=

APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hlka

m“mm (mm) foundation
e 3l081 K 02 fi ot el o-')/a:&f?cfla e bomiad e
NAME of APPLICANT : 4 ) AGE.YEARS W- | sex filn
i i &ﬁt})@mﬂﬁ Fo F

P \/evukti}a’aﬁd&d
PRESENT RESIDENCE ADDRESS sy symraty v

| ©2.16 0216
= ')gofwj;mmo Sowom
(ML WL (S0 ot U 'ﬁ oP Pé‘\j(})
iG] e  mMoHed MARRIED (FPaft2) | UNMARRIED (sSbuft)
TOTAL ANNUAL INCOME % (Attach Proof of income)
39 wis 5w 4"0;000[’ e ?nu‘xnc'] (T w1 W W)
PAM No. 7ot i s ( -1
ARE YOU AN INCOME TAX ASSESSEE (Tick whichavar 18 Sppilcabie):
W I W W U € (R W TR wn R vl.t.r’::’i
FAMLLY DETAILS sfturr fipam
e No. Nama of Family Member
w5 e o % - = %‘{’-‘i’?’ c%‘o- “’5«‘”3"&’#
BN, @) | IP/SVYToR P M P
o,
BASIS for REQUESTING ASSISTANCE (Tick whichever Iv spplicabie]
wprem % el fiesfy soan
BPL Card EWS Cert¥icate Raton Cend Any Other
{Attach Card Copy) (Aztach Certificate Copy) (Attach Copy) BasiaProot
i T % It e oy e wl war Y Ivie W e
(v v ¥ wwr v W Wl (v v %) vy vl vy wly (v e W ovyr S e e
“PURPOSE" for REQUESTING ASSISTANCE.
s iy et nd feot w1 agdes:
™ Medical Reporis/Prascriptions Altachad
¥ EET s § w W w i ol e
IS A 72 T £ B
| WLOAY ey [
S —
N ——
e LN ~ I]
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W e W i e sew s e st vtw 8 Py e 2
8¢ No., NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=N Tow o vy W s wern
n a Sy - e -
s T F 1=}




DECLARATION by APPLICANT: S04T% 510 WIvey w4
1)mmuuunuMmrmhumdmm.m&eWﬂmdumWGmommim
e kickoakamostialion. . Ifany,
ZJIM?MMVMMMFm.uuMWBNWZuWnuMhMWm
was requestod by me.
wmbymm|mwawwhm‘.mdmmmamummmnmumunm
for which this assistance is roquested.
1)lhm(kwmiﬁﬂdtmﬂ-w0imwﬁdtc*dh«wmnati*wﬁmﬂvﬂh
z)&aimlﬁ'mm'jnamlmnhﬁﬂndﬁdﬂh:ﬁiwmiwntl
))iwm(hhmq-wh-hdt,nmwmcmhﬂthﬂt!thtt!Oﬁdh

AGREEMENT by APPLICANT (spite @0 %00

1)eymmmygmn«nmbmmmmm.l(W)stmmnfmmmnlmu
umwwmmmm.mw.moamum'mﬂmmmmummW
moaum.m\qwmmmww.wa.m.rwummumrmmwmmn
Momh.S‘m»udnvyphotosW;m&MhWFMWuNquWd“W‘
for which assistance is being requestod

2) | {Applicant) furthor agree that any such use of my name. address, photo & detalls of the “purpose’, for which such assstance is requestedigranted.
mmmmMumammmmmmhmmmnmumm
mnrmdmrm.mmmummuumwmmm

A ————— e P R R L R SRR e e R R A b
ou, Wi lhQMwmimt.d‘t‘hn'mm.«.mﬁt&!iﬂwmwﬂilﬂﬂOﬂw
immimmhﬂmnmﬁmidtuivﬁdh'*—wﬂn'lﬁwh

2) Qmkv)w-liw(ﬁha.w,dﬂ*mitwiuﬂdﬂijw:“ﬂmdﬂtwﬂll

“gfee” ur vew i w finde ol sl wad v

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION
wATE ¥ veawt W i W B

AGREEMENT by HOSPITAL (wsumn g0 W)

ummm.mmdwmwwmbmmmmhwmmmMMn
(Mospital) hereby affiom & accept following:
1)Mnmmmm-unmmwwdwmmutmuwuneo«mwmm.uummun»
M»wmx«mrm.nmmmmmhwwmwjmmmnmm
byKurmew\.nunormutmmwmrnmtonnMaummNOO¢wﬂmm.m
monommuammmwmwmeWMMWWNWWMWmmummm.
2)Mmmmml’oummamnmmmummmdnmw"mmwnmmu
anmmwmmmamwwnnmquwmrm Hence. the Hospital wil
mmm&wrdmrowmvolmuulmlu-wec:&-qammmmm%mwmﬂaw’
in the matier.
ﬂw,mam:ma-mm-tmmnmcuo,ﬁmvw)mmiu-wwh
1).Nnﬁ“sﬁwﬁ“whﬁnmmhmw—-ﬁ—*dnw-diﬂ-dﬂ‘.ﬂbﬁ‘“m'
tmntmﬂ’mm'wmcquhd:'mmwwmf-ﬁmﬁwdhwcim
e = A sl dea w T R w4 Teer B e Mm_mw**mwukhmmmnmqw
A woweht vee @ forl ¥ e 3 o wadl
z‘mm'indmmmmthumuavﬂwtmmmGwﬂvm
t«uﬁwQm‘mm'wmﬁmumwdtnmmlﬁdmw-&m'ﬁdwﬂwMUM

vl e twifrnT ¥ 9 vfes @ fedol W we F o o

RECOMMENDED FOR ACCEPTENCE
wirg @ fog dehy
Date of Surgery —
Hm ® v Dr ATIRETAL BALLAL
\W\% Rups Conw::;m )
d‘:\°% B.&_mimtﬂﬂ:im
ot EORMERRALLRE o Rk FOUNDATION
SIGNATURE of TRUSTEE 1
= T |




