APPLICATION FORM FOR ASSISTANCE
HEEal ¥ AETT WiEY

(Healthcare)
{ T TR

K ¥hiks
foundation
Budlcting block of like

Mruaonn:  alosye] ety e Loy

: - > : AGE-YEARS Wi-T | sex fen
A i
%wmy“m elo Clontatoqoads

Fi
1-1'--

v wn&mm mmm

l.

A AN O,

PERMANENT RESIDENCE ADDRESS . 7yf se o0

#

el

,&

OCCURATION [.lh.ﬁmpcq}fof. uﬁm}rumim
TOTAL ANNUAL INCOME - \ d {Attach Proof of Incoma)
= Wi ¥ (= 1 T HE)
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is appiicabie). Yos | flo
‘dmmmmttﬂmﬁtmwmmﬁmm: LR
FAMILY DETRILS wftam firmm
5r. No. Name of Family Member Age [Yours] Gander Relntian with Applicant
R AT % 5= W 6 N () fidn STEE ® O gy
e 5 . = '
! ‘ Sl o pend S b = Pl

BASIS for REQUESTING ASSISTANCE (Tick whichwwnr is applicable)
T W i R S

(W % w1 v i

ug@
{ Card Copy)

Wil TEn % e 7

EWS Cartificate Card
(Attach Certificate Copy) i Cn-p,_rl
W W T T I WE

wE A { e w1 W e i e R {wEm = Wt wm W s W

w4 F1

“PURPOSE" for REQUESTING ASSISTANCE:
e By TR W e W I

81, No.
W heE

Medical Reports/Prascriptions Attachied
FEARER A W W T W T e

I Z— W, { LS TV =

1 M“Fﬂar{

= fmIe:LfﬂfJ’
' i ___EJI‘— =1 '_l: e j
Xz (\LkL{‘lEM 'i'f El --laglotel’ A 1cl gl
\
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SUURCES
T TR B B A &= wemm e e w R o w7

Gr. No NAME of OTHER SOURCE AMODUNT of ASSISTANCE BEING AVAILED
T = T W AN &t wl s oA




DECLARATION by APPLICANT: SMT% £ W 7i:

111 hareby confinm that 2l details in this Form e True & the bast of my knowiedge, Any fales statement will render my Application & ongoing assetance. Il any,
lizhle for rejection/cancaliation

7) 1 sotarnly corfirm that assitance. il recened from Koshiea Foundeion, will ba usad anly for tha “purpese”, s sated in this Form, for which such essistance

was

requesied by me.
3} | hareby confirm that | have not & will nat b future, syvall of reimblrsemant. it part or in kil from any ofher sourcsamployedinsurance company. of the amount
for which this essistance is requested

1) % sien wow f 5 e wew 4 fed wt mft few ) el s e e w6 oo e e ol s v ww w bW o e B W ool b

1) % gm = T i fstew w8 @ ow o & Tee T T ate 9 g ¥ S few a9 o e d o one

nﬂ@hmiﬁrhnmgmmtt'ﬁ! ™ ofn W e W owen frew fedt e dafsiendm vl 8 1@ e b ol 3 0 ofes F o
AEHEEHEHThyAFFUCANT | wETE T )

1) By affiorg my signatuns or thumb impresdion on (his Form, | (Applicant) harslry agree & sufhorise Koshiks Folndation snd i's Trusless 1o

usalpublishipdlupfreproduce my name, address, phols & details of the "purpess”. for which such assistance is requesiadigrantad, through any

madium, ihcuding Bt not kimiied to verbal. print. elsctronic, Tor saiiciing deaations for Koshika Foundation andior disseminating information gbout its

activites/achiovemants. Suth ute of My phalo & delails can be made by Koshika Foundation bafors or after my reatment or fulfiimant of e “purpose’
for which asuistirics is being requested,

2} | (Applicant) further sgres that any such use of my name, addmes, pholo & detaii of the “purposa” for which such assstance is requestod/granted,
will not automatically entitle me for recemving or continuing the said assistance. The decision for granting andfor continging the sssistance will rest solaly
with (he Trusiees ol Kosiuka Foundation, and their decision is this regard will be findl and accaptable 1o ma

1) TR R 9T TR T S Y ov e, & (smiew) avd med w) g sen o o Csife s ol e i " w stfiegr we o e o e,
o, %A v o fer wm oy e §, 39 “wive v =, o, gEEem xer ageen @ 0 il S oovferd @ fied el O s o

& v W ® G o b S owT oW e @ o @ W W o § wes W fa el sl o e b

2) 4 (snbew) vE w0 me {0 B0, T, W o R W s wmen ¥ et @ wit € O e S W) yeor T v @ e

*wifisss™ v Tes e W Sedn sl sl woeEd v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
ST W e W FE W e

AGREEMENT by HOSPITAL (w=mm gt w31)
By affinng hoswunder, sigrature of our Authorisad Sigratory for tecommanding this casslpatient for financial essisiance from Koshika Foundation, wa
[Hospital) hereby affirm & accepl following:
1) that we neither are presently nor will in future avall of fnanciat assistance from anather NGO or any ather source, for the same patient/case, as we are
requesting 1o gel from Koshixa Foundation, 1o the sxtien! (hat such assistance s granted by Koshika Foundation. If the requesiad assistaince is not granted
by Koshiky Foundation, in part or in full, :hmMHnmlmllnngmmmmwwmﬂﬂhmmﬁm NGO or any other source. This
ronfirmalion essentially states (hal the Heapanl will not avail any duplicale asststance lor the same patienticase from any other NGO or any olher source.
2| The assistarce fram Keshika Foundation is only finansal in nalure, The chalce of the reaiment/procedure advised/conducted by the Hospilal on the
gallent, |8 besad on the arrangement between the potient & the Houpital, snd 1 in no way influsrced by Koshika Foundation. Hence, the Hospitad will

assurne sole & complete responsibility of the reatment & it's putcome & safety of the patisnt, and Koshika Foundation will have no role or responsipility
fn the mitod

Wt wiown, W W st @ SR W i st § fdir e i fewdie 9w €, Bl ovn (v Fes g @ S 8 vl i b

1) g e 2 o wine whe 3 o wfre F fafen weee el A wowdt s acl e w @ ve iveeE d S ow @ o S e ovn S e
A frafnfaf 5 & wae o Yaife s on v by e b it s wetes” oo wee fefe sfeseen iy vl few e o s
et == wved W W TR R SR 7 T W W e g e & g o e v e € e e Rele o T v i e
4 wrerl ven m el e wes B o sl

L “wife wEve” @ = v e Su fafw v w1 6 @ 9 veww gw § ol T @ et W STeEET W g o e

€ i w fren § s etfers weepe o et wm w o oen ol ) g pe A R ow e e s s A W Wi Rl il O v
W vt b “wifew” ¥ W sfi @ Pl woseE S0

4 )
mmm [ b
Date of Surgery _ e g Mr. LAKSHMIPATHI N
bl | ®Dr: Hﬂ.;. THL B.K. Semur Manar Signtoy
M.88.5 DO FIGO.FPCS4
‘;-glﬂ\% (Noere.of O & Regn, Nox mn ospta]
S 3 P x i g
% ' "it‘ GUNDATION %Lmiq i *7 arust)
5 v
SIGNATURE of TRUSTEE 1 s | SIGMATURE of TRUSTEE 2
ey | ) TE 2

.l Jr

17.11.2025



