APPLICATION FORM FOR ASSISTANCE (Healthcare) Kg[uka
HEFTT q - HTEYq ( =T TEwE ) m
APPLICATION No. . APPLICATION DATE ; Builfirig black af life
e s - R}m:a 2&!39’19 s it "”'311-&
NAME of APPLICANT - AGE-YEARS 3m0-md | gex fim
o C.hfklca}haurm 2D
FATHER'S/SPOUSE'S NAME
w7 N Hmwa%(_aﬁ
]
EEEZ&EEIPL&;L_ = 1% %?ﬂ:ﬁ. —HE By e
) (om0 2340 L ',__'Ml ll'irt . 1 nal? /i ". 3 ‘sl G ﬂS"’ P
R NT RESIDENCE ADDRESS . ‘
LT ao DICtyy [T, Eoomptiita Prec p pPOstap
— szgcwm%
CCCUPATION I r -’Jm MED {m’ %
TOTAL ANNUAL INCOME - - - ‘ } ‘Eﬁmmufhm;
Wit s — (H & e we)
PAN No. T WM s
RE YOU AN INCOME TAX ASSESSEE (Tick whichewer in appiicable): Yes | No
<1 AT AW T T R (W = W Tm w oo o e S Ll i
FAMILY DETAILS wfism fiyam
&r. Ne. Mame of Family Member Age (Yenrs) Gendar Relatien with Applicant
W9 R gftam ® wew W oam 35 (=) fisgn e i, o L
"—-.__:,
_-F""--
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicabie)
e % fe faly s P
BPL Carg . -
(Attach Card Copy) ;ﬂ";;mm%} t:mh A Copy— /ﬁm
i ¥ A W g o g 4y M = 0 T
(W T WL EoE i (o T evw o we (7 3w e W e Wt
i "PURPOSE" for REQUESTING ASSISTANGE.
wew By e om faal e
8r. No, Madical Reports/Prescriptions Attachag
¥ "o mmgmﬁﬁmwum
[ .y : r g
(1] l"}i'mclvﬂt"?}L_LJ DE 7 mrr.a,c.,
2 (‘HI&MI ="
e o, -~ | e
LD TSR p L (1 ek 4 O KT
7 = / ' = o
!
ummcammunmm-rum from OTHER
W TR F i e A g R s wE R fEw o gy
St No. NAME of DTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ e I W W A w7 e it




DECLARATION by APPLICANT, % T Whivy w¥:

umm mnﬂnel_liz.nﬂ*ﬂ Form are True fo the best of my knowladge. Any false statement will rendar my Application & ongoing asalstance, i any,
2} | solemnily confirm mmm f recetvad from Keshika Foundation, will be used only for the “purposs”. an Amated in this Form, for which such assistancs
was requasted by me.

J}lhﬂ&rhﬂﬁmwlhu-mlwmmm. -uwmmnmnuhm.mwmmwmm compsaty, of the amount
for which this essisance s requested

u!mm(ﬂnwm#ﬁiﬂﬂhm#ﬂmﬁilgmquaﬂhﬂﬂm#w s W & e e e W w et b

z:uﬂmimnﬂt‘u‘rﬁmmﬂm',ﬂﬂ1nﬁi,m:ﬂnmﬁwﬂﬂiﬁm=ﬁmiumiwwh

31iﬁm{khﬂmnﬂlwﬂddtmﬂw#um:ﬂhﬂmiﬁﬂﬂﬂwﬂtmﬂmidﬂﬂﬂui@n
AGREEMENT by APPLICANT ( smes mn Wil

1) By afilxing my signatine or thumb Impression on s Form, | {Applicant) heraby wulwﬂmﬁummfm-mnmﬂmmm

use/publishiput-uplretiroducs my name, a0dress, philo & details of ihe “purpose”, lor which such assistance 8 requestodigrantad, hrough any

mdium, including bt not fmisd 1o vertsi, print. slectanic, for saliciting donatons for Koshike Feundabon and/or dissemirating inomation about it's

sctivities/achiavamenis. Such use of my phato & details can be misde by Koshika Foundation bafore gr after my treatment or iufilment of the ‘purpose”
for which assistance & hemyg roquested

1]i{app=mmufumwmlmmhunnlm Mm.mu.plmamu!m‘wu'.hr which such asaistance is
will net automatically entite me for mﬁqmwﬁnummaﬂdnmﬁm.ﬁmhdﬂmhwmnymﬁumummumﬂumw
wilh the Trustees of Koshika Faundation, and their decision i this regard will be final and acceptable to me.

