APPLICATION FORM FOR ASSISTANCE (Healthcara) u -
HwTEE By AT Wy ( Tegree Fm ) Eﬂﬁ_h_t@
i d LN
APPLICATION No. —= APPLICATION DATE . = g ek o
wnsidiceceds iﬂC‘)-_?_ /2003 |W U2 L2 oczhe
RAME of APPLICANT : AGE-TEARS Wg-wi | sex fom
s W e
A oaqqmnd ‘f e
FATHER SISPOUSE'S NAME |
ez w0 0 h.Z} (D FHE&QL{L!{ a 9.
o Jl‘.ﬁ—l..h-i.l
- 17T} ' T rf? -
RESIDESCE ADDRESS | L]
iy Qoo
et gl I‘HL’]E‘];‘LEMH_‘ MMaWIMJ
TOTAL ANNUAL INCOWE [Afzsch Prost of ncome)
| %7 Wi P (5 W E
PAN Mo TEI] TR W
RE YOU AN INCOME TAX ASSESSEE (Tich whechaver s sppiicatie)
Syl s amn wr o # (R w0 W ER W e A ?:V
FAMILY DETAILS wftmr fpgrm
& No Names of Family Wembet Age Tears) Ganoer Aslation with Applicant
¥ i % T I'EF‘ i . W W T v
‘——}3; . Iy oW A
= L F® ¥ b
&) MLERAY S, T IR T T
¥
BABIS for REQUESTING ASSISTANCE [Tich whichaver i apphcatin)
s & ferd foerfe s -
Card Copy) uu-mﬁm:mnml (mg::ﬂ fﬁll_l' |
witdl ton % A4 wE = S WP W O T Teirem wnd Paory
Lot v wnie WO o ) [y vy W e e (vEm T W e e we e bca
T “PURPOSE" for REQUESTING ASSISTANCE:
e iy fed el TR
Sr. Mo Madical ReportaiPrascriptions ANaehad
¥4 WE ey B W w ol st ol s
[ P AR TR SR Kl o Jafdck
BEING AVAILED for SAME -PURPOSE" rom OTHER SOURCES
w8 gt % i wn www fesh S wi # e oo
NAME of OTHER SOURCE AMOUNT of ABSISTANCE BESNG AVAILED
g;‘ﬁ " = T W g e i
& rfts— ZOTl S —
L F L




DECLARATION by APPLICANT ST S Wi =)

1) | bty eonfinm Bl all detalls iy this Form ane True to B besl of my knowledge Any falss siatement will render my Application & ongoing asssstance, i any.
lirhie for rejoctionicancaliation

) | nolareiy confm that essisfance, § necetvad fom Koshiin Foundalion, will be used only Iof ths “purposs™ a8 sialed in fhis Form, for which such aessiance

ws regueshed by ma

3:||r-ﬂ:-pu-.ﬂ:?mrrul|h.||.-||ru;Hﬂ.ernd:rlIm.ﬂdWﬂMﬂﬂu.MIwmmmﬁhm

lor winch [hin anmisiance i rspuesieg

1 iy e f T g e & P o and fewrn W wel ¥ s we o st b ol S o e o e e & 8 0 s e ot w el b
1) W g W mpe o Swtfes wdwet @ @ om ot &, e Teen e vhen o g o T S wim, W v e of o o

33 & e s i s o g e b ot o R, e v oW e w e T fael e e fedmeabn el @ v o e ol n @ sfes o )
AGREEMENT by APPLICANT | sws gl %01)
1;.5,-g;rhmﬂm....wum.:.-mmnmmw.m_nuﬂ;—mmwlmmFmﬂﬂmﬂmhuﬂnu

usnipubilish pul-updrepratuce my name, adderss. phoio & details of e “purpose”, for which such assistanon s requestedigrantad, Fiough shy

mesdiim, inciuding bl nat limssed 1o werbal, print, slectronic, for soliciling donations for Koshika Foundalion andior Sssamnaling inlermation about i's
aciivitlew peivevnmraniy. Such yse of my phote & dolais cor be made by Hoahies Foundation belom o after my thoatment or fullitment al the "purposs”

Ies wiich ansisiance = baing reguesiss

211 {Apphcant] lufher agroe that any such use of oy name, sdioress, photo & details of he “purpose”, for which such RaSiElance & MequEEIs/pramind,

will nod ulpmabically enlils mes for rmoscirg or cortinuing the said aesislence The dedsion for granting andior continging fhe ssssstance will a3l B0l
with the Trosises af Moshkas Foundalion, and (heir gecanon i fhis mgaed will e final snd scoeptabie o me.

