APPLICATION FORM FOR ASSISTANCE (Healthcare) | KOUSI"UIQR

HETTH WY AETT W (e Samr) ) foundation

m .. = : ﬁ
mrcmn R '/ﬂ 134/3?{2,2 mmmu Q_Fb_]:ﬁ mms_m:-m.
SEX TEN =

NAME of APPLICANT AGE-YEARS 571774

sl _ PullnSuwonmuy ¥q

preop IPﬂHO P
2H+EY PUHQM%?

OCCUPATION
S Ungmeltoe ¢ (RARRIED (B5siin > UNMARRIED (svatie)
TOTAL ANNUAL INCOME - s gt {Attach Procf of tncome)
e aE (¥ T T WA
PAN No, T &7 We
ARE YOU AN INCOME TAX ASSESSEE (Tick whichevar s applicabin: Yus | No
BELE R RN R R e ]
- FAMILY DETAILS wines B
51, No. Kamo of Family Mamiset Age (Years) Gendler Relation with Applicant
T WE ofar % e W 39 o (i) fidt: Y ¥ Y Ty
P i |
=l
l_..l-"
BASIS for REQUESTING ASSISTANCE (Tick whichever Is anpiicable]
wiE % A el s
BPL Carg EWS Curtificate Ration Card _
(Attach Card Copy) (Attach Certificate Copy) {AMach Coy - m
i e £ e W W W TR T s e g
TR T W (vE & = w ol s (7mm 7Y ¥ e vl wEe e e S
. “PURPOSE" for REQUESTING ASSISTANCE:
- e 1 et e e = e
Sr. No., Madical Reportw/Prescriptions Attached
= w wemp iR # wH W) 0f uive o e

I Y Iﬂq'?m‘.( o Qe CeldnitarT
E @7V i1 T N

Fi
SR ERN L VW, LE Coltead =t polraz—

ASSISTANCE BEING AVAILED lor SAME " PURPOSE” from OTHER SOURCES
W T W 0w = wee s ann wn A e T v

St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y W ¥ W w7 AW & T ws o




DECLARATION by APPLICANT. iv® u shrer 1.

HMuunlimmmmnummqumm True to tha best of my knowiedge, Any fatse statement will rendes my Aoplication & ongaing assistance. if any.
reiaclion/cancatiation .

?llmmmm.ﬂmmmﬁ&mﬂﬁmﬂhmwyhﬂuwﬂumﬂmmm.hmmm
was requesiod by ma
Sjlmnhym-rlrmﬂ-mlhhwen:uudﬂmunm,wudmmmmmmu_hﬂnmmmﬂmmndhm
for which this aasistuncs i requested

1) A ey wow {5 7@ we @ Pl m e et S0 e W mmﬂmtnﬁﬁmtﬂmmu-tiiﬂmmtwmh
:'Jﬁmﬁmﬁn‘-ﬂmmtiﬂmwtmwﬂmﬁwtmhmﬁnmiwﬂtr

niwmtﬁmeqwmdﬂii.wtﬂnnﬁnﬁmﬁuhﬂumm-awami#aﬁﬁnir!m

S
AGREEMENT by APPLICANT (s G %)

1) By affimng my signaturs of Mumb Impression on this Form. | [Applicant) hereby agres & authorise Koshika Foungation gnd i's Truslees to
usaipublish/pul ypiTeprecuce My name, sddrass. philo & details of the "purpose”, for which such assistance ks requsstedigranted. through any
miedigm, inglkuding bul not lemitisd o verbai, print, electionic, for soliciing danations for Koshika Foundstion snd/or disseminating information about it's
activitles/achievements muuulmyphma.nalad.-.:mmmhﬂmﬂmeWwﬂmmmm«MMufm‘W'
for which assistance ls being requesiod.

