(us\m\oo.s()

_-’2
APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘s’htka
" “ 13 ( ) foundation
APPLICA : _ ——————
e V)mslegst e 03)ioloRk —
MAME of APPLICANT - T AGE.YEARS W9-%% | sex fam
wTE w1 A= L‘L‘ijo :}-Q 1
adiesipio gl 2L SRR
T PRESENT RESIDENCE ADDRESS w#= s o1 3 g
N — V- 1A QD 7o — : )
? ’ ViAQ . Fo oy P | !
- 04 ‘ ?‘JJ
ADDRESS WAWIR W
Shoe Ao Gloear ¥
O(So) (!\“jl“
OCCUPATION Unerm Wrm(m
TOTAL ANNUAL INCOME - N (Attach Proof of Income)
%4 wite s MA (mwm’dﬂn)) NA
PAN No. Bt wnm w50
[ARE YOU AN INCOME TAX ASSESSEE (Tick whichover s applicable) Yes | No
0 500 A w ow (R R N T W R W P wmd n"rvﬂ o
FAMILY DETAILS fiar firws
S, No. Naeme of F amiy Member (Years) Gender Relation with Applicant
nv';- m*?ﬁmm %&7‘; fein TR ¥ WY Wy
J| Umau;?a, ge | N“k
z T~ cn A ) M S0
L] C%ﬁm ) ™ <m
[ N oy yi 52 ™M S0
-+ kﬂ-ﬁ
BASES for REQUESTING ASSISTANCE (Tick whichever is applicable)
soam @ ford il s
BPL Cord
(Attach Card Copy) (Atiach Cortincata Copy) (e Cony Aoy Qe
i ten ® A v u & w wd v v Irvtey wrd = o ww
(T v ¥ we o dan wh (W vy o) ww wiy des ot (7w T W o wfy wen W
“PURPOSE" for REQUESTING ASSISTANCE:
weram ¥y fed it ferit W Ig:
Sz No. Medical Reporta/Prescriptions Attached
=% o ST # wl W) nf vk g s
B '} S A A
5T Y/ )] N =
= VAR =
17
ASSISTANCE BEING AVAILED for SAME “PURPOSE" rom OTHER SOURCES
W IR W ¥ W = wmrew Sl e v @ fre e W)
5¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ siym o 39 i W s W nf wuse o
’ S S




: N

DECLARATION by APPLICANT: #des Do wivey ¥,

Hlnembywdﬂnm.ﬂdo(ﬂshmmamemNoeddmykMe Any talse statement will rander my Apglicalion & ongong

kable lor
2)IMWMW.GMMKWFww will Do used ondy for The “purposa”, as stated in this Form for which such s
was requesied by me
3)!huob,cm(mhmlhawnuGMMnMw.aMdm nmoomu‘hnmmyawm'omdcyumnmwm,o‘u
for which Bis nasistance is roguested

nGmtm(%mmihﬁﬂm%awﬂimm«dh«dhnﬂimmwﬂldtﬁmm:ﬂam
1;ﬂanmmm‘mm'.dvﬂlmt.mmmmﬂwtfmmah_immdmwh
y) & e wor ¢ f e v ¥ w0 owde @ of §, 7 o @ sfe @ sen e fed v wafrdrealrn word 4 3 0 fam & v @ e F o

AGREEMENT by APPLICANT (ssits o0 %01)

1) By affodng my signalre of thumd impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and I's Trustees 10
use/publahpul-upireproduce my name, address, photo & detads of the “purpose”, for which such assatance is requesied/granted, through any
medum, including bul not lemiied to verbal, prink diectronic, for soliciting donations for Koshika Foundation andior dissaminating information about If's
actreaes/achiovements suchuaolmyWOtommbunoéebyKmafmmu‘uouaﬂumyuewxouulmmmclu‘purpoae'
for which sssistance is being requesied

2) | (Apgpicant) futther agree that any such use of my name, adcress, M&mdm‘m'.!«meumulmmm.
wi rot automatically entitle me for receiving of continuing the said assistance The decision for granting andior conlinuing the sssistance wil rest solely
with the Trustees of Kosivka Foundation, and their docison is this regard wil be final and acceptable to me

numnmm--ﬁtnm,ﬁ(m)mwdw:m(a‘mmﬁmm'ddhvm(k#um.
-u.‘tazhihnwmiﬁtﬁ'nﬁm'mw.m.mwmtqﬁmmmtﬁdhdmm
lvldzstrltfmdvvi;#tmuhniimdvﬂquﬁuﬁih‘nﬂmwﬂm'uwmh
:)e(m)uwﬁm(kww,m,v’aﬁ*mdkmi“ﬁﬁiﬂnhﬁw:mummmowmi

“s¥re" oy vl i W fefn afm ol el e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
it ¥ s w W W Py :

AGREEMENT by HOSPITAL (¥wems o0 %0t)

By affixing hereunder, wnluodwmmdsmcm!umemuﬂmmwwwﬁw assstance from Koshika Foundation, we
(Hospikal) hereby affirm & accepd following:
!)hnlwommmunnymwlhfum“wolmnddmmmmm«wvmm.wwmwwm.nweuc
mpesmomoethomwa.wmemtmlmmnwwdbyxmhuFomdaﬁm.Ntnmquesaodmuncoamlwm
by Koshika Foundation, -nomoﬂnu.MMWanleupNMdmanolh«NGOoramo:humoo This
<mfmmamwsmswmmwwnouvﬂmrduolcalemmmfaNmpMaamWMNGOmmymcim.
2»TheanfvomKo-MaFoumuonaawyWinmun.TNMOIM!MMMWMMMM by the Mospital on the
o.wm!.uouodonthomwemwmhpcunltmomw.wdnionowaynﬂuunoedbyn(mhhal»’ouodalboﬂ Hence, the Hospital will
aswmem&oom;mmww«yolmmmm&no\noom&wmdmw«w.deos%aFoumhonmlhwemroworvemwMay
n the mater
mtM,Mdmawd'mm'dmmmhwﬂdﬂf,m“(m;hﬂm%w'u&wmh
x)wkwd-hduﬂwﬁwﬂm-mmhmwmumﬁnmtmwﬁwwwmnﬁdl,th'm‘M‘
3 At fvfy T % ween 4 wifiver SR oo wee ty fe b ol “sifve wortme oo woow fedft e B R e wa W s
foit 3 A et we w Pl S wEIwE § e 4w sduew den v € o g F e e ow § fe sme Sl sec e ofvwne gy it
& weerd dew w falt SR W B T el

3 *wifew wmte® A ot wew Sww v Tl W b oF o pee o 9 of wer W Sl TewusfEm W g O o

& s fave § ol “wifow srrtyR® oo fell weic w el ven o b el vesen F O @ poa gou oo = W Ed

T E I EeRIfa

= 8 R vwan sfeg wad

w it adr “wifrw” W W fte @ fedod W owsd F e 6'/-\@6
Z ol
RECOMMENDED FOR ACCEPTENCE = s '\ =
Dr-AshwinHiumgns = T YA e 2 | Adminitialor ) S
Date of Surgery MBEBS M5 FICO ‘ g% * *
st ¥ wi Reg No 66028 “m o : @4’
Time s \ (Name, Designation & Stamp
04-\\0\0\8 (Nerséof Dr. & Roga. aggsmp) oa behalf of Hos

FOR INTERNAL USE of KOSHIXA FOUNDATION  S=t% 7w ¥

SIGNATURE of TRUSTEE 1
o T |

SIGNATURE of TRUSTEE 2
2 TN 2

7

Ll

/Qj:/\/?‘,

28.04.2018

-




