MoM~(-98-03-a1873
- & .
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HeETgE ¥y STEET WSy (war T ) e s
APPLICATION No. - | APPLICATION ’ Buiiging block of lite
s e . M n?ﬂs‘logf:.n e g
NAME of APPLICANT © o AGE-YEARS 1§ SEX fom
- R kf:rr? Qj ¢4
FATHER'S/SPOUSE'S NAME | |
femps W ™ {711 anuy
- SESF! 3 |._'-:.‘ e 1“ L LEiE mm
Ttnnn 1dha, szl /U Ssauaon (J74d
o _.";..!'1',' i i . 1 2 1
i _ e
. PERMANENT RESIDENCE ADDRESS - T Faain 77
ORI 0% DOV E
OCCUPATION - {melL'f ‘ £_| MARRIED [TWeii§%) | UNMARRIED (siweie)
TOTAL ANNUAL INGOME : } | |Attach Proof of Incoms)
= s W ."")meﬂl gt {3 = e e
PANMNo Tulf mim Fmm
ARE TAX ASSESSEE [Tick whichever is applicabls): i/
w;r?;:ﬁ#‘fﬁwﬁmwm“ﬁ;ﬁml ?"&

FAMILY DETAILS wireny fipmrn

Se. No. Narmm of Family Mamiar Ago (Years) Gender Relation with Applicant
w1 Hem i % weed W AW T (wl) fm T % M Wy
TN \r Worad 7q i (=1 %%
| ! =t '
BASIS for REQUESTING ASSISTANCE [Tick whichever is applcabls)
aprea a fd Pt s
BPL Card
YAttach Caed Copy) (Attach Cortfcat Cosy) (Aiach Copy) ek i
i T % FE oy v e sym el SR e w1 g i
(W g b wee wt (v ) e W e s (W T W ww v e wh
“PURPOSE" fur REQUESTING ASSI3TANCE:
R ¥ e T e W e
S¢. Ne. Wedical Reports/Prescriptions Atiached
w5 W sEme e # Wi« of sk gt e
i 1 A ﬂ
DTN 3 17e DL\ 11 B S 4 i 4,1 s il
g 772 TR Talasiadtt
e[ 4 —
[ S L/l I F}"-'?n?}ﬂa LIl din P.._.
ASSISTANCE BEING AVAILEL for SAME “PURPOSE" from OTHER SOURCES
gt f fp W e werem feslt s e # fm o 7
51, Mo NAME of OTHER SOURCE AMOUNT of AGSISTANCE BEING AVAILED
il | TE w W ot of wewn vl
"TUBCS 200 7—




DECLARATION by APPLICANT. Sew g0 siees .

1]ImmhmMﬂﬂhhmﬂanmemﬁbﬂdmvw faise statamant will rendaer my Application & ongoing assistancs. il any,
b

2] | solemnly confirm thist assistance. if mosived from Koshika Foundstion. will be used gnly for the “purposs”. as stated in this Form. for which such sssstance

wike roguasied by me

3) | herety confirm thal | have not & will not in fulure, &viell of reimbussment. in part or iff full, from any offver sourcefemployesinsarancs company, of the amoun!

for which thiy essistance & requesied.

1) & s wem B v w3 el ol o e 48 et @ g v o W bR W e o s s o owm § S we e o = et §
NE A o e s dd e b e e i e R i e s T b
1) 4 g wvw { v Po w0 ook w8, ol w sfes W e e D e s ficdm weeh @ 1 o e b olor @ s F

AGREEMENT by APPL| { s T WUl

1) By affxing my signatwe o thumb impression on this Farm. | (Applicent) hersby agiss & authonise Koshika Foundation and if's Trusiess to
Usepibinshipul-upireproduce my name, address, pholo & detads of the "purposs” folwhich such assistahce is mguesiod/grantsd, through any
medium, includng but not limiled 1o verbal, prnt, slectrone, for aolciting donatons T Koshika Foundabon and/or disseminating informaton about it's
aciivitlesachievemenis, Such use of my pholo & details can be made by Koshika Foghdation before or afier my reatment or fulliiment of the “purposs”
for which stsistance s being reguastied

2) | (Appiecant) further agres Ml any such use of my name, address, photo & details Bl e “purposs”, for which such assstance is requestedigranied,
will not sutemalically enlitle me lor recoiving of cortinuing the sald assistance. The dioision for granting andior conlinuing the sssistance will rest solaly

with the Trustees of Koshika Foundation. and their docision ie this regard will ba firal ind accaptabls to ma.

1) 96 998 0 A9 vEe W s W un eeee,  (apiew) seft wvefh o gie v f o s i e vod Rl " ow s s s S e,
am, % ol fewer ga e wife &, w0 e o sl o, wevw gt o o nifafid st Tveferd o fnd Tl o yem gre

 garftn wed ¥ T s 1w w foees St g © o m et § weh & fay Seieer skt n i &

2) A (svvrw) v oW ¥ T { TS S0 wn, e, v sl e o e owwem ¥ aped @ wivs § g8 v seem W ver W o e
“wifven” v T il = fvin sfme s e O

APPLICANT S SIGNATURE OR LEFT THUME IMPRESSION :
vy ¥ v W SR W P

LT4o P77

AGREEMENT by HOBPITAL (weem R WiH)
By affixing heveunder, signaturs of our Authorised Signatory for recommending this chse/patient for financial assistance from Koshika Foundation, we
{Hospital) heretry affirm & accepl following:
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