APFLICATION FORM FPH ASSISTANCE (Healthcare) KOUShlka
HETAA ¥ HTEHES Uy (=T =) F DT O T ire
APRLICATION Mo _ ; APPLICATION DATE - l Bulldg block ol
v (L] 0326] YL6Y e fod u!}&w i
MAME of APPLICANT - ] AGE.YEARS Y SEX Tl
| (<] -
Sikidalag Lla.[thqb«fv s t
FATHER S/SPOUSES NAME
famwge W w9 fﬂ (Jff:- = [
PRESENT RE ADDRESS S
Arns, DAL Ar-a L-6 By AN 5 _ L
. ‘o (P
PERMANENT RESIDENCE ADDRESS - el @N “q?'ff)dffnf
A _ o s
——— (_{q&ﬂ- r\fn[.m[&.
wwm o ——fons  n~atel MARRIED (i) | UNMARIED (e
TOTAL ANNUAL INCOME - {Altacti Proof of Income)
FF T AW (5 & WAA F)
PAN No. wuirf e S =
ARE YOU AN INCOME TAX ASSEESEE (Tick whichever (s apphicabin) You /
wmmwmimmﬂmﬂrﬁmﬁ;mmu ;:%/
= FAMILY DETAILS uframre fesre
Br. Mo Namw of Family Mambar Age (Years) Gender Rolution with Applicant
WA T ¥ L T () fisln SETE E HY W
m:sm&snu&snnnmsrmﬁmnnhmmmmhr
wemm % fFd feafh s —"
B
e SRS St (ayovm
i Tl S T v == A W I g In
[yt oy =3 =W oy S (% w2 me o 55T 1) (WA T3 W W T W wh
“PURPOSE" for REQUESTING ASSISTANCE:
Sr. No. Medical Reports/Proscriptions Attached
W H seEvEeT % W0 W o wiw g wee
¥ i W - s o /A |
1 P A 6 o I T — - (alg\ory
| . 2 e =y F
A (N T
- — Fa o T 'f"l et [ﬁ
2 A S e T e L- = La (q _1axXe.} ""1*%) Cllg N\,
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from DTHER SOURCES
T8 I % ¥y W 5n wemn el s s R g o w7
St No. NAME of OTHER SCURCE AMOUNT of ASSISTANCE BEING AVAILED
W = v o =t o wwEm wt




DECLARATION by APPLICANT: ST GHT WP 4:
|]mmmdm ini this Form are Tiue to the best of my knowledge. Any falss statémaent wil randsr my Agiplication & engoing sssistance. [ any.

rejertionicanceliation
ﬂlmmmmmw that assistance. If received from Koshia Foundation, will bae ysead unrfﬁxh‘wml‘,nwlnm Feirm, for which guch acsistance
wins e
summwimﬂwlrnwm&wmmm.uﬂwmm. |nmtw|nm.hqhnwmwwmmedhmm
for which this sssistsnce s requested.
1) & s wem § Fie e d el it dt e Gt e ﬂmmlﬁiﬂitlﬁﬂhﬂﬂmm“ﬂtﬂ!ﬂﬂmhﬂiﬂh
z:ﬂwtmﬂ'iﬁmmt#wumi_mmtﬂwwﬁﬁtmmw.inmﬂwuh

.niwmtﬂmmminwm:ﬂﬂtwdﬂm mnmmmHmuﬂiwﬁmiﬂnﬁwitm

AGREEMENT by APPLICANT [ smesw g1 w07)

1) By alfing my signature or thiimb impression on i Form, | {Appicant| hamby agree & aulhariss Koshika Foundation and It's Trusises to
Lstelpublishipui-upirapratiuce My nams, sddress, phoo & detalt of fhe “mitpose”. lor whish such asuisiance is raqueziedigramed, hrough any
medium, inclisding bul nol imited to warbal, pont, kecifermc, for soliciting donations for Koshika Foundition ang/or disseminahng nformation about I's
actvitiosdachimvements, Such st of my phote & detiils can be made by Koshika Foundation bafore or aftor my tematmmnt or futfitrment of the “purpose”
tor which pesistance is baing requasied.

