|7

Ci8lietocss o
__~  APPLICATION FORM FOR ASSISTANCE (Healthcaro) Koshika
wergw ¥y ST W (v TawE) e a tion
APPLICATION APPUCATION DATE Buvdng biosk of e

NANE of APPUCANT
o S

-t«m:“‘\//ozn 104 e e [ ollﬁ r ‘
AGE-YEARS sex fin |
QN Pxaleaehh T i 1 1 ’ l
NANE -

AT
TOTAL ANNUAL INCOME - (Attach Proof of Income)
¥ wits 50 NA (3w e ) /)]
PAN No. T W8 FOR - :
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appiicable) Yos | No
=T e BT oW € (@ W 9 I N e W P e W/, ~
FAMILY DETAILS oftms fyom
T Name of Family Member Age (Years) Gonder Relation with Applicant
U W vt % TeEd W W 2w (wd) ffny % Y T
. AR TRTATNY f% o h‘\1F'_—_—__o
7. TS T T ST
™ D S8 ™ N
T SULROS T ™ BN A
X “TRERD VA E r
[ & |
ASSISTANCE [Tick whichever is applicable)
e W fod fedly s
BPL Card Cortificate Ration
(Attach Card Copy) (Attach Coriiicate Copy) (Aach Copy) i s
wod ten € I oy oM™ sey s Wl Foviren wié o we
(v v W) wre Wiy s Wiy (warm v W o S s W (wrm 51 9 v of s Wt
“PURPOSE" for REQUESTING ASSISTANCE:
woram ¥ fed i ferht It
8¢ No, Medical Reports/Prescriptions Attached
w5 W semveien @ wilt %) o R gl dem
e —  JPRC
I — Y- ¥
N7 V] GPr—ATTS 0T
o — K 1 -
%}' .
ASSISTANGE DEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
8 TvE ® ¥y W v weew TRl = T @ o 6
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
4 Hus ou w1 TR o i weres UW
SCE L/




DECLARATION by APPLICANT: smiow U wyw 91;

unwmrxamanmmTMwMMoﬂmw Any lsise statoment will render my Agpication & cngoing

hatée for rmpecson/cancediaton
2)1Wywmwm.GWMMFW.Muumawlmm’m’.uwnMFm,bmm
wiid reQuestioc by me

1) emw(hwmim'nﬂmtowatmwﬁuﬂh«dmwmmwmtaﬂmm-ﬂaﬂ
:;fs‘rattmtﬁ!'mm‘,adndtmm#mﬂﬂtmhm,iwmdvuvvth
n!ﬁw(hhwtuw'hmwﬂ.uwumn!mhm«mmm#:dhttnnmithn
AGREEMENT by APPLICANT (swies 00 WOu)
1)ayoMmgmymMeeronmFm.l(W!)mnm&WuKmmew-rﬂmwn
usefpublsh'wlwmmmym.mohom&dobudm‘m’.wmmasmumuawmm.wwwy
moc-um.mmummmbmmm.mmmhxum;mmmmwmwm

Bitribes/achievemeonts. Swhunolmyoholo5MmumwKm‘mlmmmnhmyWalummaN‘W'
for which assistance is betng requestod

2|1(W)mwwhﬂmymmdwym.m.m&dmam'purpou‘.fammmnmmm.

wumowwummmhmm«mmmm.mm'ammbngmdﬁorconomlulum«omrmmb
mmTdememmuMMﬂbeWNnummbm

:)nmww\muﬂdmmﬂ(-ﬂmMMdﬁw(w‘mmmmW'ﬁWWtkhw.
u.'ﬁadr.'n'«nwmiﬁt.ﬂ'dm'mﬂ.m,mwmiwmmm&mm-amm
awmmu«mt.-amummme-ﬂ--twem'mmuwufwn.
::thu)n-im(ftiunu,v\a-kh-nikmtmdaﬁtywzwwmmmuwmi

“wre" gy o e w fivie sl ol wueel B

APPLICANT'S SIGNATURE OR LEFT
e ¥ vewm w g v R

AGREEMENT by HOSPITAL (wwens mu wo)

Sy sl hereunder, signature of our Aushorised Signatory for recommending this case/patient Jor financial assistance from Koshika Foundation, wo
(Mosptal) hereby affirm & accopt :
!munMrmwwwhmmdwmmmNGOam/oMm.iorthonmmmm.uwm
Wwwtmmw.hhemmtmmhwmmwm‘me if the requestod assistance is not granted
:r,mme,'mpmoth,Mhﬂuﬂdm(nc%h!bmﬂwwm&hmnmmuwmmu This

pavent, is based on the arrangement batwean the patient & the Hospital, and is in no wary influenced by Koshika Foundation. Hence, the Hospital wil

nv..mm&mm:amﬂ:ﬂqd“mummnmauvmdnwt.mxomleﬁonmﬂnovomroleotmmM
In Me rnatter

b S e LR R R Ll R el e R R el T T i p———

1) o fe 3wl obe o e o fifon v St 0wl vioe o et s v § T vt F ot a8 8 S wd ~iftver wrd”
iﬁm&animi‘mm'mmnkhn&'t’lﬁnxtw%w'wmmw.‘vr:quuqmﬂhvntﬂm
ﬂu\sa'ﬂwuomuh&nmﬁmﬁvaﬁmmmtxwwﬂmwnﬂrm%ﬁmwﬂémw—iﬁmﬁ
& woed we w el == aa @ o A
;'mm'ﬂﬁwmwmmdtlﬁvmwﬁﬁmvﬁﬂmmwﬂm«

® Bwow s § ol i sater” o fel set i e a0 b ovefied weeee o B % g e obr st w9 ' :
W ol fee” © W o @ fostol v F w e ) o\

RECOMMENDED FOR ACCEPTENCE §( ESTA £
Dr. ABHISHEK HANDA =t & frg siwgfr /// o “‘"“3'0') 5

Date of Surgery MCINo.09-35572 7 \p \_/»
M‘I‘Im sbn-»...... v » {: ,\'./\-4) \\Q
.‘Th&“ k /S G s N
\\°\ D ols o, T b S (Name, Designation & Stam :
Y,L {Name of Or. & Regn. No. with Stimp) on behalf of H
\\ TR W AW A L T 3 W v g sfuar
FOR INTERNAL USE of KOSHIKA FOUNDATION  57fts 2w 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
3ty |

7 AL

o /)

28.04.2018




