APPLICATION FORM FOR ASSISTANCE (Healthcare) ngshika

HETI Y ST WrE (e S foundation
e Blova s | HeTr whe v 13 1217 € —
NAME of APPLICANT d AGE-YEARS ¥ig-T | gex fm
- ReLms ha rmneo- £s (
FATHER S/BPOLSE'S NAME - "I-c'i-.:
fevsye = w JL'lr.f’ C.[-=.="'-.If-1 INMne.,

[ [a PRESENT ADORESS Wi =
FLIVGA I Edf e 4y Lr'j_

T DT W
prf i’ of
lr_——-——_.'.l..-"'_-—'——-—
s = oML ~ Rk rmibe ™
QoPUNRTION: Mot seakeR MARRIED (W) | UNMARSIED (st
TOTAL ANNLIAL INCOME - |AHach Froaf of Icoeme
wn wits wm :mwn:'mh}
PAN No. U Wem THm Vi
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever i applicabie]; Fou [ Mo
“nmnnmﬁiﬂﬂnﬂmmmm w'nn_':_
FAMILY DETAILS i fmrm

B¢ Mo, af Famity Mambas Age (Taars) Gander Relation with Applicant

e Tniuqdnm w0 (mi) ity s w
et LX) T BFYTVEL
r — =

i

BASES for mmmiiﬁimmumuupuhp

v ot ford firfn s

= o iy
{ARach Card Copy) {Atiach Coricsts Sopyl o Ao G
Wi TR W W ™ w1 WY gy T T Wl m'“ﬂl"'m'“'
i = e il W Cwm W) e wih e W (e vy W wf Ene W
“PURPGSE” for REQUESTING ASSISTANCE.
wwrm B v el et
3¢ Na Medical Reparta/Prescrapticns Atachad
*1 W st A Wl Wt ol st ool e
2 - F—
19 mﬂh' — FL - lae]]
]
- ottt
= &m{{ EL - =it 1
ASSISTANCE BEING AVAILED for SAME "PLAPOSE from OTHER BOURCES
¥ v ¥ 6 W s e fest ww v @ fem o
5r. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEMG AVAILED
¥4 HEm ¥ W = T o oy v

{E} BTN S EF




DECLARATION by APPLICANT. SWTE QT W 75

1) | haraby confiem Pl ab delads in this Form are True b [ha besd of my knowledge, &ny fakse stalomend will rendat my Applceson & sngoing aasheanos, il any,
liatie for reEcAonicancelation,

211 solarmmiy confirm fhat sssistance, if mceivert from Koskika Foundation, will be used anly for the “purpose”. an stated i this Form, for which wch assistance

Was g by ma

31 | Poeretry conerm et | e ot & will not in Suture, svail of revnbursement. o part or in full, from any other scurslerpioyarinsurance company, of B amount

lew wetich fhl @ssintarce o requedipd

i3 0 wireen wom F B oww e o fed ol it feven S0 wed o qﬂﬂﬂdiltﬂhﬂﬁmm“-*lﬂ“hﬂ-“h

=) W g o T o e e 0w T, T e T vtve o M W S e i s e v b

y; # e wam f fe fam wen £ w w6 E, e oo oW o w wa fre fesd e el w6 v oo T b sl o o fine o o

# GREEMENT by APPLICANT ( antrs @0 w01 )

11 By aMixing fry sEgnatum of thumb impression on this Form, | Applicant] hereby agren & authorise Koshika Foundstion and it Tnastes io
wealpblishipul upireproduce my aame, sddrees, photo & delsli of he ‘mEpass”, kor which such assisisnce is requesiedigranted. 1hfough any
aduin, inchEsng Dut not imised 1o verbal, pried, slectronic, Tor soScitirg donalions lor Koshia Foundaton andiof disseminaling infarmantion about il's

sclivitipsiachievemsnls. Such usd of my photo B detaiis con be mass by Koshiks Foundation before of afier my teatment or fiulimant of e *purpose”
for which assisianon is being requasiad

11 {Agpiican) lurthar sgres that any such use of my nare. sddress, phoio & detsils of the “purposs”. for which such assistance i requasiedigranied,

n-llnul.mlymulhmmmwmmmhmm.hmhmmehﬁhnﬂﬂﬂﬁﬁ
with the Trustees al Kashiks Foundation, and el decision (s this regand will be finsd and aoceisbe Lo ma

PRrpepe——— Tt LR b AT T L R R R R L R R R L
o i b w fewrs gw wen § wifen &, Cwifew” T eh, e, wenen et a0 o wikfed s seland o ferd fanlh b e e

& yerts wrd % B afeny & 9 v w0 few St e Tl m o # Wt s wde” @ ok afee
uhl'lillmnm#mtﬂ:nm.w,m-hmitmtm#ﬂiltj-.mnm#mnﬁi &
S o Tes e % Tehy i shr el v

APPLICANT S SIGHATURE OR LEFT THUMIE MPRERRION |
s W TEwE W W W e

AGREEMENT by HOSPITAL | pessm gm 1)

By aftinng herwundar, sigralure of our Aushorsed Sgnatory tor recammending this case/patient few linaneinl axsistance from Koshike Foundagion, wa
(Hianpitsl} hereby afem & acceo! falitwing:
1:1:..1-.muhurnwmﬂgnnrwmmrulumnmlmmlmmmmﬁquﬁmm.hhmmﬂnm
requasling o ge from Koshikn Faundalion, 40 the axtend (it such assistance s gramed by Koshike Foundafion, IF th reguesiod sysintancs is nal granted
try Mnshika Faurdatan mpl'r'laﬁM.MMWMH‘IWﬂMMwhwmmﬁﬂﬂnﬂfﬂﬁ'mTl"-
mmwmmmwmmwwmmhhmmmmwmmmwm
:i'jnuuﬁirutu-hwnﬁmhnFmMHwﬂrﬁ-rﬂMnﬂm.mMHﬁmmmﬂhwm“
patinr, |5 bused on the amangamant batween the patient & the Hospilal, and s in no way influsnced by Koshike Foundation. Hence, ihe Hospital wil
n.m-mammmlm:h'-rh-n-“umﬁlﬂ'amﬁmlmdmmm.mdﬂmthumﬂmehﬂrm

in the metbet

mtm_ru-trﬂw#mu-mm'um“qmﬂﬂlmﬂmnmm—ﬂniﬂm-ﬂh

Ui w3 et by 3 R e € frfre s st ot W w el o win E e e 9 m ot o §, e e e “wife Tt
# Fredm e e % e § Wil wE=bmT g e ag T §1 it s wee g0 T fe s § v e e & s ‘]
Tk e & wrwrl s W T w4 e B W wiesn g e o e F e own o e s Sl wTe T it ) S
& wrml oy w e e | W FAmAET

P ————— e R LR A B R R R R R R R

N T T p—— e R TR R R R R RS il R R R R Faum
Wt il o “wifiem W W g fami g aee o wd h '

FOR ACCEPTENCE .
w faw s Manage Cutreach
Date of Surgery s . Shradha Eye Care Trus.)
s @ wow | MS Consultant Ophihaimologist o 1404, Tinaiah Road, Mamer Terk Bed Arep
5 | Bangalore Diabetes & tve Hospital (Name, Designation & Stamg of Autherised Signatory
2 |1“ § (A I:I'nl'l B Faple _.'.:.4}'# - “':hﬂﬂﬂm

30-11-2024



