APPLICATION FORM FOR ASSISTANCE (Healthcare) anshtka

W*‘imm (RO ) toundation
e B0 2na3 i Y T
AHBLICANT : AGE-YEARS S- | sEx fae Sl
o T Siddaiah =5 ¥

FATHER'SISPOUSE'S NAME an . MaAaal,

g W oy
... Pt ! g .i- A p= = W == l #“_L
RESIBINCE ADDRESS . w3 smms o
Tr——— = Pov-of P - b
= 182 siddaiols

. h
OECUPATION - Untﬁn[gqt o€ mnindhﬂn} { UNMARRIED | afmiee)
[ TOTAL ANMUAL MCOME | iittach Froof of income)
T miE g —— {9 W e wE)
FRN No. =2 W W "
mmmmtumunummnmlmr Ve [ No
1 B 30 W um k (E T 0 o ot oW fome e LS
FABNLY DETAN B hﬁ-flm__ I
Er. Mo Marm ot Famaly Mambar Age {Yeam) Gnnuur Falation with Applicant
WY T Rkl e T ™ () fim HATE W WM mm
i) = = o
p—_ R =
: 1‘"-.\_“‘_ L} S
\3‘\ T
_\-\-\-'_I—
--‘-\-‘-‘-'-\-_ -.\-_n_
=

BLASIS fea E:ugam‘ ASSISTANCE (Tick whechevar in agpiec atie]
HrnE w e fasda amp

BPL Card EWS Conifical efion 0 .
m:-_d; (Atiach Cortneass Copy (Attach Copy) ﬁ";
it & W yem == am ol TV = W we
o Ty e i s e W ey R (v = o el e
b 1 “PURPOSE" far REQUESTING ABSISTANCE
wrn o fed e fasd oW gl
8¢ Na Medirul Reports/Prascripbions Attachad
¥ ey et W il wt of ek e e
o Jieynga. A NS “’fﬂmff
B ;
L Cofaiors

/

ASSIGTANCE BEING AVAILED for SAME “FURI'OSE" from GTHER SOURCES
W At & ¥ il s wwen feel e v W feen a2

= NAME of DTHER SOURGE ANDUNT of ASSISTANGE BEING AVAILED
N teE B T WY A # of wEvm

——— i

& Paes Sooel—




DECLARATION by APPLICANT, #miTs 52 wwy 7.

1:Ihu|ht:lnu1ﬁmMﬂﬂ|hhhmFumme-hlumumr hratrwissdpe, Any fatse statemant will rendes my Applcalion & ongong axsistance. & any,
21 | ety canfirm that assistance, if recetved from Koshika Foundstion, will be used anly fiept #him “purposs”, 88 siatnd in this Form, for which such assistance
Wil requestad by ma

A} | heweby cordm thal | hive o & will oot n Rl Gl al reritiasemant, in pan o i lul, om any ol EourTalso T INSUREHcE SMmpanTy, ol e @rmoent
for which e ansstEnce s requesied

||lm:m{ﬁlﬂmiﬁiﬂwrhmiﬂMInw:n-rmnﬁiinf:rr.rmwmmmuilﬂlmmﬁ:ﬂll
1) # gm = wrwn T Cwe W, #@ ool W of T T Tl vl i o T fem Wy wen F = mw
1) A e wom f B fom o oy o e W d mr!ﬂmufr:mmmfnlﬂmﬁm-ﬂmiﬂimiﬁﬂlhlﬁn

AGREEMENT by APPLICANT | sodew pn %17}

1} By affixng my sgnatun or thumb Empassion o ikl Form, | (Appiicant) haredy agres & aaiforise Koshike Feundadion mnd i's Trusisss io
usalpublshipul-upireproduce my name, addtess, phobo & detalls od the “purpase’. for which such essisiance i roquested/granted. through ary
midiim, inchiding but ol imiaed io verbal, print, slectminic, fer geiiciling donatans for Keanikn Foundabion andlor disstrminaling irfoermatban aboul it
aciivilissacimaments Such ise of my photo & cetaits can be made by Koshika Foundaiion belore of afier my iresimant ar huifiimant of the *purpase’
for which sssiglance & beng requested

