APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S’ ,'llka
m“mm (v ) foundation
v e k1021929 46 Dl d 20 P
N : AGE-YEARS SU5-%Y¢ | sex fein
v sl gy Herim DAL, 84 T

FATHER'S/SPOUSE'S NANE |
fwveys w T

GiMat_ DAS

& IFPIBR DU DL, TORTEL P TR . PFiFs
B NT FAEN

PERMANENT RESIDENCE ADORESS : ¥aIf SpUIWiT W
—— S O BOUE
mm UNPSN/’Coyé’D MARRIED (Riff) | UNMARRIED (sfitafin)
INCOME -
g T o
PAN No. T W WeRl =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s appiicable): Yes INa
0 st 2y St on t (R wR P IW W W S e LR
FANILY DETALS wftany fieam
- No. Name of Family Member Age (Years) Gender Relation weth Apoicant
l:'w st @ woad W am W (w) fain ATE % WY A
TV BXSHI TS e gw g{ 2FE
2 %%Sg%) an F >
i
BASIS for REQUESTING ASSISTANCE (Tick whichaver s applicabie)
wee & it fielfn s
BPL Card EWS Cortficate Ratice Card Any Other
(Attach Card Copy) [Atzach Certificate Copy) (Altach Copy) BasisProol
wia tan € Il wum W g e wl yam o s W ey
(v w0 we w0 e e (v 1 ¥ wa o sl (vom vy ¥ v W W wh e
“PURPOSE" for REQUESTING ASSISTANCE:
mnﬁﬁﬂwm
S Mo
¥ oEmn é miﬂddﬁkx‘im
[} YMFX)U
Pl
Vi PR D211
s é(//{C’;nté7— *-Z- ( £723 TIor)
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W TR ¥ 8 e s v fad o v @ few e W2
Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N WA ¥q iy W 9y it nf woom o




DECLARATION by APPLICANT: #edts DU v Y1
nn..wmmunmnm%nlmwmmumm Any takse statoment will render my Appication & ongaing asssstance. if any.

labie for rejection/cancalation.
2):mmmm.nmmmw,uummnnmxumh&mummm

was requesiod by me
3;xmwymfmm1mmanmnm,wammwamummmmm.dn

for which this asastance is requestad
.)Iiwcu(kwmiki-hulhut&wodm—uwh\kdm«wmwa'nﬂmmn'ﬂm
nﬂtwimc.’n'dmmwrhn'.iwxwtmzﬂuwﬂndﬁtlﬂhﬁ.iwmiwwh

nlgﬁzm(kmwq!luhdd!.udhwdntmhﬂw”ﬁi‘ﬂMQalnaﬁih

AGREEMENT by APPUCANT (34Ts G0 $%1)

:)e,Mmywammmumowpwumummmmnmu..n
uwpuumw«pbmduamynm.mmlmdnw’.hmmmsmmw
mmmn.mnguumwtommmummmmwmwwmmm
actMbesachevemanis Muscdmypnob&mhmuwwmwmumWWuWUNW‘

for which assistiance is beng requesied,
2)4W)hmamntmywamdwm.mﬂwldﬁﬂldm'mﬂbmwmnw
ummmamwmumwwmmmummmmmnww
MNTWGWWMMWGMM‘NNMW&M.

numvmmt#ﬂwm.ltﬂwMﬂdﬁu(«'mm&u‘ﬂi'dmw(kh‘
-.ﬁ#ihwmi*tﬁ‘&u‘mﬂ.nmwmi]ﬂm*nﬂtﬁudmm

W ey wrt o fr st b wee w0 e S pre € el @ e R e € B Cwfe st w ol st b
nQ(-tmwn#m(khqw,ﬁ*m‘km*mﬂi*tﬁ:-:m:mﬁ-:RWQ

~wifwer® gy ek wfed w fredy ooy sl woewdt v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
iow ¥ TRswt ® M W Py WM »0/—)‘

AGREEMENT by HOSPITAL (wWam DU w31)

mwmww.mdnmwummwwmmmmrmn

(Hotpital) heredy affirm & accopt folowing:
nMnmnmmﬂhmmdWMMMN@Oammmmummuum

,Mugummmrmnumummumwmmunmmuuw
u,xamrmm.nmamumuwmnmnmwnmtwnnMammmm-

conf mation essentally stales that the Hospital wil not avail any duplicate assislance for the same patienticase from any other NGO or any other source.
z;mmmmrmumwummmdmwnmmmuwun
Mhummu-wmumcummbnmmmwmw Honce, the Hospital will
assume sole & complete responsibilty of the treatment & it's outcome & safety of the pasent, and Koshika Foundation will have no role or responsibiidy
in the matter.

vt sfegy, remed @) sk @ s W S wirtve” @ Al seen #g fewftn o o §, el v (rme) e e @ e ele v b

1) o e 3 3 e obe 3 o o ¥ fiefh wmen fed & woed W w el = e 3 ow Sl 4o @ @ o 8, & e e i st
# freftnfeds 79 @ weee 2 "W wdne” ga wee iy B ok Cwifen e po anen fod sifowoee by e a0 e e § oA e
e 3 & weel v w fed s wEee @ e W el e e b e 1 we e e A s folle see g Sl oy fed
& woed v @ e 9 e 8 ) Baabl

1 *wifrm endm” ¥ o woem S ffies g W OR W oween oo O of weer w fed m avevsen W g 39 o v

& On ® fve ¢ ot *wifow wsta” oo fed wen W o vor o 8 velted e o OR # pea gow bt aR Wl @l fasicd O o e

w1 v ade “wifon” ¥ W e u Pedol woaed 9@ oh

RECOMMENDED FOR ACCEPTENCE
wight % forg wegf

Date of Surgery

sichm # wim Jger Nal S‘ksﬁm Bagchi

gy 4TH) i &
piame of O & Regh: A MBS | Qe Rl WW‘,WM
TREHIWRLEA N W TEm Hege et
FOR INTERNAL USE of KOSHIKA FOUNDATION  Safts 7w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
iy | = R 2

Sefen? AT

28.04.2018



