APPLICATION FORM FOR ASSISTANCE (Healthcare) Kgmlqa

¥, : (Em ! foundation
AFFLICATION Ko APPLICATION DATE - = Bosdlidiing iibeech ml Hfe
mewm Blong/3rgy  [memee [ L | eee——
NAME of APPLICANT - e AGE-TEARS Y- | sex fom .

e Sty ol tg (M

famwT w1 T .S,Q B P

WIS T
LAl %]

% ?ré. oy Vo<t ap
575 Sivguelly

o Coolie  MARRIED (PIies/ UNMARRIED (svaiie) ‘
TOTAL ANNUAL INCOWE - Attach Proof of Income)
F7 AiE W 2L .080 ;_, e

| PAN No. wam & Wi
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie)

Yus [ No .
T W W W e W ow e s e s mM

FAMILY DETAILS ‘Ffmﬁ' fismm

5r. No. Name of Family Member Age (Yodirs) Gender Relation with Applicant
Y wEn o % wmed W oam 3w () fisn STeE % EY Wy
_f__,_,..-—-r
_-F“-F-F-._
el
BASIS for REQUESTING ASBISTANCE (Tick whichawer s spolicabie)
qEmm % A Tl soam
BPLCard _— EWS Cenificate Ration Card
(Atiach Cagd-Copy| (Attach Cortificate Cogy) (Attach Cagy) w_%’—
L I o v 575 s m o s e ) T Wi TR
(e 3w wm whowEe W (wme e ) w ul e %) (95 T W ae oA W
N\ “PURPOSE" for REQUESTING ASSISTANCE:

e ) R oW sl W A

Sr. No. Medical ReportsPrescriptions Attached
5w wmmRTe @ i ¥ o e g w5
F o atin a & r L
11
= hir_'!;rnb.}k.n_l_ < 5 = Cal oo (1

™

I E coutroanct
=

Bt

N SO 0T 3

rf;iﬁﬁ?ﬂ I =
L i i B s e

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
™ T % ¥ W s e e s v e s g

Sz Ne. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
B i L 0 w7t T T




DECLARATION by APPLICANT. FTw Bm www o

UmmﬂﬂﬂdﬁihinﬂﬁFﬂ'rﬂﬂTmtﬂmMMWM.MHHH!WIMIMWMW&WMJW
rejaction/cancallation '
2) | solamnly confirm that assistance. if received from Koshia Foundation, will bve used onty for the ‘purpose’, as stated in this Form, for which such assistance
was requested by me
3}|mmMmemhﬂMhm.mumm.:nmmmm.mmmwwmm.ﬂhm
for which thiy assistunce is requestied.

1) & s wm { T w wn ﬁﬁﬁﬂm*&mﬂtmmﬂmti#ﬁmﬂmmwmiﬂﬂmﬂﬂﬂ*Mﬂ
2) ﬂtwﬂmrﬁr‘mm'_duﬁwn‘rt_mﬂﬂﬂnﬂ#iﬁhﬂ,ﬂnmﬂwuh

;jlgﬁzm{ﬁ:ﬁnmqum!ﬂdi.mtﬁwmwmm“ﬂmiﬂiﬂdhtﬁuﬁﬁiﬁm

AGREEMENT by APPLICANT (sies g1 %7%)

1) By affong rmy sigintute o thumb impression on s Farm. | [Applicant) hereby Sgres & authonse Koshika Foundation and iI's Trusiees to
uselpublishiput.upireproduce my name, address, photo B detais of tha “putpose”, for which Such assrstance s requestedigramied, hrough any
madium, including but aot imiled to verbal, prink, skCironi. for soliciting donations for Koshika Foundation and/or disseminating infarmation aboul iU's
activilies/achsevements. Sueh use of my photo & datails can be mada by Koshina Foundation belore of after my treatmet or fulfiiment of 1ha “purpiose”
for which ssstance |6 Daing requesiad. _
2|lmmmmmmunymusurmym.m. mamuw-pw'.mmmmmmmﬂwm
will ol automatically entille me for recevng or continuing the said m.mmrwmmmmmmwmwwmm
with thes Trusiees of Koshika Foundabon, and thisr decson ks This regard will be final and scceptable 1o ma.

