APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos hika

mi{mm (TR T ) facndstinn
e B] M Jrlmg, oA > R
MAME of APPLICANT - AGE-YEARS vg-mi | sEx fin | — = -
FHE W W Jﬂya W-rwmhﬂ &% E
an;ﬂim [0 ge ‘
ali ;l . wlila = 1 = L1 s 1 ..' .
= L Pe U (st 0P
1 2C2¢ Frn
occupsnon - _LL . [: of W;umﬂ{w
TOTAL ANNUAL INCOME - (Attact Proof of Income)
w9 wits sm = { v =1 ws W)
PAN No. i I WEw
\:;E::u;:ﬂm??imﬁm!ﬁmﬁmimrk Y
FAMILY DETAILE wfiam fenm
F:rﬁ mq::m w W ?l‘m fm HETE ;ﬁm iy
AW Saana Vorsdaiall =7 H {oh
— ] LY TG, AT ZT r Dalg Fel = T P
.7?&;1 mewﬁ 7 = Graad SO

HASES for REQUESTING ANCE [Tich whichever Is spphicablo)

wwr % find fiwde s i
8P Cord EWS Cartificats Ration Cord—" Othar
(Attach Card Copy) {Attach Cartificats Copy) (Attach Copy) oy
wi T w9 v o =T v T TS e B
(W W W W e W (v vy = ww ol Fs (v vy ) w o s .-
~r "PURPOSE" for REQUESTING ASSISTANCE:
wyren Wy fet md fesll W ot
St Mo, Mauical Reporia/Prescriptions Attached
w5 W smmavate 8wt ¥ o v gt wa
ah R .
4P N RO Ry — ¥ PUInZ.
2.5 S 7 72 TV
roa Fa o — " -
&/ —lad GG — AT [cFayact [ Perpr

ASSISTANCE BEING AVAILED lor SAME -PURPOSE - from OTHER SOURCES
™ It ¥ P 8N S5 mmen e s v d fe v W

5. Mo, NAME of OTHER SOURCE AMOUNT of ASSI5TANCE BEING AVAILED
w4 = T WY = ml s o




DECLARATION by APPLICANT. splew g tivm wa:

l}lhﬂhmﬂmmﬂMHMFwnTmhwuﬂﬂww Mywmﬂwwmnmm.im
abis for resectionicanceliaton

2 | solemnly confirm that assistance, 7 received from Koshika Foundation. will be used only for tne “‘purpose”, s stated In this Form. for which such assistance

was requesied by ma.

:uiha'm:yncm-muut|mmlmmh!um.mmwmmumm.nmmmmn.m-nymmﬂhmm.ﬂmmm
for which théa assistance /s reguestad

nlmmthnmiﬁiﬁﬂhiﬁ-mh#wnﬁdh#ﬁhﬁmmnmliiﬁwhﬁﬁ:-ﬂh]
nﬂwi“m‘ﬂﬂmm',nﬂwmi,mm#ﬂnﬂﬂiﬁhm.ﬂwmiwnh
s}!ﬁw{ﬁhmnwwﬂﬂt.nmmmqthMnmm*aimtiuiIMiﬁm

AGREEMENT by APPLICANT { snw g1 %41t

1;&-,—.ﬂmrqmymmu-mnmimrmtunmman.tnw}mwlwmmmerﬂmm
iine/publishiput-upireproduce my name, sodress. photo & detsils of the ‘purpote’ for which such assistanca is requestadigranind, through any
medim, ingluding tat not limited to verbial, peint, decironie. 1o saliciting donations for Koshika Fouhoation sndior giasaminating infarmation about 11's
mﬂmmmmu.summutmrmamumnbnmmnrumnhm-rmbrhunrmmmwmmumnﬂuh'wm‘
for which assistance B being requesied.

21 | (applicant) hurthar agroe hat any such use of my name mm.mluﬂdmwﬂwmmmuwm.
will not sutomatically entite me for recehing o confinying the said assistance The decision for granting andior cantinuing the assistance will res! solaly
-IlhuuTwmumenmeﬂn.wmmilmmwlumllmummmﬂu.

() 7 T o el W = s ) e wwe, § (e e T W e we o o i i o T e * w i o T v m,
. e llrihnwmiﬁtﬁ'dﬁm*mﬂ,m_meiqﬂMﬁmiMHﬁmm
& suftn wr € fg w41 3 W fow # e ¥ wH W e 2w e Ceew T w Tl e b
nt:mﬁmu#m{hﬂnu‘m,ﬁ:hhnihmiﬂﬂtﬁiqimmwmwﬂmnnvﬁi
“wifrw” vy T fad] w fivis ffm o s o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
srivs % et w A W fE

AGREEMENT by HOSPITAL (vasmm g i)

Bymmmw-.mwmummwmmmmmmw-mm:ﬂmrm.m

(Hospitul) hersby affirm & accop! following.:

'l}nwtwntmmmmullhﬂmm:vmmmwﬂmmmﬁﬁﬂm oiner sobroe, for Min samae palienlcase, o we ane
hnﬂMWFMM,hhlmmmnmunmnmﬂh It thie requesied assistance k4 nol granied

nMquum,mpwtnrinhm.mmmnﬂmlmmnu':mhmﬁlupmﬂuﬂﬂmmmﬁmlwmm This

mﬂmmmewummmmwahmutwllinmn.ﬂmuupn:munmhrm-mupmmfmmymrﬂanwmm“m.

2} The assistance from Koshies Foondation i only financial in raturs Tre choice of e treatment/procedirs sdvised/conductod by the Hospital on the

mﬂmhhmunm-mwmmwmml|Mww.mﬂnmmmmemndﬂm.Hm.mHmﬂl

|11.£ﬂmh&mwumn-mlmryufmmwtanmmlmﬂmmﬂm.-nﬂmﬁhw-ﬂhﬂmmmmnmw

n maftiar

mm.mna&ma-mm-ﬁmmnmnmthintmmnmtwum-dh

1) wE 7 % wie ot 9 @ v J e s el & weh e o el = e ® e e 4 A1 ow w o £, 4 e v i et
ﬁmﬂmimi'mm'nmnhhﬂ‘mm'mmMMNﬂﬂhﬂl*m
i = e e w el nmdmﬁmmmmhwﬁimwmihmmmu#ﬂnﬂhm"-"
b wowll W T el S e W oAl A

5. *wifime wertre @ o mi T W e owf ) b S pes on 4 o we el nregsiee w g T o weem

o v fiovn # s ~aiis s g f v w e b i e A S0 ¥ e e b wd wd W el fasol S e v
Hﬂt'ﬂm'ﬁﬂw‘hﬂﬂﬁmt{mﬂl

7
Ny M- g
|

Date of
s

ng W

g
|5

20 - 03 - 2025



