APPLICATION FORM FOR ASSISTANCE {(Healthcare)
HETAM VG IEET WTEY (AT TEY )

APPLICATION No. |

K¥hika

foundation

HAME of APPLICANT
WAEF W T

e o 3 lprr }3 blg ArpucanononE: I e

AGE-YEARS Wrj-Td | sex S

FATHER'S/SPOUSE'S NAME :
famwges 1 W5

Lt e Ahmany m ¢«

Wwln

VAR E

m%é%%ﬁ&wﬁﬂ
(P ND ST Y annai ol s (U w3 |

B .
-
L

' s
L =

W oy [l

reel posthpd

3669 Le kS hmey

"

OCCUPATION =
e Coblir 26 ,ph0 [~ / UNMARRIED (sfvafi)
TOTAL ANNUAL TNCOME - (Attach Proof of Income)
A T 5w s (507 &1 H/Y e
PAN No, o] A WET
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever s applicable): Yes | Ho
s = =0 sy om § O w0 oTE o[ O oW B wd) LR ]
. FAMILY DETAILS wfram fam
S No Wame of Family Member Aqe (Years) Gendar Helation with Applicant
w9 "9 gip & meey = A 7H () fiin sreE ¥ o Ty
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
woom % fog el anm
BPL Card EWS C n
{Aftach Card Copy) — gmm-m Copy) m E:L:: <t Ar<cnped
WMW COER R R - - o
{wrm 71 9 e W (wEm T e e R =t i = 5 wa v wEe ) Lo b

“PURPOSE" for REQUESTING ASSISTANCE:

urm ¥ el m et W oot
Sr. No. Medical Reporta/Prescriptions Attached
9 semRER ® Wl W w vk i T 2
O ogma Lt B sefri Ao (Y
L—‘ R L3
= ff_d,é:‘!‘_ia"l‘_f_r‘_i:_;_‘
DI = o : i
Ll S0 O C I,Xz{f [ U TT STV __[f !5/ | o
i !-_-—'.a-.—‘-..a'v..___h__
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
TR I W ¥ W w5 w5 e R e o wg
8¢ No. NAME of OTHER SOURCE ASSIST AVAILED
¥4 W i e mm“ﬁﬂmﬁ'ﬁ“




DECLARATION by APPLICANT ®WTw U Wiwwn 51

HJWﬁmlmmIMmmmeimmmmﬂwmmm Any faise statermant will render my Applhcation & ongoimg assstance, If any,
liatve for rejection/cancaiiation, '

:.lwm;rmmmmm,uruumdmumhmume_wmummrwm'mm'_ummmmrm.hmmm

was eguesied by me.

3} | horetyy confirm that | hive not & will not in fulure, avail of remburssment, in pant of ks full, from any other sourcsfemployarfinsUsance company, of the amaunt

for which this assistance 5 requasted

1) A whvw wom {5 e v A R o B 3 =Tl st we o w buR S e T we wwe w96 e e W ow v b

2) # g = e o e e, © oW o b T T e o F e fem i, @ ow v F w o )

1) ¥ e wm { F fuem woes by o i 9 o B, o w sine w wen e el s swfiencn s @ 3@ fe b ok @ oo F

AGREEMENT by APPLICANT ( syaew o 570

1) By affang my signatura o thumb impression on this Form. | (Apphcant) harey agree & autnarise Kostuka Foundation and it's Trustees to
use/pubiishiput-upimproduce my name, address, photo & detiils of the "purpose”, for which such assistance ks requested/granted, through any
medium, including bul not bmiled to vertsl, print. slictronic, for sohelting donations for Koshika Foundalion andfor disseminating information aboul irs
actiies/achievomonts. Such use of my photo & details can be madas by Koshika Foundation belon or alter tny frestment or fulfiment of he “purposa”
for which assistancs s being requestod.

2) | {Applicant) lurnar agree that any such usa of my name, address, phott & detalls of the “purpese”. for which such ass:slanoe requesisd/granied,
will not sutomistically entitie me for raceiving or conlinuing the said assistance. The dacision for graning and/or continuing the assistance will rest solely
with (e Trusizes of Keshika Foundation, and their gecimion is ihie regard will be final and scceptable 1o me.

1) TR W W S wE W s W w8 (s s s w i e Swife wEEe ol T Smin W adege s IR SR o,
w, WA @ frw e e d it §, = st el o3, wem R Tt B o il st avaiend ® Tl el @ e e

& yefn wrd @ fay sivgy 1Bt v W fewne 2 g 8 ops wowe B o W fi Cwitne wedet @ amh s

2) A () T w6 e f e dn o, T, W el feare W@ fe v % axovd 3wl & o e weew W veRR W W owE d

" " T Tus e W e 5T o e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : h
ST W T R W e

AGREEMENT by HOSPITAL (v=a@ Bt %)

By affoong hersundar, mgnasum ol aur Aulhtrised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby altiom & accepl foliowing

1) that we neither dre prosently nor will in future avail of financial assistance rom another NGO or any other source, for the same patienlicase, a6 we are
requesiing Jo gel fram Koshika Foundation, to the extent that such assistince is granied by Keshiks Foundalion If the requested assisiance is nol granted
wmunrwminn.mpmotmhﬂi.|hunhHmpdﬂm:H‘nﬂgﬂtmmlhaupmmmwmmlmrqmwumm-umm
ponfirmation assentially siales thal the Hospital will not avail any duplicate assistance for the same patient/case from any othar NGO or any oiher source
2) The assistance from Koshia Foundalion is onfy financial in nature, The choice of the irestmentprocedune aivised/conductad by the Hospital on the
pabwnt, is based on the anangsment between the patient & the Hospital and is in no wiary Influenced by Koshika Foundation. Hence, the Hospital will
assume 5ok & complete responsibiity of the treatment 8 It's outcome & satety of the patient, and Koshika Foundation will hisve no role or responsibiity
in the matio:.
mhﬂqu,m’ﬂn&#tﬂMﬁ‘dﬁmm'immHMﬂﬂtﬂiw{mJﬂnmtnumﬁh
l;whaﬂuﬁmﬂtqﬂwﬁ-iﬁﬁnmHhmmnﬁn&nfﬂﬂmﬂmﬁirﬁ-ﬂﬂtﬁhﬁwm‘
2 Srofrviey 3w % w3 *wifrm W g0 T iy 5 b wR i i o aw Pt s i S W R we §a e
ftlt s Ay el e w e 9 W @ Seem v w s s v # e F we w b e wee fire T T ol b e
. sl wem W e o @ A FET —
3 “wif STt ® = i wpeen wwm fifm wi 6 & 0h o wee gm © o wEw W fel T ATwUTES W OT T OO e

% W 0 o b o Cwite e g el vt s s o) ) v s o R R e o b ae wd W e Taciod O T v

o anit sl i S s e owes d A o
1

RECONMERDED FOR ACCEPTENCE A x
: g % fou werf
Date of Surgery . B Mr LAKSHMIPATHI N
e o \ FDrPREETHI. B.K. Senior Manager

9y b )ap

17.11.2025



