c\plle|OO 2%

K&¥hika

APPLICATION FORM FOR ASSISTANCE {(Heailthcare)
HETEW BY AT WS (TGS Ty
. foundation
m::m ?! o 2 1043& uouc::ouum aplisl\i> behmy e 4 b
NAME of APPLICANT AGE-TRARS 33w
siew w I MG\L‘, l‘(-“ﬂh}ﬂf s
FATHERSSPOUSES NAME : 79 .
s W 2= Qqadcla SA '1:}.)’
PRESENT RESIDENCE ADDRESS =R Sowarg
Nlumnoasin Wa pinhalls . Trcrioag 2a 1 b - —Tinasroeasss
Ak, o PN FloAanitdron dar £ £ o ;
o E T P e B Yoidop
0 A3 Mool
AN D2 Kea Lo
OCCUPATION - quxuﬂ‘b’ MARRIED (Wuft®) / UNMARRIED (vt
TOTAL ANNUAL INCOME - Antach Proef of Income)
P s UQoeo|_ o w1 s ey, (V)
PAN No. T W/ W : =,
ARE YOU AN INCOME TAX (Tick whichever 1 applicable) Yes
AN AN W o (R T W W AR e R
FAMILY DETAILS oy
St No. Name of F armiry Member Age (Years) Gender Rolation with Applicant
N How o % Rl W 2y (ud) fin FFTE ® WY BEY
e =4 2 o 72
= TR PR M (%1% X Son
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
s & ford fiaf sman
BPL Caed
wi T % 6y Oy WeT ¥ W P v Tvdes wf g
(e vy o v iy siee st (v vy ) o wf W Wt (wum o w o o v wt) b

“PURPOSE" for REQUESTING ASSISTANCE:

wom ¥y et o el W gt
Sr. No. Medical Reports/Prescriptions Attached
N o SemEies & il wt of wive g dem
7 . :DJ#%m&]R P - K& - ol =
S L -~ N
oL &&gﬁ)‘/ L S§Icc 1 Tol
/
O/ /
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
Vi IRE ¥ W W a woen fen s =y @ few e w2
Se. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 "o Co R R R ot »f wwrem vt
4 SC &M




DECLARATION by APPLICANT. srts pn e 9

nlhorebyw'hmlmslomummme!umimmudmyuw Any faise statomant will render my Appication & ongoing asshk,
lkable for

2) | solesnnly confirm $hat assistance, if recotved from Koshika Foundaton, wil be used ondy for the “purpose’, ss stated in this Form for which such

was coguesied by me

3) | heroby corfiem that | have not & will not in future, avad of reindursament, in part of in full, from any other source/empioyecinsurance company, of

for which this assistance is réquasied

1) & vdwe won { 0% W o 3 fed of ol fewrm 48 arswll o s e o s b afe e fewem wf W e wae e € A b wown faon @ W

2) Mt o @ v o e st i e i b s s s e Pie it o e s aes T wmm b

) ¥ yle s O fan oo & o oanda ) of €, e o W afw w oes o Bl e enfdande el @ 3 # T § ol 3 o vl F )

AGREEMENT by APPLICANT (specs ou s01)

1) By affding miy signature of thamb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and I's Trustees 10
uselpubiishiput-upireproduce my name, sadress, phota & details of the “pumpose”, for which such sssisiance IS recuesioc/granted, through any
medium, including bul not limitod $o verbal, print, electronic, for soliciling donabtions for Koshika Foundation anditr dasentinating informasion about it's
activites/achigvements. Such use of my photo & detais can be made by Koshika Foundation before or after my treaiment or Slliment of the “purpose”
for which assistance is being requesied

21 | (Appiicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, 1o which such assistance 18 requesiedigranied,
will not automatically entitie me for neceiving o continuing the sald assistance. The decisson for graniing andlor conlinung the assistance will rest solely
with the Trustoes of Koshia Foundasion, and theoir dectsion is this regard will be final and acceptable 1o me

1) TR T W A wee w o W ww wewr, 8 CGotow) avd el o e v o Cwow wEhm o e i W sfieqn v e R
wo, W3 sbt o feres g wee S e B ol Ce¥ow” ey el of wvaw et wcbe O wd vl st Tonfed ® S e @ v wuw

& wwftn sl & fey afogn & 2 oo W feeen S pow ¥ WAl w et @ W ¥ B Cerew vl s afeg

2) 8 (sriow) vuoen W weme 5 B0 wu, e, W2 sl P o fs Spee ¥ Tetrd @ wflr ¢ 59 eon Soee W rwor v v oWy
‘witvw” v Iee il w Feie sl sl weeef v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
wite € iyt w &g W e

AGREEMENT by HOSPITAL (swm® DU w80

By aflixing harounder, signature of our Authonsed Signatory for recommending this case/patent for francial assistance from Koshika Foundation, we
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