Cielozlon3y

5= S
APPLICATION FORM FOR ASSISTANCE (Healthcare) '
Ly omic Koshika

foundation

weTaaT ¥ AT WIEY

APPLICATION DATE : _ _
™ 6 2 |19

v \Jo21q]40€)

NAME of APPLICANT : AGE-YEARS S19-w{ | sex fom
ol Capmal

FATHER'S/SPOUSE'S NAME : 1

ez w1 N Q/n

\/: U~ M

’Dl — .
PERMANENT RESIDENCE ADORESS o
o (ol (iOGDS-G"\P’J
e " MARRUED (Sveft) | UNMARRIED (3#vefi)
TOTAL ANNUAL INCOME - (Attach Proof ef incoma)
ww wife s l‘quo” (ST W W W) Hﬂ
PAN No. vt W w7 !
ARE YOU AN INCOME TAX (Tick whichever is applicable). Yes I No
g W 5 % oN € (W W W I W AN W P e W/t
FAMILY DETAILS witan e
S, No, Name of Momber Age (Years) Gonder Relation with Applicant
¥4 e e & w W () fitn % e g
1 BATS TR —1 F ]
U, Thrnenalan o°f i ™ —oon
L SeelAn Tics b SR A NATA
£ o P
L 3 e oe— P TBAUQET]
L RIS SO VT g 24 TengLim
BASHS for REQUESTING ASSISTANCE (Tich whichever (s applicable)
wrgm & ok fiefs soamt
BPL Cord EWS Certificate Ration Card Any Other
(Attach Card Copy) (Atzach Certificate Copy) {Atzach Copy)
wid ten & A yam o s se W yRe Ty Fuitey wid = o W
(v wr W) e i s wh (waret o o o ufh s wh) (wam w1 W v iy s W)
“PURPOSE" for REQUESTING ASSISTANCE:
o ¢y et wt fed = o
8z No. Medical Reports/Prescriptions Attached
w4 den sevmvTien B i wh nf s il dam
KE - T C
iss QNY(
e —
x ; TICS 3 100
BT J\%} i
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v Tee % v i == werew fedh 5= vin A form o W2
e No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N WoR W vig W it v seam W
= SCEH




DECLARATION by APPUICANT: s9dts g0 s wn:

s)mmuumhmsamuemn»n-uuamm.mwwnwwwamml
repechion/canceliation.

nnmwwm,ummmwuumwmu'm:uwnmrm.ummm

was requestiod by me

S)Ihmwimuwlmm&nmnmwdwﬂpmcmmMWWWmum.dh
for which this assistance s requesied
ﬂq

nldww(humiﬁvldhioﬁimuﬁdh*dh«dmmwntﬂﬂwﬁmﬁw
1) 8t oo @ uesy o “wfee wrem”, § W w o §, e T o st @ ¥ e T wbe, @ W o d e e
)).wmthmwh.ﬂ!ﬂi'.ﬂﬁc“!ﬂh“ﬂMMi!ﬂM'*!ﬁ*Ii!!m

AGREEMENT by APPLICANT (sacs g wou)

I)MMwWaMMmmmI(W)WWGMMFMQGKQTW»
MMWMMMl“dN'm‘.hMMMiWMMmy
m.mwmmummmummuwwmwmmn
W.Mmdmm&“mumwmwmaNMWaWth'
for which assistance is being requested.
ml(WWwMWdemym.mMGMdMW'.IuM such assistance is requestedigranted,
nmmowmumamnmm.mmhwwmmumum&m
wizth Ihe Trustees of Koshika Foundation, and their decision is this regard wit be final and accegtable to me.

l)wmwMMtﬂdwml(-ﬁqﬂNwdﬁw(d‘mm#ﬂaﬂ'dmwtthw,
o, o sh w fewre vw v 4 e §, o Cafow” T cw, O, weww it Tt @ o e s wvedend @ fed fed oy o
QmuiihMhﬁm-mﬁmid.uiwiﬁu‘mmﬁwﬂmh
z)Q(ﬂu)uuim(hhquﬁ#ﬁmihwtwi*tﬁw;wumdl—lwﬂi

“wifn” vy s afid w Pede s ol wrorss) vow

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

soboe % powt W # W e
N\ 3
2\ A\ )
AGREEMENT by HOSPITAL (yws= g %1R)
Sy affodng .mdeWbMMWWWMMMFMn
{Hospital) heroby afem & accepl

folowing:
1)MnmmmethdemmmNGOamoMm'uNmnmo.uwm
muwmmwnummmmumwm Foundation, If the requesied assistance is nol granted
uymmmmhmahu.mummnmbmwmwmmmummm.m
mmmmuwnmmwmmummmmmmmammm.
Z)MMMMMuWWhM.NMdNWWMNMNM
Mawnmmmmnumaum.mhhmmwwumsm Honce, the Hospetal wil
mmtmwdhw&nm&mwdmmNm:ﬁmwlmmmammm
In the matier

u(m.wwtd&iwdwwwm“hmo-itﬂn(m)Mmiwuﬂwﬁh
uwsw-ﬁ-*aamin“nhmm-m-a-nnwwtﬂ-au.ﬁum‘mm-
tmméwﬂ'mm'wmhhh*‘wm'mmﬁmfun*qwi!hvutdm
frd s A e e w feal 3 e @ seren O W e e T ) v e F we e w § O s e e o Sdaed o e
A wred dee w el W= e @ ot bl

3 *wifrm wrdyr” @ o of o v i vt W & 9% e pu @ nf e @ fed md rvwusiEes W g o o

# ¥e w o £ sbe “wifow wrrte” oo fd ver @ e von ot b wfit w0 ¥ pee el ot @

# i o “edfrer” W Wi om w fiod st F ot ol 2 )
RECOMMENDED FOR ACCEPTENCE 7
KHANDA ™t % forw._ st Y Administrator | =
Date of Surgery Vs
shr ¥ MA) // .
'1\\\ " MameatOr.& Regn. No, with Stamp) s ey - o
Ao TR TIEER I m 7 W v sfeg s
FOR INTERNAL USE of KOSHIKA FOUNDATION  ¥fts v ]
of TRUSTEE 1 SIGNATURE of TRUSTEE 2
v H v 2

Y AT

28.04.2018



