-

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUS!'Ilka
HEIAT B9 =TT Wiy (v T ) foundation
el S ¢ 3 ‘3‘3?‘@”5;1 SO e VA LY YA ST
APPLICANT : g AGE-YEARS WI-3M | sex fam '
sarviedrkatds _g]\?u’n PG A f
FMHEHwE"E NAME M [ﬂ re Cl‘f!:{ N '-.{.-C_{,.‘:‘:\ '
.v 4 PRESENT RESIDENCE AQURESS w3 s a1 |
i i 2 G-..;:.‘c]mH.‘ F::ﬂﬁ'ﬂﬂ%-’v?’ _
i . ;] f - :
— Tl slasle.
PERMANENT RESIDENCE ADDRESS | Tl S5 777 PR of? - Pon
— 2350 ~ CAtawsd
OCCUPATION Mo pot fMlCF_L umﬁ;{hrms | UNMARRIED | sifmiie)
TOTAL ANNUAL INCOME - (Attach Proof of Incoime)
o T wm (5™ % wna w)
PAN No. T wim = pr
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablie] Yes | NE

AX
‘nmmmmlmmnmwmmﬁmml

LR

FAMILY DETAILS st fymmw

3r. No, Nama of Family Membaer Age (Years) Gender Aslation with Applicant
WY o ® WE W TN ECHE D] i FHTE ® W wa
BASIS for REQUESTING ASSISTANCE {Tick whichevar s appiicabi)
> s % T Pl amwm
ard Caitificats
{Attach Card Copy) mﬁmm] m; /B‘:‘r/ Bcld :
it ® i wE Ty 9 Wy gy TINEN WE .
(w0 =% wm ol W wh (w5 o %1 W o W h EoUR R R pea—— W e
r “PURPOSE” for REQUESTING ASSISTANCE.
miqhiwhtmw‘m:
S Mo, hdludw:twtpuumm
9 HE SRR # w0l W o e o wee
ﬁ‘ : M — . - = -f
= ;Ar*,-crc,tlhmw = K . Flalas
. = 4 - iy
o {— e liyd, relolcid
: - -4 = J
o B (A% ¥ 5T g ;{“1-- Zalainit =T ST Al
1 H = b | Y o
mmmgmmmmmwmmmnm
mm%qwﬁmmﬁmﬁm%mﬂﬂ?
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 mHm W P W AW = ol gergm o




DECLARATION by APPLICANT Hritw g wiver 7.

1Jmmmwmhm&mm Tru 10 e best of my knowiedge. Any false statemnent will render my Apglication & angoing asuistance. if any,

231mmmm.ﬂmmmmmm wﬂmuudmhm'mmm‘.uwanm_hmmm

was requestxd by me

3t1nnmmﬁmﬂwthawnu5ﬂimthm. mldrmmm.mmwmm.mwmwﬁmm.dhm

for whtch this asshetancs is requasied

ntﬁum{krymﬁ_mmuim&ﬁmiﬂmmvwﬂ e @i e o warn e w0 s frow ¥ w v b

34 &t g i e T < wfE ",ﬁiltin'tI,maﬂnmmﬂﬂi‘ﬁimm.iﬂmdwmﬂh

3) ¥gfe wm { s fom e ax iy Wt ni 4, 79 i = sine @ ww e el e gt e % 1A frm & ooby 3 of o o S
AGREEMENT by APPLICANT | wyis g %u1)

1) By affoang my sgnature pr thumd kmpression on this Form. | (Azphicant) nerecy agres & authofise Koshika Foundation and I's Tnisiees 10
uwpmhmpuwp-'mpmn-::..v iy name, address. photo & dewis of the “purpose”. lor ik such RsIistante i regquested/granied, rough any
madiam, mcluding but ot lkmited 1o verdal, prinl, elactonc. fur sobciting donations lor Koshika Foundation and/or disseminaling information about it's
activitesinchmvements. Such use of my pholo 4 datails can be made by Koshika Foundation belore of attar my trestmant or faifiiment of the “purmose”
fur which assistance = baing requestid

