APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovgh[ka

HETEN ¥ a:mh:‘ sl (e g"‘!_]' foundation
e}
e bloadlser  [mreon Woleler
NAME of APPLICANT AGE-YEARS H13-T4 | sex fain
TS W Am Qduqm ¢ Jo P
rnmwwilm;wmme- v f«:‘Jﬁn pa.
= . o PRESENT RESIDENCE ADDHESS ™ wvus stemiiry o
Oldu > ecl

PERMANENT RESIDENCE ADDRESS - 7 bl

|

— _,'L boed
3906

T Unenploe.ed MABRHES TRT) | UNMARRIED (s

TIJTAL ANNUAL INCOME = (Attach Prood of Incame)
wE W W (¥ =1 g we)
PAN No. ™01 =T Wel -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver Is applicabis):
A ST W ¥ T R (T B IR W A W s s };wﬂ
FAMILY OETAILS i famem
Sr. ho, Nattie of Family Mombor Age (Years) Gandar Relation with Applican
T HF e aw (ml) fim i R R ]
M
Sy
™~ N
N Sy
~ N
Mg Sy
N N
N
b Y

BASIS for REQUESTING ASSISTANCE (Tich whichaver is appiicabie)
e % fod Tl sman

BPL Card EWS Cartificats Ration Card
(Attach Card © (Attach Certificate Copy) (Attach Cagy) /m’—
mwﬂ = S Wy T TV T
Wi

PR S ki (w8 %1 W v s w5t (WA T W e st W W T

. “PURPOSE" for REQUESTING ASSISTANCE:
LUUR o SR ety

5r. Moy Medical Reports/Prascriptions Attached
H H SETER W WA W1 7 Wi g W

ark

= { = Calrcicack

5LMH;E_W ¥ PZial
£

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from GTHER SOURCES
T8 T ¥ ¥ W wm wevew e e e @ faw o 2

Sr. No. NAME of OTHER BOURCE AMOUNT of ASSISTANCE BEING AVAILED
T He N N W =t 7w o




DECLARATION by APPLICANT, #w g vy o3:

1) | hateby confirm hat ail detalls in this Form are Tiue to the besi of 5

Basbia for reiech oy wmwwwwmmwamm.um
2!ImiymmhnmmHmmmxmlhw.ﬂumwyumwznmnmrm.ummmu
wias requaesied by mo

3}lmwymnﬂmmmlmwrd&wndmmm.tm of rermbursament, in gt of i ull, frofm wmmwmﬂﬂm
foe which this assigiance ik requasisd

nidwm{ﬁ:wmiﬁiﬁwﬁmﬂmimmﬁnﬁhiﬁﬁﬁnﬂﬂwmwm-lliiﬂmﬂmﬂiﬂﬁ
11ﬁrmifmnﬁl't‘mmﬂ’l‘.ﬁwumtmmnﬁﬂnﬁmiﬁhiﬂmdwminﬂit
3:-l?ﬁmtﬁsMWﬂ;nwﬂIH'rit.wﬁtm!mﬂmﬁmmﬂmm#wﬂmtmiﬂﬁiﬂm
AGREEMENT by APPLICANT (s ma 3)

11 By affiong my signature of thuimb Impretuion on s Fomm, | Apphoant] herady agres A mulhonisa Keoshika Founaation and if's Tsimes to
use/pubiish pul-upltegrodisce my natn address, photo & ootais of iha “purpase”, lor which such susianca | roquestedigrantad. thmugh any
i, incluging but not limiled lo verbal, prnt, Kieciron, for soliciling domalians fir Koshika Foundation andior disserminating informalion sbout il's
activiiss/oshisviments. Such uss of my phato & detiils can be mda by Koshiks Feundation balore of aftar my kestmant of hulfiiment of ti "plrposa”
for which assistance is being requested.

