[ 30 & =gy Hera )

PAN Wo, T TW TER

\RE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicatils);
LB s BlE R R e

You i No
Ll

Ld____'____.——-_'-

FAMILY DETAILS wfram fiypem

5r. No Name of Family Member Age (Yours) Gandor Relation with Applicant
FH T TR W e W AN 3 (7 sl SATF W WY FEY
]

BASIS for REQUESTING ASSISTANCE (Tick whichwver i applicable)
HmE

wETam % i el

BPL Card

(Attach Card Copy)
L il i |

(e 1 ¥ ww v HEE W

= EWS Centificate
(Attach Certificate Capy)

== 5wl yam my
(vEm v W) e ol s wih

Ration Card

(Attach Copy| -
|

Basis/Proot
=1 W T

"PURPOSE" for REQUESTING ASSISTANCE:

wee ¥ R TR TRl W I
5¢. No. Medical Reports/Prescriptions Attached
¥n W AR § ol w5 of v g s
AT Y WL T ZE (et eoinrt
R !
; | FaVa A1 S0y W ey
| 1. ] = g 1 5
| N m_gvg_m_g_i AP =4 (A OAAC T + PN
o Jnile s ] T
ABSISTANCE BEING AVAILED for SAME “PURPOSE- from OTHER SOURCES
W I W v W e aem e s i B B o oW
8r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F0 = W W AN # T mwre T

APPLICATION FORM FOR ASSISTANCE {Healthcare) 1 th[l?_a
HETSTW ¥ s WiE (FAPE S foundation
o B Ip926/30 89 [y B e e
NAME of APPLICANT - AGE YEARS WOV | Gex oy
Eaishally Catuiammma ’ Q
FATHER'S/SPOUSE'S MAME [ '
= Pre & P post O
— 34 %9 g,
OCCUPATION: }WM | MARRIED (FRES}-+-UNMARRIED (fmribe)




DECLARATION by APPLICANT. =8t o Wimr 7%
1) | hersdy confitm frat all getalls i this Form are True io the bast of my know . Aty falsa statormmnt wei £ ing assistence, I
e Edge. Ay redee i Appleation & ongaing ., i any,

2) | sofamnly confirm that assistance. if recarved from Koshika Foundation, will b usad otily for the “purpose’, ws siated in this Form, for which such assistance
was rqueshid by e

snmmﬁmﬁulh:mnmnmnmmmn-aulu!mnwmmwumm. m-::wﬂmmmmmm.dmm
for which Wiy assigtance = requested

uletﬂuwmﬁkiﬂﬂfmnﬂﬂMiqmmﬂﬂll:ﬁﬁﬁmﬂmmmmidtﬂWMnﬁth

1) %t g % werm v “wive e, 2 W nmi_mmﬂﬂaﬁwiﬁhﬁ,iuwiwwl-

3 % e wen f i fom sy & W i W § o v % s wa B Pl se el W @ 3 0 fem € sl R e 3o
AGREEMENT by APPLICANT | smies gm =71}

1} By afixing my sigrutute af b impression on ks Form, | (Apphcant) heraty agnee & auihoriss Koshika Foundation #nd it's Trustees 10

vse/pubtishput-Upieproduos my mami, Sdarass, pheto & details of the “purpese”. lo which such sesictanon i requestedigranied, through amy

rradium, nclding bt not limied to varbal, panl, electran for soliciling donaticns for Koshika Foundation andior disseminating nformation abiut I's

activitiesigchiovernents. Sueh uso of my pnumlum:iiimnmnudebyﬂnm Foundation befone of afier my reatmant of futfiiment of the “putpote”

for which assismance is baing requesied.

21 1 (Apolicant) Turthor agree that apy such use of my name. BOOTESS, nm&wldim‘w‘.wmmmhmmnm.

wlﬁnntautmlmaﬂﬁthrne!ulerwmmnuhqﬂwuﬁuwm.Thmmhwﬁnqanwmmmmﬂmm

with the Trustees of Koshika Foundation, and their decsion iy this regard will ba final and acceptable fo me

1) WY S s v w s 9 e e, 3 (o) vl wefe o e wom f v i weine o e odd " i sfegn won  fE S0,

i, oicd aby = fewen v wre o v b, T e v L o, sy g7 Tiere 5 g e sm swfert € T fast W waEn e

ﬂwmmnﬁﬂnh-\-rhﬂmmﬁmﬂﬁmimtmwmiM“m'lﬂm'qﬂ wogs 1

nhmjm-nmitwm.mm*mﬁhmiwiwtgi-mmumdmlwm#

™ e e s W Foi e o e e N

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
wrw % wEw W R W B

AGREEMENT by HOSPITAL (wmsm Q0 %)

By aitixing hisreunder, signatuse of our Authonsad Signatory for recammending tils casuipatient o financial assistance from Koshika Foundation, we
{Hospital} hareby =ffirm & sccep! following:
1|rha:unmmarcpumd~,nm-i.um1u1umuunn!ﬁmmmmhmmmHGDuauymwum,lmumummnmumumm
ruuuuhngbgat&m!mhmmemnn.mmcum&mﬂmsudinaiﬂmilgmmdbvmumemﬁen.I!mmdummlinmwhd
b-uKi:ihﬂanundnum.mpqnunnmu.mmmrwimmll‘srmwmﬂnunmwhmﬂﬁ&ummmmwwwm‘I'm
ponfirmation essentially states that the Hospital will nol avel sny duglicate aasistanca for tha same patient/case from any athor NGO or any offer $oUrce.
2) The assiztance from Koghika Foundation & only financiat i natyre. The chonse of the restmentpncadune advisedioonducted try Ihe Hospital on the
Hﬂ-nLiibuueImangmtmmmhuummnllwmpﬂnl.andisinmwnrmﬂmmwmmFmdm Hence, e Hospital will
mumno#elm:ﬂﬂampurm&ltyel'uwummmﬂ&it‘nnut:w&nfatyolﬂnpﬂiun’c.mmmthﬂ!m-ﬁMﬂmmawuibﬂty
in the maties
nﬂm_mnmﬂMN'ﬂmm"immnmﬁﬂtﬁntwm:Pemmﬂmtmwdm
nwmiﬁmﬁwﬁﬁimmﬁnﬁinmw-hﬂnmﬁmm#mtﬂﬂtﬁﬁﬁ“mm'
ﬂmﬁﬂwimﬂ'ﬂﬁmmﬂ“wmﬁkiuﬁ‘mm"wmmmudemtimk_
Mmhmﬁqu’mﬁHmﬁmﬁmﬂmgﬁumtlwwimmmtkMWWthm
e wrmrdt s w Tl S e WA S
1'ﬁﬁmmﬂm’ﬁmmmwmﬂﬁuﬂnMmmwﬂiﬂmnﬁn&mﬁmuwﬁnm
tinwﬁml#'mm'wmmwﬂm#hmﬂmiwimmflrwtwi: W Tt it v
¥ oy o W o w et g '

RECOMMENDED FOR ACCEPTENCE
| i % for s Mr LAKSHMIPATHI N
Date of Surgery iy SEnior Manager
siteR W : OUTREACH BANGALO
ne of Or. & Regn. No, with
17—1'}-)16 mtﬁ_;’mm'!_ﬁw
FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE1
=R T |

17.11.2025



