APPLICATION FORM FOR ASSISTANCE (Healthcare) K(% h ika
HeTam ¥y AT Wy (wmean Sawe) P ey o
) oundation
APPLICATION No. = X i 3
ey W [Blodls /O’@? s o °A"O3IOTJI2013 e hizaababe
NAME of APPLICANT ; AGE-YEARS 39-aV | sex fifn |
ot ,Pupagol LS 1o
PATHER'SISPOUSE'S NAME : .
femwgm W Vanﬁmlc&}\ o
~ PRESENT RESIDENCE ADDRESS WASH 30ararg 971
s 4 ) Ay o | M
PN o8 L, | SRV AN AR Y] )C"CLpCun P ]| IIQ»GJ 1
P RSB ToORESS el A ol58 o155
- <0 A L1 - ? f?&&mmw P[L/AJOR
e TP 70 ¥ LSV EaTe e (Pay 2 D
= 1 S C;; P08 op
TR Il Se  1oile MARRIED (1) | UNMARRIED (si¥afite) /
TOTAL ANNUAL INCOME (Attach Proof of Income)
w9 Wity =m 4-OJOOOI' {Dﬁfﬂ' 7mnmcj (S W) W W)
PAN No. 21t W o {
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appiicabie) Yo | Mo
¥ s 3% wrom § (R 5w I8 W Ow W A e ¥/
FAMILY DETAILS uftam fismm
Sr. No. Name of F Member (v ) Gender Relation with Applicart
W W <o # - oy ‘z.;(:i'; gl TS ¥ WY Wy
H a A e 4"‘6'0 to AD) 2003
l’f- A -
| e/ —~ CLL B ) QT
\J
BASIS for REQUESTING ASSISTANCE (Tick whichever 15 appiicabie)
weree % fid fefd sme
8L Card Cetificate Ration
pontiedo et e et
i T ¥ I s o awg s vl g e wrd povare fistas
(varm uy W) Uew o e b (v v W w ol s sl (W Y W) e 5 sy wh
“PURPOSE" for REQUESTING ASSISTANCE:
ween ¥y et nd et v ot
S¢. No. Medical Reports/Prescriptions Attached
LahL smeysien § wh o nf sfivkey g He
& A | s -4 2~
-] L £ ﬁd’ [SVEN
L
\
B s (o) 2 2
=TTt
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥E TRV W By w3 merew e sew viw B feer e e
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
L F W W TN vt i soew Wi
L&) A £ Y
=Y et Catd




DECLARATION by APPLICANT, FTY PU W T
nmmmum-nmm-nrmunmuww.mmwummmsmm.am.

rejectonicancaliation,
mmqmmmtmmmrwmuummmuwﬂumuurmumwm

was roquesied by me
3)lwmulmmtmmnw..wdmmmlnmahu from any other sourcalemployarfinsucance company. of the
for which this assistance is requested.

wet b

nlinm(hnmiktﬂﬁmameimmﬁd'n*dhﬂwmnntdiﬂmﬁmﬂl
2)Qwiwﬁ‘“wﬁn',ﬂnumt.mmnmt\ﬂtmmwﬁnmiwuh
niww(smwuwmﬁm.nmum-mmmnmmnamtama-w..

AGREEMENT by APPLICANT (s0its Do %01

mmmwmmmuw.mmmummmmumrmmmwmmmn
mMdeMSMmNMWWMWUMWWUWGNW'
for which assistarce & being requesiod
2)I(Aopwumnermemumwuaofmnam.MMLMdmw'.mmmmhww.
will not automatically eatith me for receiving or contnuing the Sad assistance The decision for granting andior continuing the sssistance wil rest solely
mmrmamsmmwmmunmmummmnm

1) w0 T T et VoW W sl W) ury we, § (siee) st weth w8 yie wox § o *wifew it b Tt wind " W feqr won { fv T IR,
n.ﬂ*ihwwiﬁi.ﬂ'dﬂw’mﬂ.m,mwmcwmﬁmdlﬂﬂimw
imwtmMhﬂmumﬁmewh--i:ﬂth‘uﬁnuﬂh'tﬂmh
x)i(“)nmdm(khm,w,ﬂ&maﬁmtmﬂtﬂtyuswuwﬁmnwmi

“wifon” qvg Tee e Py st b el )

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
WitE % et W S8 W faee

AGREEMENT by HOSPITAL (wesmee §U %U7)

mmwmm«.ngmmuwmwmmmmsmwmwmmwmn
(Hospital) hereby affrm & sccept following:

1)mnmmuwmwhmmuwmmmmu olher scurce, for the same patient/casc. as we are
nqmboummmrmwmmwmmmmnwww oundation. If the requested assistance i NOt granted
wmsm.hmamm.muwmnmumwwmmmmummm.m

in She matter

i g, vt W st Wk W i ST § A W i frafm 8 wd §, Bl wr (veeme) B e d we v s e b
n)whwd“*aa“iwwmhmntwnﬂldnm*ﬂ.*dtﬁkw‘wuﬁm”
4 fonfonfedy 7o @ wau & “wifrer wrEra” g0 e i b ot~ e g weon Sl S ¥ e ae fee we oo s
ﬁwhuﬂ«nwnmimﬁnmw::-inwpiwwafkmu--«wmnu
& wesl W W e s weE W AR A

2, *wifiver wretma” @ W vf wrem wan Sl vy ¥ W ree 00 @ ol T @ R v TVOUSERE W g 0% oY v
emwﬂntm'thnwdm'whﬁmwt’u«ndtuvﬁmiﬁtmw*#ﬁnmwmum
@ ot b whre @ W gt § Pl w o ad

RECOMMENDED FOR ACCEPTENCE

whell ® forg wwfy
Date of Surgery
skt ) wha |

\po'® -

\o* (Name of Dr& Regn. No. with Stamp)

L T EEermwiy

" FORINTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1
= T |

[l




