APPLICATION FORM FOR ASSISTANCE (Healthcare) KDUShlka
HETHE W ATEEA WEY (S A T
X undation
APBLICATION No. DATE - ~ b —
mve Rl Ly 2621 e e AT TR
= fh
— 631~ Swaimﬂ\ s
OCCUPATION ""‘(EGM e M nyﬁ[ﬁmwmm{m
TOTAL ANNUAL INCOME - [Astach Proal of Incoma)
wH =i s (% & W w)
PAN No. vaf T wEm ;
RE YA AN INCOME ASSESSEE ﬂﬂmhmh. You !
Hﬂmmnmﬁﬂﬂﬁ:ﬁdmﬁnﬂtr m:%r
FAMILY DETAILS wfram famm _
% No Wame of Family Member Years Gengur Relation with Apphicant
wH T qﬁqi;twdwm ?ﬂt[ﬂlj fn wrieE ¥ g Ty
41 -
[ p B o= i
S BYa QE’_@L& L =723 | e No-a¥ -«
- &
LS
BASIS for REQUESTING [Tich whichever Is applicabie)
¥ fid fiestn s .
Card
e et et e
wird T % 9w ™ = "W T T Wi ey
(vm w1 W) o Wl W W (7w ¥ e v s wh (7 v N e e TN W .
- “PURPOSE" for REGUESTING ASSISTANCE.
woen #y e el w2
S0 Mo, Madical Reports/Prascriptions Attached
5 wE s § Wil Wt i wfvie il s
ra) : = —% [
LR P T VS N 7 S i 5.( 0 (7D
m— 7 - toiatet
~d
B ta — 2 at
T
ASSISTANCE BEING AVAILED for SAME “PURPOSE- rom OTHER SOURCES
¥ I ¥ T W ww mewm e s e W e o oo
Br. o, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=Y e =P W W =t ™ woaE o




DECLARATION by APPLICANT. e g Sivm 1.
ummumﬂhmmmmmrmlnmhrnufwm.mmﬁwmmmwammm.xwf

8 for rmectionicanceiilion.
2}!mwmmm.ﬁmmmmmew.-lumuwm{wh'pum'_umﬁnmm_hmmwm
Wis reguesisd by me

Jalmﬁywﬁmm}mmt-!ﬂmhm‘wuﬂmwm.mpﬂwmﬂ.#mmﬂmﬁumﬂmww-ﬂﬂm
lor which This assistance 8 requasied

nhhqmtﬁrwmiﬁmNMHmimnmnﬂhu&ﬁhﬂmmwwl!ﬂmﬂmitﬂhp
nﬂwi“ﬂ‘ﬂﬁmmﬂidwmtmmﬂmﬁﬂiﬁhﬁ,inﬂliwnh
J}iﬁmt#hmﬂwﬂtﬂﬂt“mmmqmﬂwhﬂﬂﬁmﬂuﬂi!ﬂhllﬁlﬂﬂiﬁn

AGREEMENT by APPLICANT ( ssdvs D3 )

HﬂyihmgnwngnuuttNMWHﬂmmmFm_liwmvwllmmmmmﬂTﬂmb
uUselpublishipul-up/ragirodiice my name, address, phoio & detalls of the “purpose’ for which sugh assistance is requestedigranted. thiough mmy
nudlum.mdingmmlmmlhmﬁ.m.miwwlehmmeMnﬂmmwmmrﬁ
ActrviTEspchieyaments. sm:molmypnmuuw:unumuwnnuMqub:mmmwmmmwmmmmW'
for which assistinoe s being requesied.
2:l{wtmmmwmu:nmutm:.rm.m.mlmﬂh'ﬁmﬂwmmmmwm1
wmmrrmuymmmbrmnmmmhumgMm.ﬂm.ﬂnﬂdﬂmhgﬂﬂhﬂm&rmmmmﬂw%
wmh‘lmu“Mmmmﬁm.-dmmhmhwduﬂuhﬂmﬂwmm.

NwEm RS TE Mﬂmm.!{m}Mwﬂﬂﬂmtﬁ'ﬂmmﬁn#wﬁW'ﬁwmthhm.
am, Wi sl o form ww o i b, e vy s, o, e et agte A e e st e % Bl fael o v v
inmtﬂriﬂq-ﬂqilﬂmmﬁm«ﬂmiwﬁtnitﬁih*ﬁwﬂrlﬂwh
1}irmlﬂﬂi“{kh“.H,ﬁﬁihﬂ!ikﬂ*ﬂtﬂi:ﬁuiﬁm;ﬂlmﬁmnﬂl »
“wifrr” yag oE tee w1 Py o b el wm L

APPLICANT'S SIGNATURE OR LEFT THUMBE IMPRESSION -
méeE ¥ vome W W W fem

.

AGREEMENT by HOSPITAL (v & w0t

(Hospital] horaty afirm & sccegt following: _
11Mwrummnmnﬁwﬂhw:mmﬂmﬂmwmmmm-quﬂvm.ﬁthmmm‘u-!m
raquesting to gel from Koshika Foundation, mmnummlum:hmumhgrmwmm&.aﬂrhun.l!mmmdm#mwmud
numummm.mmmmm.mn—mmmntmnmwmmmmmmmmrm.m
confirmation essentially states that the Hospltl wil nntMmydwhhmmwm“mnwmmmmmummm
i}fmmhbﬂmmlmehmwmmdmmwt.ﬂnuwufmumuqumnmﬂﬂWmlmumm
mm.hhnﬂnnmumwmmwmupmumﬂwm and is in no way inflbimnced by Koshika Foundabion Hange. the Hospital will
mmidlitm‘rrmlhmpmmﬁlrdhmmlﬂ'lwmm&mdmpﬁlntmﬁnﬁMFwnWﬂﬂhmmmhmumﬁm

i the matise

¥t s, weowil 91 s @ HERO ﬁ‘iﬁﬁmmﬁm'im“ﬂm-‘luﬁtfﬁnlmy‘-ﬁmmiﬂtﬂwlﬁh
u1kt:huhn:h1i'lﬂ-tﬂmwm#mwuﬂnlﬁinwiﬁtﬂ#t,ﬁklﬂ#'mm‘
im-tmi'MM'mmnhilﬂmm'wmmmqwﬂh-ii“ /
ﬁnl'lﬂhMMtﬁﬁnmimﬂmiﬁtqﬁumhw#immtihmtﬂumnﬂrﬂhm
& wrwrtt wom w fedt W T A W A
L'mm'ﬂsﬂdmmmnﬂﬂhﬂwmmﬂimuﬁﬂmuwﬂﬁm
iﬁmhl*‘ﬁhwﬂt'memﬂm:ﬁhMﬂmiﬂimgﬂlﬁﬁﬂiﬂﬁhﬂﬂﬁﬂm
dﬂﬁ'ﬂhﬂ'ﬂﬂ“!ﬁﬂnmimﬁu

RECOMMENDED FOR ACCEPTENCE
, v fe s M'

Date of Surgery | P4
[ ’ " :h::-.!r'. ¢ mw
ECL l““ 2 f' (Name of Dr. & Regn. No. with Stamp) »
ORI TRw § R 1 D8 . G B

#0ha Eya Cara Trysy)

SIGNATURE of TRUSTEE 1 of i
estetlig Iasalw_ mwﬁ dre-52

vl FA

20 -03-2025



