APPLICATION FORM FOR ASSISTANCE (Healthcare) i (
HETAA B WTEHEA WEA (FaTegT TR ) KOShlka

foundation
APPLICATION Ma. APRLICATION DATE

Y P DT I3}yl TEvmew

pre op poStOP
241l Yasheelwrmr,

R LAnON: umganploc el WARRIED (PRf) | UNMARRIED (fen)
TOTAL ANNUAL INCOME : (Attach Proof of Income)

—j] =

wH WS = {5 = W W)
PAN No. THE =W G

‘P YOU AN INCOME TAX ASSESSEE (Tick whichever is appiicabie]- Yosibo . ——
W AN SO s € (9 v W | W BeE s % /M
FAMILY DETAILS wftam feam
5r, No. Name of F amily Member Age [Tears) Gender Relation with Applicant
0 Hel e e i M e T (W) fom mtmm
g —
—
—

BASIS for REQUESTING ASSISTANCE {Tick whichaver is appiicabin]
weram % {0 fefy s

BPL Card EWS Certificats Ration Card it Cthiat
(Antach Card Copy) 1 [Artach Certificate Copy) (Anach - RS R
Muﬁnm{j W S w e L/‘,;ﬁ-ﬁ%%} m

(W= 75 = e e W) Cynre 7y %) g ofE S wh (v T N T A W
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥ e m el W e
8. No. Medical Reporta/Prescriptions Attached
wH e SRR R oW W s e
. i I ‘ '
aﬁfﬂ&_&.d > (T TTHO
J i
) TR = pC 0/
P
|

STo.G7 Lo e rafamnl Y prl a1
= {

ASSISTANCE BEING AVAILED for SAME “PURPOSE” fram OTHER SOURCES
T T % ¥ SN s e e s e R T w2

™ NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
1w ¥ TR W T # wf wma




DECLARATION by AFPLICANT. strbewr g sheen o
|]Iherwt1w#mh‘ulﬂlqﬁhmuﬂﬁm are Trus fo the best of my knowhedge, Ary false statomaent will remdar my Application & ongoing assistance, o any,
lable for rejection/eanceliation

Elimwmm,ﬂwmm Koshika Foundation, will be used only for fre “purpose” as sated in Mis Form, for which such assistance
was reguasiod by me

31 1 hemmby confirm that | have not & will not in fulure. avail of mimbursament, i part o7 in Wil from any other source/employet/iniurance compay, of the amolin|
for which this assistancs is requesied.

u’lﬂmmihnmi&iﬂﬂhﬂwﬂﬂtqmmﬂ:ﬂinﬂﬂimw:ﬂm“wtiﬂﬁMMﬂwmll

2) % o o v v v s, @ w0 & sEe T 3 s W W e e e, W v owes A o b

3y W gfie wem € fe P e iy ek Wt o 8, ol w s w s froaw el e wm e W @ 3 e d shos o ofes 3 dm
AGREEMENT by APPLICANT {sewow T Wi}

1) By affxing my signatue gr tumd impression on s Form. | (Applsant) heteby agree & aulhorise Hoshika Foundation and il's Trustess to

uRw pubilishpul-upireproduce my name, adidress. photo & detalls of the “purpose”, lor which such asustance iy requosted/granisd, through sny
madium, including bt nol lmited e varbal, print, elecironic, lor solicting danalinns lor Koshils Foundalion andion disseminating informalion aboul il's
activitmwachisvements. Suth use of my pheto & details can be mude by Koshika Foundalion before or after my treatmont or fulfiment of the *purpose”
lor which assislances |s baing requesied

2) | {Applicant) lurther agree thal any such use ol mj raine, address, pholo & details of the “‘purpose”, Tor which such sswstance s requesied/grantad,
will not sutomatically entitie me for teceiving of conlinuing the said assistance. The decision lor granting andfor continuing the assistance will rest solely
wilh the Trusiess of Koshika Foundation, and heir decisin (s fhs regard will be finad and accaptable to me.

() ER weE T W e W At W e e, 8 (swive) seh meefn W g v o w S witew e ot Tee Sl o g wow f feode T,
v, W2 a3 Few o # dfe B R s v sl o1, webe U Totm @ o i si seeded 8 fird fed o e s
im:ﬁ#mminﬁmmhuﬁmiwﬁumimih‘ﬂwm'iﬂmh

13 4 (swhew) w0 e @ s { f &0 v, T, 9 ol e o B T ¥ STerd @ il @ g T e W veor W v v e d

“ gt ey e i W fese s e wwed e ~

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
WS TEra]

AGREEMENT by HOSPITAL (¥=o5= 0 %)

By aftoang horeunder, signature of our Authotised Signastory for recammending ttils cose/patmnt for insncial assigiancs from Koshika Foundation, we
(Hospital) horeby sHfimm & accept loliowlng

1) thst wa neither are prasantly nor will in future axail of financial essistance from anothes NGO or any othar source. for the same patianticase, 8 wa am
requesting 1o et from Koshixa Foundation, 1o fhe exent that such assistance is granled by Koshika Foundation. If ihe requesind essistance is:not granted
by Koshika Foundation, in past of in full, then the Hospital resecven it's right 1o make up ife shorttall from anathee NGO or any ather source. This
gonfiimation essenlially states that the Hospital will not avail any duplicate assistance for (he same patienticase rom any other NGO or any other sourca.
2) Tha aemmtance from Koshika Foundation is anly financial in hature. Thit chaice of the irestimant/procedure udvisadicondicked by the Hasplial on the
pabient, is based on the srangement between the patient & the Hospital and is In no wary influenced by Koshika Foundation Hanca, the Hospital will
atsumo sols & complets responsibiiity of the treaimeni & it's outcome & safety of the pation, and Koshika Foundation will hiave no rolo ot tesponaiblity

in tho matier

it e, T W s & v W Wi e § e ane  freion o wh 4, e (v B wen @ ey e v b
nthn&:ﬁmﬁaﬁﬂqﬂﬁﬁnmﬁﬁ#mﬂnﬁnﬁn*ﬂmﬁwitﬂuiﬂt,ﬁﬁm'mm"
i oA e % v d Seife wetm g0 See vy s b o e e oo e el sfesee By g o e e o s
fait s S owrt W W et s O R Toew W W afuwn i T b o e F o v o i s e e ve S e
#r st Hom w i ®= wmws o el
1 “wifw gETET § = o e B o w1 4T W ws g 8 ol e = el TR TERTTER W P T e
% o w fees  of cwfee TR @O el wee e w oo R b owieR weee F TR W R TR A 9T Tty it ol W
¥ woh o wie W o ofewm @ fasrot w o d w e !2;
s

RECOMMENDED FOR ACCEPTENCE
* - W % e wepw Mr LAKSHMIPATHI N
Date of Surgery ¥ Senior Manager
s # Al S OUTREACH BANGALORE
[Name of Dr, & Regn. No. with Stamp)
Lt-h—}'l. T w1 e T L
FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1

Al W |

7

o L

17.11.2025