2) 1 {Applicant) further agree that any such usa of my name, ﬁduu.mm&mhdnu'wa'.mmmm&mmm
wmmaumasscaltymuemtmmmmmmm.mmhwmmmmmmwum
wﬁhMTmmﬂdHuﬂﬂthm.wmmﬂnﬁmmﬁﬂhllnnlmmpﬂw o me

nnmﬂaﬂmuiﬂdﬁmm.hm:tmwﬂwm(ﬂ'mm#nﬂw"ﬁmﬂ{ﬁwm
w.iﬁaﬂtiﬁm-wmﬂﬂhi,:ﬂ'ﬁﬁﬁ’mwﬁ,m.mwrﬁn&#mw:nhdimm*m_m
imﬂnﬂiiﬁnWiuﬂmﬂhﬂﬁmiwﬁumﬂmiﬂ‘mm'tﬂmh
:3ﬁlﬂm:-mwimthﬂ-m,m,ﬁﬁﬁuihmiwd#ﬂiﬂwnn:ﬂnmdﬂaww*ﬂ

i T T =i W frein g s el o)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
oo € reer W S A

AGREEMENT by HOSPITAL (weme § %)

By affixing rereunder, signature of gur Authorised Swmmrmnmmmiluwﬁwmhr financial ssslstance rom Koshika Foundshion, we
{Hoapetal] heratry affirm & aocept folhiwini

1) that we nelther are presently ot will in future svail of fimancial pesstance trom anolher NGO oF any othes source, for the same palientcase, as we ae
requesiing to gel from Koshika Foundation, io the extent that such ssisiance is grantod by Koshila Foundation if the requestsd assistance i not granted
wmqumbm.lnpaﬂan:l.mMHmu&mm:mmmmeﬂ&mmmuﬂﬂuwwm This
confirmation essentially siates that ihe Hospital wil nat avail any duplicate Ace for the same patienticase from any other NGO or any other source.
2} The nsststance from Koshika Foungation i3 only financial in natize. The choice of the reatmentprocedurs advised/conducted by the Hospital on the
patient, is based on the arrangsment bativeen the pationt & the Hoespil, and i in no way influenced by Koshika Foundition. Hence, the Hospitad will
assume sole & complete responsibliity of the trealment & its outcome & safely of 1he palient, and Koshika Eoundation will have ne role or responsibility
in the mattar,

mm.mw#ﬂmm*m ﬂiﬁﬁ’lﬂ"ﬂmmhMﬂﬁtMFiM}hmﬁﬂimtﬂil

uwhwim#aﬂmﬂhﬁnmMﬂ:mﬂmwﬁnmﬂnmﬂﬂﬂutﬂtﬂ#m‘mm'
#Wwimﬂﬁmm‘ﬂmﬁﬁhﬂ'ﬂnm'mmmmﬂqwﬂhmiﬁm
fosit ven A e W P nmtw-_ﬂnMWthﬁimmwihmwmnﬂwﬂﬂﬂ N
Fpe——l - EoE R E
_1.‘mm'ﬁﬁﬁmmmmﬂhﬁmmmﬁﬂmwﬁiw&mwwﬁvm
iiﬂﬁhﬂlﬂr'mm'umFlrdlvmmﬂmﬂilwfﬂim#ﬁimw#wiﬂﬁuﬂﬁﬂw'ﬂﬁm

ﬂmﬁ*mw‘ﬂﬁqﬁmmhmm“ma‘lqﬁMI /
Ja

\}u HECOHIEIEIEDFDHMBEFT’EHCE
*/  wiegh % fe wefr
Date of Surgery i gl | i LAKSHMIPATH! ™
st % | §DFIPREETHLB.K: | Senior Manages
ViBBS 00 FIGO.FPOS™ {Name, Besignation & Starsp of Authorised Signatory
26| 2¢ Dr. &Regn. No. w n! B
hl ;;‘ﬂim_' ﬁ!ﬂif.ﬁ F.'h‘jhﬁ.«hxm ®
T - —— ,-! ﬂﬁgn i g S T A T |
i J : Uﬂ]}ﬁﬁiﬁ;'.f;l Aanaaisir-ge J
SONATURE ofTRUSTEEA | SIGNATURE of TRUSTEE
= e | it e 2

il JAT

17.11.2025