1) 1 e A w63 W W ER, () mmawﬂu{u-mm#wﬁ-dmmtkmm
m.umtﬂmﬁmﬂﬁi_ﬁ“m'mﬂi.m.mwmwwm st Totven] & i fa B e S
#mwﬁﬂwmitﬂmwmﬁmim-wiﬁih‘mm“tﬂwh
z}hm:wn*m{hﬂum.m‘ﬁmmiﬁmimﬁﬂiywmmnmqﬂmrnﬂﬂ

“ e T e it w1 Pl s sl s v L

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION ©

AGREEMENT by HOSPITAL (vawss g Wit

By =ffixing hereunder, signature of our Authorised Sigratary T recommending fnis case/pabent for financral assistance fromn Koshika Foundation, we
1wm1hmwhvaﬂhmlmwtldw_ngz _
t]lhnwan&murmwnmuynurwmmmmmauulﬁmmulmmmmﬂﬂwnnjmmﬂ.mmnmplm.num
rmmluﬂmnmammme.mmmmmmchnmmuwwwmirmqum if the requosied sssistance is not granted
wmhllwandnlim.l.npannfmIuILI:huntmHmp'rtniru-rmil'nrqiﬂhkauPMMnﬂhuhuﬂHrWmean.m
mnﬂnnlmmﬁllljr:l;ll.!'lIl!mIhﬂrHuﬁpilﬂwdllnatiwlwduwmmmhuﬂmwwmtmmfwmﬂﬁommrwm.
znmmmmrmmmmurmwmum!mwtnnmm.mmc-um-wmmnwmummwmmwmﬁmﬁﬂmm
mhm.nbmdunmmnuummmmhpaﬂmmmummd.mnhmmhMWKMNuFmdm Hence, the Hospital will
amaﬂesdulmmnmmnmﬂﬂtrdﬂmnm!mm&n'smmamndmmt.mmmemmmmmﬂw
In thee matine
ntM.mﬁﬂﬂtﬂmrlﬁ‘mmmhn'ﬂﬂtmigﬂnﬂﬂilﬂl.hmqmrﬁnmimtﬂmwh
;}uﬂnﬂtﬁm##ﬂvﬁﬁﬂhﬂﬂmﬂﬂhwm&h!ﬂnmﬁwMiﬂuﬂﬂl.hhm‘mm'
ihmﬁmﬁmimﬂ"ﬁhmiﬂ'mmnht;ﬁ*ﬁmm'wmmmuqdmwtim S
iﬂlnhmwﬂﬂnuﬁirnmimﬂimmwﬁmtlmwimwmlhmﬂmmwtﬂmﬂhm
#r woer wew w Pl see ser W owd A
;"ﬂﬂm‘m'ﬂﬂﬂmﬁmqﬁﬂilﬁﬂmwﬁﬂmwﬁﬂimﬂlwwﬂlﬁm

iihmﬁmlm'Wmﬁm'mfnﬂmwﬂmﬂilwﬁﬁmﬂmtmw#ﬁiﬂﬁmﬂ#m

ﬁﬂ-ﬁ‘ﬂhﬂ'#ﬁqﬁwnﬁ&ﬂmmﬂﬂqﬂﬁﬂi '( "?,__.Jﬂ
I {
RECOMMENDED FOR ACCEPTENCE po. ‘f ﬁ‘ﬁ%ﬁ*
Lu i il ® foq w¥eqie ﬂuﬁs':" il
Date of Surgery I/ OUTE= el
aﬂiﬁlﬂ‘ﬂ! .- Ty - 17 M ‘-'- ""."--“.'-BHE

DIA RGeS

A\ Uit of Shradgnproebal gHospliRh
xT p ':. ' ..I- sirich:

L2126

17.11.2025



