—— -
e cw\wl 0695
APPLICATION FORM FOR ASSISTANCE (Healthcare) K(% hlka
[qETaw By SAEET WEY (vareay L) Tecadstion
oundation
APPLICATION No. - , APPLICATION DATE \ e iiing Vo of 0.
WA T h\lo\%\OO:Q i $mdt 93' \O‘B
NAME of APPLICANT © 8 AGE-YEARS T5- sEx fem
il Rad\m CW\,\M e\ | ™M
FATHER S/SPOUSE 'S NAME © o~ §
femoegn w1 9 B( /S
PRESENT RESIDENCE FFTEa W
=1 - H oS
PERMANENT RESIDENCE ADDRESS - WaTf STOHIA W1
OccuPRTIoN .\ evap\eged
TOTAL ANNUAL INCOME - (Attach Proof of income)
w wtE 5m n (e W1 W )
PAN No. vt wnm o nJ
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ks spplicable) Yes |
wo s o (9 mR W W W AR W e e u‘:E\
FAMALY DETANLS tar
5t No Name of F amily Member Age (Yoars) Gender Relation with Applicant
#9 Hem i % weed W A u () fisin P s )
(W) “assanl Dewl = e £ Wiilge.
A — Sweenin Oetind g5 ) SO\
- TP AR AT 93 [Ty 1
IO n L 13
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wrram % ford faafs s
BPL Card Cortificate
{Attach Card Copy) (Altoch Corticets Copy) e ooyl Any Other
nid w94 M = W vl ve W Feen Wit = o WR
(sum T %) we s S w (o Y W v 3 e S (wm vy W e v W Wl
“PURPOSE" for REQUESTING ASSISTANCE:
wern ¥ et i el W ot
$1. No. Medical scriptions Altached
w9 o p———E R L E R A sk U
— Gy Wﬁ - N
Ll = p1 5N
X Sukgely — B . Alct Lot 3ol
ANGE BENG AVAILED for SAME “PURPOSE" from OTHER SOURCES
wminﬂ!ﬂmm o= wn A forw ww w7
Sr, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
1 _Hem — ¥ w81 W T #h wf weam vl
TE) SCER




DECLARATION by APPLICANT. e P e W .
1)|mﬁmudmnuMmtmnumde mmwummwammnu
Labie for resection/canceliaton.
‘mMwmmIMMWFM‘MMM”"W..MhMFmwam
wias requesied by me.
s)lwm'ﬂlmwlumnmmaMnpmanukmmmwmm.dnm
bMNMb

roquested
n!dnm(uwmtﬂﬂdmwﬂimn«dhtdm#wmw-tiwwmdtﬂh
z)'&wi“a"&nm’.intﬂtwﬂﬂnaﬁeﬁm*,iwmiwq‘h
))i*w(khwhc-ﬁddt.n*u“nmmﬂmeﬁiqihtttﬁﬁiﬂu

AGREEMENT by (0w B0 WU
1)8ymnymuMWu|mleW)mnmotummiamelﬂwu
Wmmmmaawdnwnummmu thwough

ary
mmummummmmmmumwmwwmm
acerdties/achiovernents. wmdmﬂw&oﬂmumwmWmammeuwdh'm‘
WMWHMM
2)!(W)Wovumammdmm.mml”dmw'.bmwmuwﬂtﬂ.
-imwwmmuumtumamumm.mwummmumumw
mmmmdmmwmwmummwuwummnm

1) W R ﬂm-ﬁdwmi(“)uﬂﬂdﬁw(«%ﬁmm&u‘-ﬂ'ﬂmt—(khw.
-,dadlim«miﬁO.d*'md.nm@miww&whiiﬁﬂinm
\\mcﬁimﬂhﬂﬁnmﬁmtv\\cmﬂcﬂtn'mm’-ﬂ ufiosn &
2)Q(ni«)nuiw(ﬁhw.ndﬂ*mdﬁwiﬁdﬁtyuewumwmwmi
'M"muﬂﬁuﬂ*tw&hn

mmmummm:

spites & gt W S W Pm
T 7T I

freatmontprocedure
WLuMwmmmnmanw.wnmmmwwmmw.mmwu
_.aun-ucwwduwar:wamdummmsmnmmma

in the mater.
NM.M‘*iwﬁ!d';&nvﬂn'ilﬁmhﬂdnﬁﬁt,ﬂu(m)ﬁnﬂiwcwdtt
ntkul-nnlnaﬂi*w“kﬂdmvﬂn&iwuﬂiﬁ-adQ.ﬁtﬁ‘-ﬁnwﬂn'
amwemi'mm‘w-«hkh«‘mm'wmnmnquwqunmmtam
Mn‘kw“-Mnmiww#uMWmtxwﬂimwatumwmmMﬁqm
ﬁMu-meadm.
z'“m’iﬁdwhﬂ!qﬁdhMumwedw-ﬁﬂmuwﬁ«w
i«um!*'mm'mwmndwﬂhmmiﬂemwm-aﬂduemanﬁm
dﬂ&'dﬁn'adw!ﬂﬁdwuﬁidﬁq

RECOMMENDED FOR ACCEPTENCE
wight W forg_wegfr P
Date of Surgery wa .
s ¥ woa \ N\ AP
tw‘- ;
\\q) bl (Name, Designation Stgfmp of Authorised Signatory
ab \\4 {Name of Dr, & Regn. No. with Stamp) on behalf of Hospital)
MWl ATl % 1 % R s sl
FOR INTERNAL USE of KOSHIKA FOUNDATION wfs T 0
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | @l w2

[l AP

28.04.2018