{3 7w e W it u e e, A (i el el o R e o “wifem witbne oby o il * i fieye v B
w4 sl % Seww g ww 4 e |, el wen st o wenw gt wgtn & i wididos] sy susferd o fid el & e e
& wafer wrd o Sy afown & S vy w e Sy 8 el W ww d W ¥ B Cwife et v sl afees b

11 & (s yu wm u wem f fe dn o wm v sh e o fie e € axtved & aifdn & SR e T reer o e T T d
“wiffemr® wm TR il w Tl ot ale e wme

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
AT & FEmEt W A W e

AGREEMENT by HOSPITAL (i @n W)

By afuing horoonder, signanm ol our Al Signainry for rocommanding thes case\patent fof financial assstance bom Koshia Foandabion, we
[Hompital] ety aifiren A accapt following

1] Bk e reithes @ne pemsanity noe will in fgurs gvail of Brancal nssistance from enotar NGO or any ofher source, Tor The same palant'chie, &2 we B
rsuaEhng to gl from Koshike Foundation, o The exiand thal such assigtsncs & grarisd by Koahika Fooncation. If S requested assistancs s nol gramed
vy shiln’ Foandastion. in gart ar in full, then e Hospital reserves il's nght i maks up Be shorifall Irom anoiher NGO or any ofler soerce. This
confirmation sssarially sieas et thi Hospital will not aved any duplcate assisience for e same patientcase fram any ofher NGO of any DEher source
) Tha aststance Iram Koshia Fourdafion i onty linancial n naiure, The choics of ihe reaimenliprocedurs atvissdiconduciad by the Hospital on e
patiesi, w based on e arangaman betwean the patienl & ha Hoapital, and |5 in no way influanced by Koshika Frundalion. Hence, the Hospetal wil
owsaitel Aok & conplsin reaponsbility of the irestmant & s outooma & safely of e pabent. arvd Woshia Foundotion will have no role or resporsbiiby

i ko malier

went sifiegn, wemel) W3 s O AR W e wedee T @ R wen 1 R ot wf T e (v fen e v w el wed

1) w3 i o 3 o ofies o fee e fed By wer v @ fesl e i @ v Sl F o m A w1 8 T e el st
 fmefte iy we o weay o “wifn wwetnt g wer iy T b ot S wifes et po s Sl affresen i v o fen e § W ~
Bt = W mreell g o il me wmmes N e o W e wi e § o g e s we € e s ol v e S iy e
#r welt wop w Fe aes s d ol dseEd

2. *wiffmm vt W F o weee wwn S vl W & f W e oo @ of T w e vt Tl W o o

% dw m frmn @ sl “wifive e gr el gen wowh vem w b il ree o Al 8 P e sl o e W oo ﬂm
wt el sy “wif® =t win g w bl o et o e W

RECOMMENDED FOR ACCEPTEMCE ﬂ.lﬂdlmllﬂll

Dr. 1 _Yrv s b Wm%“l‘_
Date of Surgery T. Durgnnaﬂr ;ﬁwﬁd’MEw fuS- o
e % W MBBS,MS,FPRS,FICO 5 1M, Thimmaiah Road, Miler Tank Bed

£ Con . e {Mame. Designation & Stamp of Authorised Signatory

| R e
:J} 3 = N e i At
FOR INTERNAL USE of KOSHIKA FOUNDATION  sa=ifi 7w
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=it v | :‘“ml

. ok JNE

30-11-2024