211 (Appiicant) father sgeee that any suth use of my name. scoees. phota & detads of the *purposa’ toe which such seaivlance i requestedigranded,
wil not sutomalicaly ontitie m for receiving or contifuing the said assistonce. The dectlion for prandng Irutine confinuing the assistance will st solsdy
with i Trumbwes of Koshiks Foundabon, and hee decsion @ hi regard will b final and pocmpbabia fa ma

|} v s s e W aied w w v & Csmbow) aeph i gfe v { o " ifon s A gk =i " b afiee e o W SR,
m, wiz oy o fewrn yu v dfen |, i tsifee" wes e, o, weow O Tetvn 3wt e s e 8 et Pk o v e

w wwiy wrt o o wfig & e e 5o o TR w wy & Wl % T Wi Wk 8 =k s &

3y & (mpbow) TR Am W s f Mo dn am, v wnd oy B o P o % axerd 4 widn # o o we e v v e d

“ifires® ey T el St affme sl e -

APPLICANT'S SIGMATURE DR LEFT THUMB MEPRESSION
WTE w1 v

i

AGREEMENMT by HOSPITAL (s O )

By affixing harounte!, sgralng of our Authofaed Bipnatory Tor recommanding iR casa’palien far Fnancisl assistance inm Koshaas Fourdlion, we
[Hoapitsi) sty affirm & sccept IoSowmng

1] tha we nefher are presenily nar will in luture avnll of Bnancial nesistnce rom anothe: NGD or ary othel soarce, for e same patienb'cise, & we 8re
requesting ko gol Irom Koshika Frursstion, 10 1he 2iler iha such assistance is granted by Koshika Fourdation. If tha requsted BEEIStARON 8 AO1 granied
by Koshika Foundation i'lnutnrrnl'uﬂ.m.-r:maHnnpmJm:n':mmmmwmmhmmmurmwmﬂ]h
wﬁnﬂmmw:Innthnﬂ-ummn-ﬂlMwﬂlmdwm-fwn-mpmmrm-rrm-nrmmnwmynd—rm.
Ejnnummhtmr:umFmd-hmumﬁmnﬁulnmmm TMMufﬂH.ﬂqunmmﬂMthmm
MNLHMIMMmmmmpulrli'ﬂuﬁﬂml.mdhinmwﬂhhmﬂudwﬁnlhuﬁuﬂm Hanon. the Hospital wil
ummmhamnmmmnmlltydmnmmamm.umluhwnfu-nlmwﬁmminmﬂhﬂﬂhnnmmhwmpmﬂﬂ
iy e matier.

ntdqr.rmﬂﬁﬂuﬂni-ﬁd“ﬁﬁmm'#fdﬂmﬂﬁﬂmﬂﬂi fah wm (e P vt @ e s w
uqnlmlnhnll:r'qnilr-ifﬁmﬁhﬂmﬂ“nmﬂmﬁﬂ-ﬂﬂ#ﬂuﬂﬂ'l‘.ﬁhﬂi*m-ﬁh'
# Nmeffonefiain e o st wrEaE g e W T i =fe i wrte g e i wifraceen iy =y W few am b ow s
m;:-hwm!rmmmnmﬂmﬁqmmmﬁwmhnqﬁrimmwihmthmﬂﬂmﬂﬂﬂ

¥ wowrl wem w Ted e mE @ oW ST
:‘dhnnm"irrrmmmmﬂuﬁhﬂ#mmw#dnurﬁnﬁmmwnnm
ihmmli"mm‘Wan-ﬁmmi-mmﬂmtmwﬁﬂﬂﬂﬂWﬁﬁm

o Wit sbr it ot wh i w facioll o 4w o

=

RECOMMENDED FOR ACCEPTENCE N n

N el % e s

Date of Surgery Manager Outreach
ﬂﬁTﬂIﬂI Drh%rnmnat AT inetiute for Diabetes &
E2lon | comemn i E et el G e

C
T 1 T W Fe
FOR INTERNAL UISE of KOSHIKA FOUNDATION 3% T 7
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= T | it Y 2

’ AT

15-08-2023



