APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUShtka
h ( ) foundation
APPLICATION No. - = _——
T 2 /;gg : }1‘1#; wary é]u_}%_ —— L
HAME of APPLICANT | AQE-YEARS ST W1 | sex
ETE W) =5 : "
: Pram jla. b =
FATHER S/EPOUSE ™S MAME -
Frevaen w Wfﬂ_&%dﬂ&
__ PERMANENT RESIDENCE ADOWESS ~ 3407 Sl - PGS"C}P
19 Presmule
. e M de e 8 (Towifier) | UNmARRIED (sdiim)
TOTAL ANNUAL INCOME : % {Attach Proof of Incame)
%9 s — D 8080 /- (3 e )
PAN Mo. THT WS §B ’ ) .
YOU AN INCGME TAX ASSESSEE (Tick whichever Is appiicatiie): Yeu
Emmmwi(i!ﬁﬂmm!ﬁnﬁ:ﬁm{l tl'::;'t""’f
FAMILY DETAILS wimm fiemm
™ Narms of Famity Mamber Gender Relation with Applicant
W A gita % weel =) Wm %ml fiam ST ¥ TN S
O wupen Jerg g D ™M ~ -’Mﬁu
BASIS for REQUESTING ASSISTANCE (Tick whichuvar 1s applicabin)
werom % fent fi suw
% Gard | EWS Certificate Ration Card Any Other
{Atwch Card Copy) . (Attach Cartificate Gopy) [Adtach r:mj ( BusisProol
T % e T S A W T TYYRER —_
(= 53 ¥ o ol (99 91 &7 W T W W (¥ g WL ST v wh e W e
“PURPOSE" for REQUESTING ASSISTANCE
e ¥ el m fl w o
5r. No. Mudical Reports/Prescriptions Attached
Lk weEEte & wil Wl siieie i s
i l
—__ﬁlw ) 2 E C oA i 721
L Yl A 211 W

‘L;

ST TE ] LEE Zzlmonrl S prigs ]
A— -
—

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W I ¥ o v = ww el s e @ e o w2

Sr. Mo,
BT

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N T W I w W it




DECLARATION by APPLICANT: WIWwW 37 W1 7
1) 1 hredyy confieri thal all detafs in this Form are True to the best of my kiiowledge, Any falss staterirtt will rondar my Application & angoing asaistance, If any,

fisbiel for rectinnicancalation
211 scfeermby corfiem that sssistance. ¥ received from Hoshia Foundation. will be used only b the "purposs”. ey sfated it this Form, for which such assistance
wiss regusied by e,
3} 1 heretry confim thir | have ret & wit! ot m Rutline, avall o reenbursement, i part o= i Al froaem sty other sourcalamployecinarpnts commpmivy, of the arnount
for whiich thls ssaistnnce (8 reguestod. r

;;ihntﬁﬂmiﬁﬁmmm-ﬁwmm“mitmﬁmvwmnmtiﬂmhﬂiimh

nﬂwiw-it‘#mm'_ﬂﬂttﬂl_mnﬂh!ﬂ!hﬂlﬁ!{!dHhﬁ_iwmiwmli

nimmtf:m-mﬁwtrhl'litﬂmnmnmhﬂﬂmwiwiﬂmlﬂuﬂﬂi&n
AGREEMENT by APPLICANT (mies o1 wit)

naqmumwﬂgnmmwmmmmmmﬂm:1W:mmHIWHMFm-ﬁwﬂmm

mmmp&mwnmmmlmalmwpm'.h-wmmﬂmwuw.mmw

mesdium, Including but nol limied 1o verbal, print, slectronic. for soliciting dorations for Keshika Foundafion and/or cseseminaling information about i's

asctivies/schisvemonts. Such use of my photo & detaits can be mpcs by Kawhika Foundation before or after my treatmant of fulfiment of the “purpese”

for which ssuisiance is being requested.

IJI1%}th:mmﬂtmdmrmmmluﬁhdh‘mm‘.huuﬁdtmmmmqmm.

will not sutomatically entisie me for recaiving or continuing e sald nssislanca. Thi decision for granting undior confinuing Me aesistance will rest sololy

with the Trustees of Koshike Foundation, snd fhair docision is i regacd will be fnal snd acceplatle fo ma.

1) TR T W A e W N e e, d (arhew) wed wee Wt g wn { of e anite ok ved sitd T s wan { e o oo,

g wt ubr = feere v e d s 4, @ “adfeen® ey SR o, e e agte @ R et st o o el el oy s

immihwhﬁmmmﬂmtﬂmﬂﬂﬁih‘mm'ﬂﬂﬁgh

1) & (i) v5 o @ wpm 0% 0w, v W s fas o e e ¥ el @ wive & 9 s T W v o W el

“sfvw” v e Sene W Pels aie o wuessl v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
s ¥ T W W W

-

ACREEMENT by HOSPITAL (yesss g wm1)

By affixing hereundar. signoture of our Autholised Signatory fof recommanding his caseipaten lor financial assisinnge from Koshike Foundation, wa
{Hespital) heraby affirm & accept fofiowing:
ulmw-nmmpm-lrﬂlrnnmdlhh.m.uﬂuﬂol'Mundﬂam&mlmmuNGGumymmmuﬂ.Fummmm.unlm
requesting 1o pat fiom Koshike Foundation, to the extant that such asmiitance is granted by Kesfuka Foundation I 1he requested pssistance i not granied
burltnmlhﬁumﬂm.hmﬂmhhll.&mhbﬂpﬂﬂmhmmmﬂuw&uﬂwﬂﬁlﬁmmnﬁl}ﬂmw“ﬂm.m
mﬂ&mﬁmmwmumﬂummﬂmlmwuuﬁmlmiwmmwmmwwmuwhm
2) The assistance from Koshlka Foundalion i oy financial in mitture. The cholcs of the trestmeniiprocedure advissd/conducied by the Hoapltal on the
pﬂmt.l:huﬂmhmmpumbtmnlhnp-numliIhuHurpm.nndhlnmwluwwmmemﬂm.Hm.thm
mmrﬁm“mﬂmmmmmm&n'tm&manwmmmmﬂhﬂﬂmmﬂuw

i U rEATies

v g, geoed) W) ol smhaivd ) "t werdws® @ i snpen By Sedton w1 e R, e v Crevm) i R e v sl e b

1) o fis 3 o o oby 0 ) sfew oty o Pl & el W w ek = v 4 T At F o w A o §, B4 s owr “wilow T
#mmimﬂ'ﬁmﬁﬁm*mmnhtlﬁ"ﬂ-m‘mﬂﬂmﬁwiﬂhmiim -
Srll sy Bt e vew w Pl W TENT @ w4 W e gder T bW TR 2 = aw e b i s Tl eoee dde i el
& wrgit dem w fed sem wgE v Al A

2 *wifres st 3 o woom W fele ol S B i 5 peemy ga 6 o oy w fed v TvwvsiEw w1 ogEe S o e

% v w1 fvn & s Cwmn wetTEt g fet v W e oot b e v 4 bl o g gow oy 5w W) it Peded 38 o wen

w Wi ot o 9 ot faclof = e F ool

fa]
1\‘ RECOMMENDED FOR ACCEPTENCE _
“,  wimph ® fae s
Date of Surgery k Mr. LAKSHMIPATHTH
st & uiy Sanior Manager
Name of Dr, & Regn: No. with Stamp] e beratat
é}l'l.-,').;; ot A ¥ v
1 FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1
=l T | =t T 2

al JFAEL

o S

20-06-2025



