APPLICATION FORM FOR ASSISTANCE {Healthcare) KO‘S"[L‘QE{
B 2T o ¢ ! foundation
APPLICATION No. APPLICATION DATE : Brullding Ieo = lie
e W 8![:315[1-%0&9—- s frt (1 [2]>6
HAME of APPLICANT | : AGE-YEARS WI-T | sex fam :
p—— Shanthamma CC = .
A MAME N
fmwges W Blo m,uwnwa.mappm-
. R ‘Tmﬁtﬂmm THE HEE T
PERMANENT RESIDENCE ADURESS - oo snmait
— £re 0P Post o P
- J
¥
wrm Uﬂt»pbym' . uumamﬁ!ﬁﬂ]: un-& (st
TOTAL ANNUAL INCOME = {AMtach Proof of | }
W@ Wiiw s (5w mw";;T
PAN Mo. w7 =m s
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicable). Yea / No
W 3% e ST oM # (W OEy N IR WouR W fw s CEE
FAMILY DETAILS witem e
51 No. Nama of Family Member Age (Toars) Gonder Relatian with Applicant
w9 T oitep % weREn &) AW W () bl T & WM T
=~ Y
1\\; \\.
< % * Y
< X \ LY
o~ s N N N
BASIS for REQUESTING ASSISTANCE (Tich whichever is apwm}
opoE % 5 el anm
BRLGard EWS Cortificate ﬁmmcn!"/ Aty Oler ™
{Attach Card Copy} [Attach Certificate Copy) {Attsch Copy) HanislProol
T T S o U = s W g TEE Y R
(e vy 6w o WRE W (A T W e wee s (e wy ) gew wi W i bl
- “PURPOSE" for REQUESTING ASSISTANCE:
Ty vy e o fed W agie:
&r. No. Medical Reporta/Prescriptions Attached
5 HEE FEmpyretE 8wl wt o ofes g gae
£\ f 7
(0 9T LR 2 e EE [ o
AE  (afargif -
F o {j i i
l.?,‘ 3”3’““‘3 — A E QOotarad - A0/
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER
mmﬁqwmmmﬂm#fﬁmwm
5¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y HE = A W W =it wf v i




DECLARATION by APPLICANT: Sies il wiwey W

]Hhﬂgm&mmmﬂﬂﬂmm%am True o the best of my knowledge. Any lelss statemant will render my Application & ohgoing assistance, I any,
2] | soiumnly confiem that asiistance, If receved from Kosnisa Foundaton, will be used only for the “purposa”. as statet in this Form, for which sich assistince
was reguesied by me.

3} | hernby confrm that | have nat & will not in Hubune, gzl of relmbursament. in part af in full_ from any other sourcefemplaysdinmurancs company. of the amount
for which this Desilance 1 requesied

1y 8 v v o fo oy owren T el Sy =h wped w mmﬂ#t;ﬁﬁhﬁmmwnlﬁﬂmhﬂﬁuﬂh

1) g 2 e o Cefee wssdest, @ o w o e T o stys o 3 = B fem e, @ oS H v em b

1) A g s e Tam wn &g W s W 8w ofn W afew w wen Teen e o gl w0 n o fra b alta 0 ofine 3
AGREEMENT by APPLICANT | apdce gt &)

t} By stfising my gighaturs or thismd imregaion o this Form, || [Apahcant]) Nemiy ugree & authonss Koshika Foundabon and s Trusiess 10

Lgalpublsh/pul-uyrepaduce my name, adoress. pho:o & dotls of the "purpose’, tor which such ansistance is requesied’granted, thraugh any

modiuh, including but not fimied 1o varbal, pam. sectronic, for saiiciting donations for Kashika Foundation and o disserninating information about it's

activitiesiaohiovemenis- Such uss of my pholo & daisin can be made by Koshika Founaation belore of afler my ireatmen! of fulfilment of the “purpose’

for which assistance |5 Baing requesied, .

