r4

fmws= W o

_ rmumms& 3 SEEE T
i/ N

APPLICATION FORM FOR ASSISTANCE _tHuaIthctrﬂ}
ﬁ ' ' foundation
:ﬁ;uuﬂ:um ROV (. (-(?,.S"f upnmmuu n.ml,; \ 1L Budiding bl ol ite |
MAME of APPLICANT - c AGE-YEARS WRE-TW | sEx e
s W T Jo hkﬁltﬂ Ve I 6o F
FATHER'S/SPOUSE'S NAME - [

K¥hika

LY

L‘l‘ls-" = \ffh tfl. I S

MARSIED (FniiT) 1 UNMARRIED (ifipaisn)

OCCURATION -
ST v—}"{.ﬂw-ik_ N\hw
TOTAL ANNUAL INCOME {Attach Proof of Income)
Hel AH S (879 1 T W)
PAN No. i @ e z
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is applicabio). Yes I No”
I WG AT WO R (W NeE W OIR w IR W B A Ll
FAMILY DETAILS wftam fammm
S Mo Nama of Famity Msmber Age (Tware) Gander Relation with Applicamt
= HE e 2wl = 9 W () fisim L
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
o~ woam % foq faafm s
{Attach Card Copy) umﬁfmccmcm} (A “ﬂl:? Wmm
T W W S e gy M= MR o T T TV W -if
{urn 53 = w ¥ S s (v S et (74 73 & W u W Wt s B
“PURPOSE” for REQUESTING ASSISTANGE:
~ wen ¥y fed m fen W e
5, No, Medical Regarts/Prescriptions Attachad
Lk FemE @ Wl W) Wi e
A T
0 AU oA =Y Conl = ol m’i
T Tatatact
. = = e
- -fiul_c}fﬁfm E_$C- 7ada I P
ASSISTANCE BEING AVAILED for SAME “PURPOBE" from OTHER SOURCES
T TE ¥ ¥ wf =y e fedt s o @ G e o
St. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY i 50 T W #i i s T




DECLARATION by APPLICANT: TS 70 Som 7w
1)} harmby confirm that all details in this Form are Trie o the best of iy kiowledgie. Any false statemant will rends

lble ot iz Ity Alglication B ongoing sssistance. il any.
z}lmwnﬁmmm,mmm Koshika Fourstion, will be used enly for the ‘purpose’, as stated I this Form_ for which such aksistince
mm me
3) | hamaby canfirm that | hove not & will not in futyre, avail of mimbyrsement, i part or in 1, Irom any other sourcelemployerisurancs company, of the amount
for which his aeststance s requestod
l}ﬂmm{hmmnkﬂﬂﬂmmm#mwﬂﬂhﬂﬂmwmmwniiﬂmmdtﬂir
HEB-oR B R e sy, 4 = w o §, T T T e W g € e e i, ®womes S wm b
13 & e s { e e dy or wey ® wi 8 om o w sl w v fies Sl s i Prrsodi sl W 9 @ form & ol 3 e F

AGREEMENT by APPLICANT | sws G wa)

1) By affoing my sigrature or tumb mmpnession on this Foem, | (Applicant) haneby agree & authorige Koshika Foundition snd iUs Trustess (o
usedpubLshpul-upimpraduce my name, addntss, oholn & detalls ol the "purpose’, for wiiich sotch astisinnce is requestegranted, through any
medium, including tut nol limited 1o verbal, print, slectronic, for soliciting donations for Koshiks Foundation andior disseminating information aboul i's

aclivibmsinchievemants. Such use of my phoio & details can be mide by Keshike Foundatinn Bafote or atter my treatmaril or tulfiimant of the “purposa”

fnr which aealstance is being foqualet.

2) | (Appiicant) lurthit agree Ihisl any such use of my r.amq.ndd:mp&m&ml-hnnmw'.m“uhmmhmmwwm,

mmuummhmhmﬂnrmhﬂmm.tmwmm andlor continuing the assistance will rest solely
with the Trustess of Koshia Eoundation, and their decsion is Ihis regard will be fingl and scceptable o me.

1) T T W R T W ST w1 es e § (i) st v wd i e o v it weiee ol T wie < W s W { TR S0 R,
wu‘-m‘:ﬂwimﬂmﬂnﬁmi.ﬁ‘ﬁm‘mw_m.mwmﬂqﬂmﬂmtnﬂm*mm
#w:ﬂtfﬂquﬁmhimmhﬂﬂmiﬁmnﬂﬁih'mm'uwwh

1) A (i) muim(hﬂ.w.m.u‘n&#mt#misﬁﬁ#ﬁniym:mﬂmﬁmlnwﬁi

W™ T T S W e e s e T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION | -

AGREEMENT by HOSPITAL | wegms g7 %)

By affixing hareundsr, signature of our Authotised Signatary for recommending s ceseabent for financiat assutancs from Koshika Foundation, we
{Hospital) himety affiem & accept following;
1iImﬂmMmmmmnrwwlhInh.nmaunﬂu!ﬁmmmmrmmmymmmmmwum.nnm
requesting o gel from Koshila Foundolion, 1o the axian! that such gssiwtance in granted by Koshika Foungation If the requested assisinnce s nod grantsd
by Koshika Foundation. in part or jn full than thie Hospitil resarves it's right jo maka up the shorttall rom another NGO or any other source. Thin
confirmation essentiaily stites that the Hospital will not gvall any duplicate sssiFance for the seme patisnt/case from any othar NGO o any olhor source,
2] The assistance from Koshika Foundalion is ofly financial in naturs, The choice of the treatmant/prcediss sdvisadiconducted by the Hospital on the
uﬁnﬂ.hhluduﬂﬂmmmmnmmmuumhthmw and s In no way influsnced by Koshikn Foundstion Hence, the Hospital will
assuma sofa & compiete responsibility of tlmmtmmi&It'swma:mdﬂmMMI.mﬂmﬁnFumHMﬂhmmrﬁuﬂumm
I the matber,

wait e, weowft wh s o IS ——— . L e AR R R R R AR

i) o fs 3 7 wiem a3 @ o F e woee fel e s Pl s i A Al F W w A o 4 # e e i st
A fegdreieain T % o # “wiEe W w0 miﬁﬁlll&‘ﬁﬂmm'mmﬂ'Mi{@‘ﬁhﬂiﬂm
o w A e Hen w fed s e S WO R W M‘ﬂlﬂlmhw#imwﬁlﬁmﬁ!ﬂHHM'ﬂm
1 sow wem @ T w5 T @ dmEdi
1%Wﬁﬁwmmﬁﬁnﬁﬁrdhﬁmmmﬂdwumﬂmmwmmm

i!\lﬂhﬁlﬁt“iﬁﬂ?m@m*wmmwﬁmmtnwhmﬂﬂrﬁimﬂmiunfmﬁuﬂﬁﬁdﬂum
’ f
A

W Wl o SwTwT =) W e W feaod m e ol el

] RECOMMENDED FOR ACCEPTENCE f ﬁ
wiagn W fo s LA
Mﬂﬂmﬂu e : / B.K | eninr nagar
160 FPOS (A, tl'.. fie :.';".I L ;:‘I.‘;, 0 af Authorised w

;;T\hé (Nameof Dr. & Regn. No, with Sianip) DIAB oh bt 34 Hhodh

TRLR A PN R4 2 A unit of ShrENAE B i Wil

TR ORIRTERNAL USE of KOSHIKA FOUNDATION Vasmimtimmiveggr Bangalors-52

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= | T TR 2

ol ST

17.11.2025



