H9219

APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hlka
A “ ( ) ?oundauon
APPLICATION Ne. - =, APPLICATION DATE : S iiding bok of .
w3 ne)q lo mam 15 519 R
NAME of APRLICANT AOI-YMI!:!T SEX
WECE W QQ‘HQ,SUJQMU :fO w
s il Cl\ﬁ.l«ﬂw&(vi '
ﬁmwm WA A T
] ¥ } :
Oldb L?
PERMANENT RESIDENCE ADDRESS : 318 STamwiia yal
Py it . : 7 mﬂmmm{ f\mma.mm{
187 . U 1y T SN an
Qe Sp ?@J@p
— @n ;L(,,Lc' MMJW(M
TOTAL ANNUAL INCOME :
T s = 0, CCC Cfowlu mmm\ (3% w1 e )
PAN No. T Wi el
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver s appiicable):
W WY WS W Nudmduﬁmwﬂ: 'v.i.:'
FAMILY DETALS Sfar fern
Bz No. Nome of Family Member Gender Relation with Agplicant
B E w1 “:‘I"L:)') fudn d«?_ @
| )] N .
| Focas H oL \AA) Ao
R B ' 4 —
e =9 .
o) o B 5 T, e 3 a1
e | l’T(lEM!G\ ' i
BASIS for REQUESTING ASSISTANGE (Tick whichaver (8 applicabie]
s % fod ey s
BPL Card EWS Certificats Raton Carg Any Other
(Attach Card Copy) (Attach Centificats Copy) (Arseh Copy) Basis/Prool
wié tw ¥ I = wn vl yam v TN s ol we
(7w v @ o v WA En (wam &) e ok W wh (vwm W %t vt o W wh
“PURPOSE" for REQUESTING ASSISTANCE:
vy ¥y o fead w agh:
e No. Medicel Reporta/Prescriptons Altached
w1 R mma-animgm
N ae\ 1 4 Ly
OO — o tw
YL i & {
| ¢ 9\ 4
AN} ty_‘ LWt
ASSISTANCE DEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w:@uthdmmﬂmﬂﬂhmm
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥1 Fo = W W W o nf vy v




DECLARATION by APPLICANT: STE J0 Wv T
mwmmamnmr«murmnwmdww.mmmnmmwammvm,

rojecton'cancailation,
mmwammm.lwmmwuuwmhm'm.ummmm'cmmm
win requested by me.

3)1moymmlmm&ﬁmhMMthmanMMmywmmdum
for Which Tia aSSSIBNCO 18 roQuested.

|)ﬂhm(hwmiﬁﬂﬂmﬁﬂtmu«dh“ﬂh«wmw-iiﬁu—mtrﬂh

1) & po % ywen o “wfes sdne®, @ o w £, vee vede il i W gl ¥ el few wde, @ ey S wovw B

3) & e woe { % faw woon ¥y w b W f £, ot @ s W wew e el s st werd @ 3 e § sl @ e 3
AGREEMENT by APPLICANT (s B0 wUT)

1) Uy affing my signature or thumb impression o this Form, | (Applicant) hereby agree & suthorise Koshika Foundaticn and if's Trustoes o

use pUbISAPUl-upireproduce my name, address, photo & cetails of !he “purpose”, for which such assistance is requestedigranied, through any
mmmmmmummmummmwrmmmmmmn
achwbes/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or aftar my trestmaont or fuifiimaert of the “purpose”
for wivch assistance is being requested.

21 | {Appiicant) foriher sgree that any such use of my name, address, photo & datails of the “purpose’, for which such assistance & requested/granted,
MMMMM#M«M“*M.NWVMMMwaMM
wih (e Trusiges of Koshika Foundation, and their decision is this regard will be Snal and acceptable to me.

1) W YV W e TR W a0 Wt o o, € (aminy) sl wrlt W e v o e et st o el o e e e S0 wm,
o, 932 oft & fewrn w wux ¥ wifen £, 3 “wifem” e el o, Gee gt I § ol i st refed @ fed fesh o ven o

# yufts wet % S afugr §1 2 won W fowen A pre @ o g # w0 @ S Cwifw wri v ok afep b

1) & (svies) v W @ weme {6 do ww, wn, 92 o fee o o wwm W axtvel ¥ w98 v wewe e 98 v W e d

* e ooy T ufied W frde o ab weewd

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION :
wiow ¥ waw W &3 W oy

—

.*f,. ? v

AGREEMENT by HOSPITAL (¥wmer o0 wUT)
By affiing hersundar, signature of ow Authorised Signatory for recammending this cass/patent for fnancial sssistance from Koshka Foundation, we
(Hospital) heraby afirm & sccept folowing:
1) that we nolther aro presen®y nor will In future avall of financial assistance from ancther NGO of any other source, for the same pationticese, as we are
10 get from Xoshika Foundation, 1o the extent that such assistance is granied by Koséa Foundation. If the requested assistancs is nol granted
by Koshka Foundation, i paet or in full, then the Hospital reserves s right to make up the shortfall from anothor NGO or any other source. Thia
confirmation essentially states that the Hospital will not avad any duplicate assistance for the same pationticase from any other NGO or any cther source
2) The assistance from Koshika Foundation Is only finarcis! in nature. The cholce of the treatment/procedure advisediconducied by the Hospital on the
patient, is based on the arrangement batween the patient 8 the Hoapital, and & in no way Influsaced by Koshika Foundation. Hence, the Hospits! wit
assume solo & complete responsidiity of the restment & I's cutcoms & safely of the patient, ard Koshika Foundation will have no role or responsibilty

in the matter

vt arfongy, wemwd WY ot W wdd W “wife st § fefe woue 17 feerte &) Wit €, R v (v B e W R v Wi owe

1) o% % 3 @ wiew ot 9 @ wivs ¥ fels wpen Rl A woed vene @ Al w aie ¥ T St €W w @ a8 I e Ceifoe et
¥ fewftode® v % waw ¥ “wifw s po v O & b R sifn e oo s el sfrewen iy T W e W o e
foift s & wred v w el e v @ wees W9 w s e v oW R ¥ we v em € e svem S we v ddveed ¥ Sl
& W wen w R w w9 ek

2 “wifre wrztve” § o ol wemn en il v W b9 W v oo 9 of e w e avesee W g O o e

® ¥ w1 e § ol “wifow st oo Sl v W wif ven R bt v o SRS v e ol s e R Wl el 99 o v
w o s “wife” @ s P w felod woass 1w oh

RECOMMENDED FOR ACCEPTENCE
i R <~ . .
Date of Surgery NIV .
maatao\ o W m?ﬁl)cc %1{*}
r\vs\‘&“ (Name of Dr. & Regn. No. with Stamp) W, Lions Sion bekaitof Hospitah . s
\Vr RO TR LY TR L No R R A dmit
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ S0f{ 3t Woad, Bangalore - .
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
i v |

= v 2
r

20.12.2018



