APPLICATION FORM FOR ASSISTANCE (Healthcare) Kg hi ka
“ ( ) foundation
Ao a2 | g ] 1849 anxaxmeass |6 [19 110 Sy bt
APPLICANT : rg-md foin
MERTNT KPRUNA SPRDPR [ 7a ra
AP OGaE S At KANTA SPROPR
ST ORI ‘ F%m_
SN DA At T - 4 i
T TIE NoET . d |
PERMANENT RESIDENCE ADORESS : waf 3armaq Wi !
38 PBRAVE ——
e HOUSBPR CILFE MARRTED (Pref¥a) | UNMARRIED (sfvfia)
TOTAL ANNUAL INCOME -
0 wive 59 NIL ‘?'u'?c'-";:':’:i"
PAN No. BIf T B6R e
:E;!w:;m:r:dmdmmwﬁ:nml :ﬂ:a/
FAMILY DETARLS fouit fram
SE | mrmms [ | g [ momme
| A _&QLFU* 2 g ) 23 N 2
B 79 22 Y S B~ ] =1 22

[
-

_éa_ ' TH “HKD) 5 =
SR = ) T DBV FIEER

BASES for REQUESTING ASSISTANCE (Tick whichaver |s applicatle
e % fad fef s )

8FL Card EWS Certificats
(Attach Card Copy) (Attach Cantificats Copy) {Astach Copy)

it ¥ SR v o s vl mpare
(T ) o o (vur s o) wa ¥ v W (wew v % v ofy s wsh e

"PURPOSE" for REQUESTING ASSISTANCE:
wores ¥y el v fd W gt
Attached

Madical Repora/Prescriptions
swmavsie Rl ) of Wfivke q@ dam

Na.
¥8 v
I DIRGHNOLIS - ChTBRP T - LE

TR ERY =T s (ISR TOT)

ASSISTANCE DEING AVAILED for SAME *PURPOSE" trom OTHER SOURCES
8 sgtre ® ¥y o &= v fed s v # e W2

NANE of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
i sy v

. No.
5 % = v W SN




DECLARATION by APPLICANT: 37408 g0 @vm Wa:
1) | heretry conlirn that 3l de2ats in this Fovm are Trug 1o the best of my knowiedge. Any lalse slatement will render miy Applicasion & ongoing sssistance, if any,
fablo for bon.

znmmum.ummww.auuwuuw.uuhumummm

wos requested by me.
3} 1 heredy confiem 2t | have not & will nat in Adure, avasl of rembursement, in pan or o full, from any olher sourcaemployerfinsurance company, of the amoued

tor which Dis B3sis%ance 1 reguested
1) 2 dve v {5 wew @ fod ol e fewen 20 el # age e ol o ool 9 e @ wen s ow o 4 40 woen Ao W w v
2) # o @ wrem o “wifrer Wt 8 A = oft §, Tow avde o st W @ 4 il ko wdn, A sy T v ve

3) 4 se wom { f% faw e i 57 e @ uf 8, ow ofe w wlow w e fovm el s shefrdaeads e @ 0 e § st g e T ok

AGREEMENT by APPLICANT (3wis DU $00)

1) By affiang my signature of Tumd kmpression ca this Form, | (Agplicant) herety agree & suthorise Koshika Foundation and it's Trustoes to
use/publishput-upireproduce my name, address, photo 8 detads of the “pupase”, for which such assistance Is requesiedigrantad, Twoogh any
medium, inchuding bt not limited 1o verbal, print, elecizonic, for sobciting donations for Xoshika Foundation andior dissaminating information about If's
attvitesfachiovements, Such use of my pholo A& detalls can be made by Kathika Foundation bofore cr allar iy treatmant or fuifiiment of the “purposa”™
for which assistance is being reguested,

2) | (Apphcant) furher agree that any such wse of my name, 3ddress, photo & detais of the “purpase”, for which such assistance is requesiedipranted,
wil nat automaticaly entdie me for recelving or continuing (he said assistance. The docision for praniing andlor continging the sssistance will rest solely
wilh tha Trustees of Kashika Foundalion, and their decision ks thes regard will Do final and acceptadla (o mo.

1) T8 T W = reowt @ s W) wrw wower, ¥ (aies) st wred W) g v o Ceifn sty bt aed wld t W e v v 20 s,
vy, 92 sl @ forn te e A <fen £, o Cwifow® o e, T, TR TR aghs ¥ @ vl a3t venfed ¥ fird el @ v wes

¥ st = # firg =fee b it g w froee 3o @ ol @ o S W @ R e wedee® @t st b

2) A (svtew) v o o v L S0 e, s, oh aby M @ 6 wpem @ Tgind W wits § 59 v s W veot W) vem ey

“wifrer” ey el i W fede ofim o el v

APPUCANT'S SIGNATURE OR LEFT THUMD IMPRESSION :
sotey & peow w5 W fm

|
| AGREEMENT by HOSPITAL (vises &9 wUt)

By alffuciag hereunder, nature of cur Authorised Signatory fov recamimending B3 case/patient for fmancial assistance drom Koshika Foandation, we

(Mospital) hesaby aliem & accept following:
, l)MmeMwﬂlhmmdwmmmmumwwm.hnwmunn

mupmmfmbummmmumwmmnnmmmuw
uyxuunrmmmmahummwmnmumwummmmuwwmm
mmm«mwmmwW«ummmmmummmmnmumw‘uﬂu
| z)mmmxwmmmummudhm-mmudmmmwnuwmu
m:‘m.husedonmwummmmmnmthw.wkhmmwwmm.m,umﬂ
| assume sole & complete respenzbiity of the restmend 8 ifs ouicome & salety of the paliert, and Koshita Foundation wil have no role o responsibiity
| in tha matter

vt sfogy, vt @ 5 weadd W Cwitve et # Rls wocs o Rl 9wl 8, v () B v v v e vk

| 1) =7 i 4 9 ey by 3 @ e o Pelim o e A wred et @ fedd e vile @ T St 4w A o 4, B I v Csiee SRR
,ammtmi'mm‘nmhklaﬁ'dﬁmwﬂn’wmﬂmuwdhatdm
,kdnmmwzawftnmimﬁ#ﬂmmmhuwimw-thmﬁu«wﬂf«ahu

& v W @ e w= we § B
2, * ¥ v @ ) of seen Sen i v W@ 6 Ui« vesn ou 9 of v @ e R aveesin w e o W vean
2 de w fees B odt *n¥om s o el v w w con 0 b pelted wves F o0 @ pea goa 2 e w9 wd feted ¥ O v

W o e owifire o o e m Fasiod vl 4 W o
RECOMMENDED FOR ACCEPTENCE
gl # e vl .
peebarri DI ADITWEL < Shgntinr Bageni
L Tniihin | "ol
ll of Dr. & Regn. No. with Stamp 1 Eye
'6,' m".‘“"“%'ﬁ‘ ; A R v s e
FOR INTERNAL USE of KOSHIKA FOUNDATION 53t 3w ¥
SIGNATURE of TRUSTEE1 SIGNATURE of TRUSTEE 2
e et | =
@%fw.y[ | /@.04/6)
oam .', —

28.04.2018