2)1 {Appiicant) furihor agred that any Such use of my name, adiiriss, photo & detalls ol the “purpose’, for which such assigtance in raguestedigranted,
will ot sutomatically eniitie me for recuiving of cantinumg the said BssiRianCe. T docision far granting andior cotiinuing the assisiance will rest solely
with The Trustees of Koshika Foundation, and ihett dutision is this rogard will be final and acoeplable k= me,

13 T TR W A T T s eere, & (aeE) s s % g wen v e wEie s T it " W st o W R,
w.ﬁ#:m'mmimt.ﬂ‘iﬁm‘m,w m,m‘w@wmmﬁwmiﬂmﬁiimmﬁmm
ﬂmmimm-fnhiﬁmwmﬁmtwﬂnmﬁwimmm*lﬂmh
:i#{m)muﬁmthhw.w.ﬁﬂnmitmtmﬂiﬂhiﬁm:mﬂmﬂmwuﬂi

g™ e T S W fvd e s e v

APPLICANT'S SIGNATURE OR LEFT THUMBS IMPRESSION |
3 =pt gy b o fame

AGREEMENT by HOSPITAL {wwwme g0 %)

By affining hergundsr, signatuie of Gur Adlhorised Signatbry for recommunding i cane/patmnt for financial assistance from Koshika Foundation, we
(Hospital) herety afiem & accep! following:

11 thist we nelthur g presantly nos will in fuiure Svak af financial asskstance Iroin another NGO or any oifher source, i the same patienicass, o5 we are
raqii#gling 1 get from Ronhia Foundatin, 1 tha extent that sich assistancs s granted by Koshika Foundation if the requirsted nasistance s nol grantsd
by Koshika Foundalion, i part 6t m full then this Hospital reserves it's nght 1o make up the shaetfiall from aaother NGO or any other sourcs. Thin
canfiemation asseniially states that tha Hospilal will not avarl any duplieate pgsistance for the s8mMe patientcase from any other NGO of any oiher source.
2) This pesisance from Kosfa Foundation 1§ only financial i nalute. Tho cholcs of e teatmentiprocedire advisileanductnd by the Hosoital on the
patnt, i based on the arrangament betwesn the pirtiont B the Hospital, and m in no way inllusnced by Koshika Foundation. Hence, the Hospital wil
Sssutme soe & camplete tesporibility of the ireatment & IS culcoine 4 safely of the patient, ind Koshika Foundation will kaye ne role or responsibility

wﬁm,rmﬂﬂmumﬁﬁﬂ'mm'smmﬂmﬂmﬂﬁtfdﬂtmthimthﬁh
nwﬂnﬁﬂt:ﬂ*ﬂiﬁhmmiﬁrmwnuhlawﬁimﬁmﬂ#ﬂﬂmﬂdi,ﬂhlﬂwm'
immﬁmd'MW'mmnthm'mm'nmmm#{ﬂuﬂmlmiim \
Mmﬁﬂﬂﬂﬂﬂmimﬂ*mﬂﬂﬁ'ﬂtﬂhﬂl@timw-ﬂlﬁmﬂﬂﬂﬁ*ﬂii‘ﬁ ~
1 wowrll v w fel == e B s
zmw:ﬂm‘wshiwiuﬂmﬂﬁﬁhHummﬂdmmmn&mawﬁgm
i:lihw'mlah‘iﬁmmm'mﬁﬂrmm#maﬁhﬂﬁﬁmﬂﬁﬂmﬂwmmqﬂﬂMWﬁlﬁm
W i sy v W e i w el v e i

4 21
W Jude)
pfel

Date of Surgery /
oo ot gl o l:_'-‘z-u_. = Mr. LAKSHMIPATHI N
10losfog FELR RN s P st S
TR T DIARETIE R PR S eiTst
THLFR INTERNAL B8EGEKOSHIKA FOUNDATION  (AFIIWTBol 20 dia Eys Lare irist)
SIGNATURE of TRUSTEE 1 T NARE VP TRUSTEET 010 o-
W e i e 2

il FAT

17.41.2025




