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tlr qfir5a, relqt 41 *( t qqd"t'fi 4i "4iftr6l srd-*{lq't Efiq sn.r(I }E ffitl cn ilfr t' ffi tq treina) f<q rfi{ * qr{ c d6R 6{ii trin the matter

r) qr ft 1d qdqlr dR r i qEq { fridq {[r{dl ffi fR sr*rt {stc ct ffi erq qk i rm t'frmrd { dt q d rt t, it fr tqi "aifrrtr st3-&H'

i ficsfi{Iffid sff * {tcq { 'qiRlfl sl3-Cqr" ERI q(( tg f{ tl qR "Eiftl6l srr*rr' uq srmr tnti q&rdmr-€ t{ c-5 nfi foql crdl t ii irwtrs

ffi {q t{ {r*It {Fr qr ffi rq s*rtn t su{dl ti qr qtrqn grfra rcir tr rv fe { ee tu *a t ft qstre trftq q< s*r t'fr/qtqti *g nFd

lk qr*rt risr qr ffi erq rrqa i rd tm'd'frt
tr rl,ff q rqrs rt <1 'ri f,6G qt H .ri 3rsF/etfrqr 61 3rs rifr G 6ttra

z. "ciftr6t srs-*{Ir" * d r{ (Errdl +erfl ftrdc r{fr 61

cti fls d tr rqF6A rsns { rirfr * vsn {w dh ifli qd d qd fqdcrt tfi q, tmm
d fs m Ecq t CR "ElRr6l qrew" rs ffi r-6R 6l

qi d,t str '6ifrt6'' 'dEii [fir6r qr ffiw crrd { "rd itdt

if&n assistanderle anyslatement ongoinglalsek ApplacatiomyT toe eth ofbestthisn oF arm re rU edge va lsdeta myalrhh mnfirmereby
tionlaforle ection/cancel ich stasuch assliab is lotrel tntod thsa stathefor!sodbe QOSe'puFka nou onlydationmfio Koshreceivedrlssistanceaatthconfrm2 solemnly

amountlheem oluesledS by /insurance company,req source/emm ployeothern fYof'rllol anyentrsemva reiof partmbuanot fulure&nolthat avehrmconfi3 her6by
s uesledcessistanhich sth reqafor FrfiqI +df{Kqrdl +0d (drqifiqFn t3T{Ifli6rFtffi{q6ti sqqETdl tr{6{s

'i.,
qrrorfltfiftq{sr{rtt 3q{R.ri!16T f(it{qqqln gg{,{ifl q. q{i lr'rqlqi IIS:IIqrt'n s€H+ tdqrdYSscqi'l skqT{1i5I{dql $tdisTr+{rq"6lkrqI{fuq6Flinqlit (I {qtqqfdqr itn dt t wn6q-ddinfTqtcsr$qlef,rrffisfiIt1I f6RIsTfrrd{Rl3( 6It61vr*{ ,dq6fqst6 q6Frdl;EGII iqq (3 Stu

DECLARATION by APPLICAilT: Elril(s, Erfl dsq rBl

iE{RCANT lrrqr+<+LIAPPERE MENTAG by

3tr*6 + 6Rr${ cI
APPLICANT'S SIGNATURE OR LEFT TTIUiIB IiIPRESSION

f{{Ir{

lCneeUew ty IiOSPITAL (Esdrfi Em 6m

{<fr
AC EPTENCEORFEDDREC0MirtE

+ff
Mr. LAKSHMIPATHIN

Signatory

EE1E6?
(Nam Stam pNo wlthRegn.

lqIrq 6RIm

Date of Surgery

eiqkn d ilt€

Z 3 ye ru
DATION

1.ddofittdqffirFOIJN AKAolE SHKOsU (NTERNAL0F R

qr$ E6K{ Z

2

SIGNATURE Of TRUSTEE 1

qr$ rmcr{ I

ff,q

't7 .1'.1.2025