2) | (Appiicant) furthar agrae ihat any such use of my name, AdOress. ohato & details of the *purpose’, for which such sssistance = requestedigraniad,
with ot atomatically eniitly me for recaiving 'or conlinuing the Sald BsRIRENCE. The decisian for granting andler continuing the assistance will rest sojely
with Ihe Truslees of Koshika Foundation, and their decision is ihis regard will e fimal ard acceptable o me.

Hnmtm‘lmﬁﬁﬁmm.i{m}Mﬂ!ﬁlﬂﬂm{ﬁ‘tﬁmwﬁ'ﬁ vt i W sheg s { S0 A,
w.mwim:qmiﬂhi_ﬂ'wﬁm'mmﬂ.m_mwm#qﬂmﬁ:wimmtmm

W v =t & fom sifespr ) =t wfmwﬂmimiwmﬂwtih*ﬂﬁmmh?lﬂmh

1) & (awhew) v w8 we e g, I, W o e W e o tﬂd#ﬂhlg&n:mﬂwﬂmuﬂi

g™ oy e s W fas of s e

OR LEFT THUMB IMPRESSION : by

AGREEMENT by HOSPITAL (wisiEn g Wi )

By affixing hereundesr, signature of out Aulhorsed Signatory for tecommnting this case/patient for financial assintanes from Koshike Foundution, we
{Hospital) heraty affinm & acoept following!

1) thit wee ngithes are presenily ma wil In iubure s of financial Essistance lrom snothet NGO or sny other seurce, for he same palisnt/case, as we
tequesiing o get from Koshita Foungation, io the exisnl that such assisiance i granted by Koshika Foungation. I the requissted assistnnoe is notl granted
try Koshika Fourdstion, i part or b full, than the Hospitsl resernes i1’ right to make up the shethinll fram anolher NGO of oy othsel source. This
eonfirnation esseflinlly, statey That the Haapial will not avei any puplicsts assislunce for the same calient/cass Trom any othar NGO of any olher SOue.
Z) The ssemtanca from Koshiks Foaundabion is only financial in nature, The choice of he ireatmeniprocedune advised/conducted by the Hospital 4 the
petinnL & based on the anangemient between the patient & the Hospitad, and s in o way influenced by Koshiks Foundation. Honve. the: Hospial will
assume sole & compioe responsibiity of the treatmant & ii's puizome & salety of the patient, Bnd Koshike Foundation will have no roka of respont | bifity

in g maner

ww,mﬂﬂﬁﬁmﬁm&*mmwﬂmnmnmwmtﬂﬁntm;hman:mmt.
nwhtﬁﬁm#HI‘.1Mﬂﬁh“hﬁhmﬁWuﬁﬂiﬂﬂiﬂ"ﬂﬁn&ﬂﬂtiﬂi,ﬁﬁﬂ“ﬂhm'
immimi'mm‘qukh*‘mm'nmﬁmﬁwﬂhniﬂm
flni'lﬂkmﬂmwmmm-ﬁmpﬁmmmmhwwimmmlﬂmlﬁhmmmuiﬂ
B wrwrt wen w fosh s TR @ 0 A
:'Iﬁmm'ﬂﬂmmmmmﬁitﬁﬂmmﬂﬂwmﬁﬂﬁmm?nﬂﬂm
i“ﬂmi#‘mwﬁm'mﬁmﬂﬁwnﬁilm“ﬂﬂimﬂﬁﬁiﬁlﬂwﬂw#iﬂm

< wh e e = S e W Pasod R © 9 e

b

RECOMMENDED FOR ACCEPTENCE i y
Ko i & fvg sl :
Date of Surgery ]“:/ T LAKSHMIPATHI N

s w1 w0E 1 K Senior Mﬂnaggr
\ \Oﬂ' (Narme:otDr. & Rage No. wth Stamp) :Esm e kobal e ey
~ J [ i pa _I."r“'""r\ SLAF R
.1‘\ 1’ mm'ﬂl'm_i__tlﬁl_j (& q" .* M
FOR INTERNAL USE of KOSHIKA FOUNDATION mﬁtﬂnl'“:%m 7215t
SIGNATURE of TRUSTEE 1 SIGNATURE of H

i T 2

S T E

17.11.2025



