alo]o 15

N %
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HuTge BT AT Wy (v ) T T T
oundation
Arucanonse: A1 0912|0393 aucsnonoue: o] oF 18 | i v o
NAME of APPLICANT : . s AGE.YEARS q—ﬂ SEx S
FATHER ' SSPOUSE'S NAME -
S Famned )
PRESENT RESIDENCE ADDRESS S SOMEIG Wl
Yjuq (A T xr . s
—— - < Dy s of Pag AT
s PERMANENT ADDRESS - = : Chameli
0393 NV
(AL rudsegf
OCCUPATION (1o 1\ @ MARRIED (i) | UNMARRIED (fvefea)
TOTAL ANNUAL INCOME - Aftach Proof of income)
w wieE =W Uo,000/ - o = e ). Y P
PAN No. e W HeR =
ARE YOU AN INCOME TAX A (Tick whichaver 13 applicable)’ Yes
o A s W ot (R W IE W S e u‘m)
FAMILY DETAILS SiTaR Jaem
B, No, Name of Family Member Age (Yesrs) Gender Relation with Applicant
WY T wftast % weel w1 = W () fein FATE ® G T
= Y
(] LV R i 25 m S00
s { TaUNC G ~J :
[ [t 1’ o ﬁ - ] O {
S— WAL LMY, ol - J 8 5] JUH
BASIS for REQUESTING ASSISTANCE (Tick whichever i applicable)
wmrem W ol fafa s
BPL Card ertificate
(Attach Card Copy) (Attach Corificate Copy) (Attach Copy] e
nisd tan 3 i wum o wes su v Y T Twn s S v
(v Ty W) ww o T ot (W 7y %) wew ui gee Wl (v o ¥ e ol dEe w

“PURPOSE" for REQUESTING ASSISTANCE:
wewm g fed R fesd W gt

= S No WMedical Reports/Prescriptions Attached
N TR smevEie o ol 9 nf s R wee
= NS s 1. S - KE — JMSC
= (E — [MSC
o Surdeady L KT - <cJcs+Jol,
s = |
G Ae?
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
¥ 00T % vy W = weem el s R v e w2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
W Hen N M % et =i e TR
2. KT o = b




TET_ARATION vy IPPUCANT ®meTE DT wYR I
?,.v—yﬂnﬁlﬂitﬂ‘mnTMbhmde Asvy false ststement will render my Application 8 ongoing

:,-'hw(hwmiﬁﬂﬂ“ﬂwﬁimmuwhmdlhnuwmwuutd%mm“i'ﬂ
:;wtwt“owmm'.im-mc,mmumdqscmm-m.iumaw-nt-
n!'pzm(ftmumigw!hﬁdtanMtwwm“nﬁm:ﬁéaimt‘uaﬁiw

: AGREEMENT by APPLICANT (spbew 1 Wet)

|)8ynﬂ-mgmymturoorthumbmmtr;Fm.l(W)mwlmmmmmrUYMb
mlw.\hww‘rewocuoomynm.m";No&omde'.hmmm-ame.Mmy
meoun.mmnmwwm.m.mbmmumwmmwwmm

‘.')l(M)th&uymmdmm.m.nMlmdhmﬂhmmmnw.
nar-aMm«mmumhmmum.mmuwmmummumwm‘m
mmrmmdmum.mmmnmmqumem

:;wmwuﬂmv“dmm.h-iw)mwnﬁw(w'mm*aﬁW'dmﬂ(hwn
n%a&ihmnmiﬁt.d'“'mﬂ.w.m'wmawwww*mm'em“
0mmiﬁqc«‘whﬂmumQmi“lﬂi&dtﬁn'lﬁnuﬁh'cﬂwh
z)iu-iw)wnim(hhn.u,dﬂ*hwiﬁmimwﬁtyn:“nmw!wrwmi

“wiftn” ey see il W fvdde sl bt wawl v

APPUCANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
Wi ¥ vt W 3R W Py

AGREEMENT by HOSPITAL (wsame Tw wi0)

By affixing hersunder, signature of our Authord Smohy'amnmmmwwﬁwc:dnmmmfm.m
1Hmuu)humwm&mbm:
‘)MwmmMwwhmmdwmmmNGmemm.mmmm.unn

w&mumommn,'mmmmonwwm-mmmmumomMumwomumoamym«m.
Z)momummxmummumwnmummawmmwmwmm
mmLuwmummﬁmwmm&wHm.awunmmymmmwwrmm Hence, tho Hospital wil

amm&mW:yolhkuﬂmunm«nluf«ydmmtNMFWWMﬂmmMuWy
In the mattes,

mm.mu*amu-mm-ammnmaﬁt.uuw<w-uﬁnman-wwh
1)wk-mdm&utﬁdWkaMWuhnmdnﬁwﬂﬁ-ndt,hktﬂ"m't:w'
ﬁmmiml‘&nmﬂm'uwiqhlnﬂ'mm'uwmwtmqw:qrmmﬂiﬂm
mnNMMmMnmdmv#imadbwtgzhmhmﬁimwm&kmﬁtmwmwmm
b wensd wen w el see ey W W) Semald

p ) ‘mm'dﬁwmiwﬁnw&dhﬁwmnﬂdmuﬁﬂmewmwm
thnh«t*'tﬁmmﬂm'whﬁmudmdhn&imﬂﬁimwQ:mkrﬁﬁmmemnm
W v b Vel W W ot w feslod v F o B

\
RECOMMENDED FOR ACCEPTENCE
vt W forg vy . P
Dlho‘Sm \_‘ ‘ \ & =
o aieees Dr. Dh: ,,/7/,., 1w ASSEY
A\ ¥ wh g& e (Name. Designation & Slamp of Authorised Signatory
b (Name of Bt:& Regn. Mo, with Stamp) " ‘on behalf of Hospital) , +«
TR WL IN N TR A T L, T NW e sy st
FOR INTERNAL USE of KOSHIKA FOUNDATION 53t 351 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | e 2

i S

28.04.2018



