APPLICATION FORM FOR ASSISTANCE (Healthcare) K{gh[ka
HETH WY, SRS Wy [ T TR | YT CITITT
APPLIEATION No. . e — =
v e g hﬂ&.ﬁ ]a@q R _HHH S
NAME of APPLICANT i AGE-YEANS ®7q-w% | wgx e
T W R i
a/anma, e M
FATHERBIPOUBE S NAME - 2
cinl. Hokbls  © _ _
20
e ~ Cotdis, MARBIED (V) | UNMARRIED (M)
TOTAL ANNUAL INCOME - [T ey e—
W i wn TR0 0 }-— { w1 v gy
PAM Mo, T5T] S W =it
“ﬁﬁuumrxmmmu-mhm: YaiNe
= an s (EoE N e W e e LR
) FAMILY DETARS wfmm iy
B4 P, Matrne of Furnibly M dq-n:-n Tenier Hetation with Appline
e e w w1 i W (w) fain TR W Y sy

F— |
| = |
e

Stdcamy, — Hp 200 =} Py,

!

BAKTE for HEQUES TG ABBISTANGE (Tich whichever is sppiicetin]
etm ¥ fud famfn sman

BPL Cord
- gy I )

(5™ T W w D (v o W) e W e b 1%@ W= W e
*PURPOSE" for AEQUENTIMG ASSISTANCE
h = wre ¥n e R et w g
e Motiew Awcorts Prewerpiios Attachad

N e s e &l o of wheive ol e
i ,
\ I !
L Caltbe 1

¥

. 17 B ettt
—— T LT z

T

ASSISTANCE BEWG AWAILED for SAME -FURBDSE" o OTHER SOURCES
W I ¥ B w w e fwsl s w0 P

NAME of GTHER SOURCE AMUNT of ASSISTANCE BEING AVALED
= T W L g S— |

fe
iF




DECLARATION by APPLICANT: st g e w;

'l}nﬂ-:':uulmi'mﬂﬁlhlmh Form are Troe @ Bw besi of my inowiedge, Any fales stnismer will render my Applcason: & srgning sssistasce, K iy,
Haslola o repmctionfcarcblisfion.

2} | wolemnhy confiem et sssstance. i spceiver bom Koshia Fasdetes. will be used ondy for the “urposs”. as séaied in ihis Fomm, ki which such ssusiance

W reguevied oy me

31 | hewsty coedirm Gt | haws not & will 7ot 11 laturd, aveil of oieriursestent, 1 PArt o 1 Rl Bom any coher scurce/umTICY iRTance comgmTy, ol T eoue)
R which the essesance o mueste)

||Iiﬂﬂ{hnmﬂﬂnﬁﬂmﬂﬂimmnmluﬂﬂmuw-—nmliﬂmmi-ﬂh

n'ihni-ﬁ‘hm‘.idndl.mmtﬂMiﬂiﬁhmiwmiwmh

ni‘ﬁm(thmh-ﬁ-dii,ﬂm--ﬁ--mhﬂnmi:ﬂitihl#tiﬂ-ﬁh
AGREEMENT by APPLICANT (ssbos e wipT)

oy weiiieh assaEthcs W St st i
ijllwﬂuwwmwmmdwm.m.mlMﬂmwﬂ'.h-mmmmhmw
will At aLtsmatically sntie me for recshing of conlinuing the wd sssistance The ticisbon fior granting andion confmyeng the sasistance wi rast soefy
ﬂhhfhnhﬂdWJFmﬂwmhﬂwauﬂﬂmﬂbu.

nmllutmeﬂﬂnm,h-hmﬂﬂiwwtﬂ'mm*ﬂﬂ'ﬁﬂw{thn
v, Wi oy o Fewn v v o i i g e, i, e g et i ed o vereed ¥ e el < we pum
iIdnmthﬂphﬁmthﬂmi“iniﬁih*ﬂmmﬁfuﬂlﬂ'llll'h
H*{I'I'h'l"iIﬂ.imthhntﬂﬂ:Miﬂ“iﬂHiﬂfjHJmwmﬂmnﬂli

~uifwe® T 7o Wi e frdy afm oby el ¥l

APPUCANTS SIGMATURE OW LEFT THUMS IMPRESSIDN |
= = w farmy

AGREEMENT by HOSPITAL (Temm B0 ®15)

Bry affxr hinpurder sigristers of our Autotsed wummmmmmwmmmm.ﬂ
[ Fiergtni) haraby affirm & sccapt Rflawing:

23 Tive assisiance fom Kashis Founduion is only financial in natute The cholce of he wssnentfrocedurs advisediconducied by it Hossial on the '
mh“whmwmhﬂmlhwﬂlhmqmhfuﬂthwm.mﬂu i Hopital will
-:m-nhlewﬂmmmlhmlmdhmﬂmeﬂmnﬁuﬁuM
in Ihe meiber

mm,mniﬁiwﬂaﬁﬂ‘nﬁnﬂn‘im“qhﬁmiﬂl,ﬁiﬂtmrﬂnmintﬂ-ﬂil
J}thwﬂm*wﬁhim“ﬂh‘mﬂﬁl!tiﬂ—*i-ﬂ:—dlﬁiid‘thtrﬂ‘“m
immqmi'mqﬂm'mmhhhi*ﬁ-m'w-ﬂﬂm—nﬁwﬁhmti-—n
mnhwﬂﬂqﬂnmim#-Mm_hn*imn-lkmﬁqmnﬂ-ﬂ!hﬁh
b e wr w Bk = ey 8 W Eneln
;'ﬁ-tm‘iﬁimwmmihﬂtmniimiMﬂmwwﬂﬂn-r

% f w0 ewe § o ~wtiow wete oo fed van w W oo gk wee 8 i S e gon s s farigt 4 7 v

o T ad cefnt @ w ofow w fasiod W o € R e m‘*

RECOMMENDED FOR ACCEFTENCE
‘\P-‘ i W Ty e Mr LAKSHMIPATHI N
e . P Semior Manager
Wk 3 DUTREACH BANGALORE

. AL BG5S A EAE il S AL )
(Mamo of Dr. & Regr. Mo, with Stamp) rriy sk Signatory

Ifhﬂ!_’ﬁ T W W e L (A "“ ' : PR

0R INTERNAL USE of KOSHIKA FOUNDATION W=+ '
SIGNATURE of TRUSTEE 1 T ;
== v | i "‘“’1 TEE

— -

20-0E-2025