2} | (Applicant) urther agree that any such use of my name. m.mammdm‘w‘,mmmmuwﬂﬂﬂ,
whlmtummnﬂnh*anlmmhmnmmmnmm.mmwmmmﬂmwmﬂdm
wimu-eTmmﬁumnmthnﬂlm.mdwwumwmlwwmmpum‘:m.

ummwaﬂmmmﬂﬂmm.hnﬁn;mﬁwﬁﬁ#mtd‘iﬁmﬁm#ﬂﬂi'ﬁ“mtfthm
m.ﬂahwm“mimt.#‘M'm_qﬁ.m.mﬁmﬂmmﬂmwimmﬂﬂww
iwﬁuﬁiﬁwWiiﬂmwmﬁimiﬂtniuﬁiﬁw‘ﬁmwﬂm‘uﬂWil b
:}icmlnwim{ﬁhw.w.ﬁ*miﬁmimiﬂtﬁm:mwmﬂM|nmi

“witm” T e el w1 e sifie by e v

msmmwﬁmm:
wries & pw w 2 W fe =

AGREEMENT by HOSPITAL (Wems 5 %110)

By affixing hemmunder, signature of our Authorised swzwmmmmmmmmﬂmmmnnﬂmu
{Hospital) horetry affiem & accept toilowing.

1) that we neither are presantly nat wil in future avail of financial assistance from snathet NGO or any other sourca. ‘of ihe same patient/case, as we are
raqguesting 1o gl from Koshia Foundation, 1o the <xtent 1hal such assistance s granted by Koshika Foundation. If the requested assistance (s not granted
by Koshika Foundation, in part of in full, then the Honpital resarves i's fight 1o make up the shortiall from anothes NGO or any other source. This
mﬁmuummmhﬂrmmmmoﬁmpmawndmmlwmmmﬂmmnm same patient/case from any other NGO or any olher SoUrce
7) The assisiance from Koshika Foundatian i anly financial in nature. Tha choice of the treatmenliprocedurs pdvisaciconducted by the Hospital on the
mﬂt,hwmhwmhmhpﬂmtﬁhml,mﬂmmmy inflyenced by Koshika Foundation Hanca, the Hospital will
assume sole & complate responsibility of the treatment 8 It's pulcome & safety of the patient, and Koshika Foundation will have no role or responsibliity

fr thes matiir,

wm.Mﬂmtmwmw*immnmnﬂtMn () e e @ wen e W b
nwﬁl=riﬂm#twiim#mmMkmmumﬂﬂt&mwiﬂiuiﬁi.ﬁﬁn&‘ﬂ-m’
imuimﬂ‘mm"mmnklnﬁ'mm'mmmmnwdhmtim
mnhmﬂu‘mummmumﬁmmmmhwwﬂmmmihmwwnmhm -
o wowi s w feEl o e R AR A
:.'dﬁmm"atﬁrﬁmmmmﬁhwhﬂmwﬁ‘im1ii1ﬁmmwmﬁﬂm
ihnﬁwiﬁ:‘ﬁﬁmmﬂ‘mﬁ:&muﬂmmlimm##tmw*:ﬁﬂﬂﬁwwiﬁm

@ a st St W W e S R A 4 / O
T RECOMMENDED FOR ACCEPTENCE p;g{r_é,‘i_‘,
_ /_..iILWH?MW 2
Date of Surgery RS 0O, FiGO.FPOS " H",!!”"!“ RTHT
W - i Sl'lc.r-.'glu-:.t"t;a:gr;:,r-i and Pedia’ _Su”’"' lianager
= ophthalmolugy (Naé, Bestqriatibn B Stsmp of Aulfbrised Signatory
7 }lb— (Noran o40r & Rty #6984 Stamp) DIARL Ly op b
g .Ln T W A P TR (A pit of T8 R A
FOR INTERNAL USE of KOSHIKA FOUNDATION 3% ATH#agar. Bangalore-52
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=t TR | R w2

S TAE

17.11.2025



