhn'punm'
for which assistance & bolng requested.
zp|wlnnnhrum.pmmuln'_rmmdwm.m.mlmﬂm'm‘.hmmmhwm.
will not aulomatically mnbitie me for receiving of cantimilng the saic assistance The dectsion for granting andiar continuing the assistance will rest solefy
with the Trustees of Koshia Frundation, and thais declsion is this regard will be final and accapiable Io me
() w8 v W aE wene W W Wy e, ¥ (o) m-ﬂﬂwmtﬁ‘m-ﬁbﬂ#n&'ﬂi'dtmm{khﬂ.
wp, w2 st @ fawn wow  oie §, T et oo =l o, wowe gt Tt § e el s avete o fist fesh b e s
imw*mMinﬂmwhmwﬂmiwﬂmniﬁim'dhwﬂm':nﬁwh
:?i{mlﬂﬂiﬂ{ftiﬂﬂ_ﬂ,ﬁ#fﬂﬂiﬁmiﬂlﬂﬂﬂl‘m:mwmﬂlmnﬂi
~w¥frw” oW THE e w favis o sl wemet W

AGREEMENT by HOSPITAL (wme oo =)
aymmpnn--mw,mlmmmmwswm*mmmmhmmummmmmumrm.n
(Hospitnl) haraby affiem & sccapt following:
um“mﬂhmnprﬁ-rmrmmmrnh.nmmrdﬁumﬂmm-mmmﬂmwﬂtm.mmwmm.nwm
mwﬂmnwmnﬂumem.mﬂnm!lmuummm-ugmhdwnmthlm If the reciuesied assistance s nol granted
b'rmFuundi'ﬂnn.np-lm:urInI‘uﬂ.'rrhlrl1h|Hnﬁ|’.‘lﬂmnﬂmlfi#ﬂhmﬂlupmmﬁ!mmwrﬂﬁﬂwmnﬂﬂm.m
mnmlmwmmmmwﬂm“dlmd%-hndmhhmmmm“rmmmwmm
27) The assistance from Koshika Foundation in only fingncl in naturg The choce of the trestimentiprocedure advisediconductad by the Hospital on the
pmmuhmdmmwmbmhpmlmlhmmmhhmnvmmmme.m.mMﬂ

assums sole & complate responuibility of the treatment & It's outcoma & salsty of tha patient, and Koshiles Foundaton wil have no role or respansibllily
in the matier,

Mm,ﬂﬁ#iﬂﬂw‘mw-immqmﬂﬂt_hﬁnlmmmﬂin-dHIﬂh

1) w5 f& 7 o wism st 3 i 2 i s fee & s e w fed arn ol @ e et W 8 o £, i e e e e
im;*mi'ﬂmm*mmhkIan‘ﬂnwﬂm'nmmmqwnﬁhnlimnn"'r
ferft s i wrerht wee w B e weR 1 o o w e wies s o g o wre own oo f v ffe e v Ofioe oy P

& st wier IR s R B A0 Amebl

3 *wimE s @ W nf wren e A et W booh w v on 4 vl s o R TveaiEe W e Ol o we

o s w1 e & ot wifios werteet g fedd swr W el e ) b e e d O 8 e e A s w8 fedod O o e

@ it o e W s o u Prdol oo o)

/)
it % g W

Dot Siniery T | Mr. LAKSHMIPATHI N
.- Authorised Signatory
:.Klufds' [Name of Or. & Regn. No- with Stamp) 'ou %&ﬁ%
e E o A DIABETES ETEVER afw FEe
FOR INTERNAL USE of KOSHIKA FOUNDATION( A #iiFfoTSA#ddha Eye Care Trust)
SIGNATURE of TRUSTEE |
= v | R T 2

o/

Y TANE

20-03-2025