24 | (Agpticant) lutther agree fhat amy such e of my natne, adess, phalo & detalls of thi *purposie”, for which sich asiistance is requestedigrantd,

will not auttmmiically entitle me for reotiving or cantinuing ihe said aszistante, The decision Iof granting ndio: panlinuing the essistance will resl sofoly

Wit Inhe Trustees of Koshika Fourdatitn, and thelt oectiion |s (ks rogurd will ba final nd scceplibio lo me

1) g o et wEm U sE wit wn w4 (s Mmﬁdﬂm{qﬁ"mm#wﬁwﬁi'ﬂmm(th“,

o5, W ok W fen o 8w § 5 Cwilee o o, o, s st @ opf ol o avsed € B Tl o g o

® it wed % S e b8t uny W Ty 9 P @ e W @ w0 Bre s wrdo” w il sfeg b

;Hfmgmﬂm{fshm.w.iﬁrlhmwmwmtmirﬁiﬂmzmwmﬂmlwmﬂ

“wifrver” s v it W Pl i i weed s N

APPLICANT'S SIGNATURE OR LEFT THUME INFRESSION :
it @ 7w oEE W P

AGHREEMENT by HOSPITAL (T=9 ©F %H)

By affinmg horsunder, ssgatins of our Authorsed Sgnory for recommending this cass/pabient for financial asisiance from Koghic Foundation, we
(Hospital) hessty atfinm & accept tollowihg: B _

1) thal we niedthet are presently ner will in fuiure avail of financial essistance from ancther NGO or any olher scurce, for the same patieni/case, as we are
requenting 10 gt frem Koshiva Foundation, 16 te extenl that such assisiance ks granted by Keshika Foundation. | the requesisd atristoncs is ngt granied
by Koshika Foundation, in par or in 1], then the Hospital reserves iy right 1o make up fhe shortfall from snother NGO or any other sounce. Thia
confirmation essetilially S1ales that the Hospial will not avail any dyplicale assistance for the same pationUcase from any other NGO or any olhet source
2) The assstance from Koshika Foundatian i anly fnsncial in nature, The chasce of the trestmantprecadure advised/conducted by the Hospital on the
patlent, Is based on the errangement belween the palisnl A the Hospltal. and Ia in no way influsnced by Koshika Feundation. Hencs, the Hoapital will
assume gols & complete responsibility of the westment 8 T3 putcome & safety of tha pationt, and Koshiks Foundation wil have no roie of esponsibility

| Tha mgEnter.

ot s, Tt W) s SRR W S e § P T w et o o @, v () B v 3§ wee w b e )

i) e e 3 o wie s s ) e F Friie e Fedt A wrwt e w e o e A w divees F S @ d o 8 s e e el
tmm“im#'mm'mmﬁﬁilﬂ“ﬁhﬂﬂm’wwhﬂ'mq:ngﬂhmlim
S o e sl e w S e T B W s e e #ow e eve s oy § e s fol ave e SRowe i el
H wresd wen w Bl e ws o wf Sed

2 “wie W W o werom W fafim w0 i W opem g 6 e 9 el el Trmueies W o ool v
@ wba w fres b sk Swife wrswt g e e w e e TR et v F a0 S e g o S8 o e fesol o waes

W ol A sttt W e gte @ G w o § oo
4() s
RECOMMEMNDED FOR ACCEPTENCE :
\ =y w fay wsgi
Date of Surgery JN TV LAKY
sistm =) mim Dt BN /l B.k, Senior Manager

BRRaS2 MW =E0_FPOS
\-4{-3. '{w “{lame of Dr. & Ragn. No: with Slamp)
T A, A A TR A
U FOR INTERNAL 'LIBE of KOSHIKA FOUNDATIO . e g
a1 Bangplore-aZ
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
T T | 2

7 TAE

e

17.11.2025