1) T O W ST e W 3w we e, § () weh wysi Wi g wm o “wife W o Te% i " W wfiem wor { e S Am,
w,mﬁﬂrimmmiﬁi_ﬂ‘m'mam,m,mwiﬁn#gﬂmﬁmtmmﬁmm
imm*mwtlﬂmwmﬁw*ﬂﬁwuﬁm&ﬂﬂ'mm'umnhah
I!ﬂtl'\lhl'}ﬂlllﬂH'I'FI'Itkﬁl‘ﬂl&H,ﬁﬁ“iﬁm*mﬁﬂiﬁﬂ:“ﬂmﬂ“iﬂwf

“ i T Tt =i w fasty s sl e WM

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
sriee % FE W SE W foe

o =Y

B
. 3

e

AGREEMENT by HOSPITAL (WP BT ¥T01)

By affining hereundsr, signature of our Authotised Signatory for racommending this casa/patient for financial assistance from Kostika Foundation, we
{Hospltal] heraby sfirm & accep! following:

mnmmmrmtrmemnnﬂynmmilhmuueauallnlﬁmndalmhmhmmm NGO o sy other source. for the same patient/case, a8 we are
requesting to get from Keshika Foundatitn, to the extent that such aspistance is granied by Koshika Foundation. If the requested asaistance s not grantsd
by Keshika Foundation, In part of in full. lunmhn:pﬂﬂrmmln'nq_htbummuwmmmmhwﬂmurmfwurmu.m
confirmation =ssanlially mmmmHu:pmmmmanuanfdmmnhlmhmummmmmmmHwﬂmmm
Ipmmmm&mmMlenduﬂmummﬂml mmlmn_mmmmmumewadmmﬁud!mMadwmmtﬂHmm
M.hMm&umwthWﬂmtlmHmm.mammmmﬂmmdwmhhhm.ﬂm.mww
mﬂ&mﬂhmmmmh:vw&nxwwluﬁwﬁmmﬂwmm-FowwﬂMHnnmhwmnﬂhﬂny
in the matier
nﬂm,mﬂﬁﬁﬂMﬂ'mm'ﬂmmumqﬂi.mNIMJhmintﬂwﬂh
:Juﬁuqiﬂmmwﬂqﬁﬂﬂﬁﬁnmmhmm“mnminﬂﬂﬂiﬁtﬂﬂtﬁhlﬂ‘ﬁmm'
& frwfoniaats 70 % W ﬂ'mmﬂm"wmﬁki;ﬁmm'mmﬂmhqihmiim
fwell = Ay et wem W fedt o el W T R W mmmtuwwimtﬂmikmmmmﬂlﬁﬂhm -
#r mret wew w el s woee W o Emved)
L'ﬂmwﬂm'ﬂtﬁ#mmmﬁﬁrﬁttﬂnmmﬁdmwﬁﬂmnmﬂwm

& o s favs & o s m:im‘wﬁaﬁmwﬁm#luwﬁﬁmﬂﬁimmﬂrmﬂuﬁmmﬂdm
2wt b e ¥ o sfm v fasod oo 9 ot el

.,

r 0]
RECOMMENDED FOR ACCEPTENCE &g@;
T /
Date of Surgery | S - i LAKSHMIPATHI P
smsaE | D) PREETHIEB.K! - Senior Manages

® M BRS. DO 3 wmmw
1t blae MR e e

et
STGNATORE of TRUSTEE 1 ~ " GGNATURE of TRUSTEEZ
I T | = TE 2

&gy’ AT

17.11.2025



