ﬁﬁ!‘llﬂﬂl‘lﬂ'?ﬁ

weE W W "
FATHER S/SPOUSE'S NAME ° l -

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kg hlkﬂ
HETIa ¥ SrEES 9=y (TaTm TEwE ) foundation
v Blpnge]ay0q [ ]y, = i
MAME of APPLIGANT : | AGE-YEARS 14-mM | sex fom

65

S:'n (UT\Ck
ai | =
Y. Ciovnes Zgy_ PERMANENT RESIOENCE ADDRESS - vt w
U
OCCUPATION -
wmm  lmEmployed uAGRIED-#oeE |
TOTAL ANNUAL INCOME ’ ! {Attach Proof of Incame)
A T wm e —— (N1 ] W HAT)
DAN Mo. T AR HEA
‘G AE YOU AN INCOME TAX ASSESSEE (Tick whichver s F Yes | o
TSN N R oA & (3 TN W IR W e e % /T
FAMILY DETAILS wimasr Fsmror
5r. No, Nama of Family Mombar Age (Yeurs] Gendor Relation with Apglicant
#H gt % weE W A W () fm SPiTE ¥ We g
e,
_.-""""'—-r
:-"‘-f.‘-
BASIS for REQUESTING ASSISTANCE (Trck whichewsr Is applicabie)
s % e el
BPL Card s Canifieste
(Atiach Card Copy] = Amach Cortheats Copy) (Anach Gopyl.— B
i o % T Covier s .
(TR s W wrw o e wh (v 91 0w TR e (T T ¥ W T e B
-
"PURPOSE" for REQUESTING ASSISTANCE:
e 17 59 e e W e
8r. Ne. Medical Altached
BE wE sEmwERs ¥ 7 ) nf yve g9 9
z — i o
[E) T FTC’_-Q_QA_H | PR A TP /o0 4 Ve N |
A bl ' TN N
EE oo C
GBS ey A TV, 1 S 1% oo TaT O e = S o Wl Y O A
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W e ¥ ) o w= wpe e s @ o o
S¢. No, NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
w5 = TR W AW & o wowm ot




DECLARATION by APPLICANT: =it fn v 71

Ummmnmpi:hmmmeammmdmyummnpe.hnyhmmummwmmwwm&mm,umr.
rejrchon/cancedtation.

ZJlmmmtnumjmmhmnWqummmn.wmumdumyhuu'ptm'_nmmd in this Form, for which such assistance

was (equosied iy me

3) | hursby confim at | have not 8 will not in futurs. vl of reimbursament. in part o in W, lmmrmmwmmmmidmmr

few whiich this Buuistance is requesingd

1) A vires ween o w we A Rl ok e S S ¥ v wm v b sl i fEm o e ——— it R R R R

2) Bt T W wWER TR W wn‘m‘_ﬂw:mt,wﬂﬂmﬂﬂiﬂﬂhm.inmﬂmwh

niqﬁrum{ﬁrmmmqnmh:‘rrﬁt,mﬂmﬂﬂwmﬂ%ﬂhﬁhﬁnﬂﬂﬁﬂdhlﬁwtﬂﬂiﬁm

AGREEMENT by APPLICANT | wmes Fm )

1) By affizmg my signature of thiimb impresaion on this Fam, | (Apphcant] heretry agree & authotiss Koshika Foundation and iU's Truslees to
uselpublishypul-upfraprodute Ty name. address. phato & getaily of e ‘purpose’, tor which such Sssistance s requested/orantad, ihrough any
i, incluring bt nol limited lo vertal, prnk. glecironic, for soticting donations fof Heshika Foundalion andlor dissemingting informahon about s
aclivibesiachierements. Such use of my photo & satais can be rrade By Koghiks Foundalion belore ar after my treatment of futfimaont of the *plrpose”
{ior which assistance |3 being requesied,

2)1 (Applicant) lurther agree thal any such use of my mame. address, pholo & ditails of the "purpose”, far which such assistance is requestedigrantod,
will ot aulomalically antitke me for recarving or continuing fhe =aid ssdistance. The decision for granting and/or confinung the sssistance will rest solily
wiln the Trusises ol Koshfia Foundaton, and ihelr decsion is this regard will be final snd sccaptable o me.

nnmwmmuﬂdnm,hmrmmﬂwﬂ{ﬂ'mm#wﬁW'ﬂm“(hhm,
miﬁﬂa-ﬂﬂﬁmmmﬂihtw'-ﬂhm'mwm.m.mv{@ﬂmi#mmmﬁdthﬂﬁvﬁmm
#m:ﬂifm-lﬁqntiﬁ.mnmiﬁmimumﬂﬁ#m‘mm*nﬂnﬁl\at-
z]ﬂ(m;nnimtﬂrﬁuw,w,w mmihmimﬂﬁtﬁm:ﬂﬂmiM|wmi
R e R LT e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPTTAL (resm T WAT)

By affeing hareundar, sigratire of cur Authofisad Signatory for recommenkng fhes case/patiant for financisl assistance from Koshika Foundation, we
[Hospital) hereby affirm & accept following:

1'III'I-BIMntiwrimwuﬂuymrwlﬂJnlu!wuliiilufl!mndNMSIImﬂﬂm gnofner NGO ar any other soures, for the same pationt/csse, as we are
mmﬂngwwrrmxmmuhmdaMn.mlhummn1hutmmmmmmgnnwhyﬂnmmwm if the requestad assistancs is nol grantad
wWFwnuum.Fnwarmfur{.MWHmulmmm*mmﬂnﬂmmnnmm&mﬂﬁﬂmmroﬂmmThh
confirmation essentially states that the Hospltal will nol avall any duplicale assistance for ine same palienticasa from any othver NGO or sny oiher source.
2} The assstance from Koshika Fouridation is only financial in najure. The choice of the treatmentprocesiune advised/condicted by the Hospital on the
patien, is busad on the srrsngenent betwean the patien & e Hospital, and s in no wily influenced by Koshika Foundation. Hence, this Hospital will
mumem&mmmrommkhlmynumvnmmsu'smmusmm-nnhupnﬁm. and Koshika Foundation will have no role or respansiniiity
in the matter
mm.mﬂ-ﬂ:amﬁrmmwmmqmuﬂmﬂntm:ﬂwmﬁnwmcﬂh
|':uhniqﬂmﬂhwﬂm#mmhmhmﬂﬁﬂmuﬁﬂnmﬂimtﬁmnﬁﬂmﬂﬁtﬂhm'mm'
# trsfmdvde 9 & uues § “¥ifEe s mlmnkhﬁ'qﬁmwm'ﬂmﬁmﬁwdhmlim -
Huzhmﬂﬁmnﬂmmimﬂ#nmw“uhww#mwmihmmnwmqm
el o Pl W e B W S
L”dﬁﬂmﬁﬂ“i'ﬁrﬂmmﬂﬂ!nﬁaﬁhﬁﬂwmmﬂﬂm#hﬂw&mwwﬁ | e
iﬁmﬁmiﬁr‘ﬂﬂmm'wiﬂmnﬁm!ﬁimﬁﬁmimﬂimm:hm :

dﬂ*'ﬁh'ﬁﬁﬁwwwmﬂmmi

it uH W

RECOMMENDED FOR ACCEPTENCE
wiep % fAg i Mr LAKSHMIPATHI N
Date of Surgery = Senior Manager
st 1 w0 B OUTREACH BANGALORE
(Name of Or. & Regn. No. with Stamp) T T o Ratallol g
2124 T W AR T
FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1

v |

i

17.41.2025



