K hika

foundation
S —— ety —e e
Bardny b\ ot Lhe

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HWeTam B STACT WEY (wrean Twae)
e wlo21q 131 6 “vemmensyayt 9f 19
NAME of APPLICANT - AGE-YEARS W3- | sex fin
e SAKILA SALBAL.. 59, £

e ODUD  cARDAR

PERMANENT RESIDENCE ADORESS : Ty J500miq Yol

G—

B RILQVE —

—_— HOUSE NIFE MARAIED (et | UNMARRIED (i)
[TOTAL ANNUAL INGOME
% i oy il R
PAN No. Vil W8 Wl o
"ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicadie)
nm:uw (iﬂﬁuvwnh:nmin ""m
FAMILY DETALS wftar faam p
: Narme of Family Member (Years) Gender Relation with Applicant
- - H 2
L Ql \
'  ——— S
e el < /A
BASS s spphcatia)
g 2 fed fef smet
BPL Card EWS Cartificate Raton Card Any Other
(Attach Caed Copy) (Atach Certificate Copy) (Attach Copy) BasiaP
nid tan 3 4 yaw 0 s s vl gam W T «
(yom w1 @ we W s wh (T w S e e (v w3 W e o W Wt e
“PURPOSE" for REQUESTING ASSISTANCE:
woan By el nd el w at:
Sr. No. Medicai Reports/Prescriptions Attached
#4890 S - ) s # will ¥ of sfcr ol we
It DINNOSIC — (CATAKB LT~
1T SRR =FE [ CC T 2o0]
T N —
ASSISTANGE BEING AVALED for SAME “PURPOSE” from OTHER SOURCES
v agtve € 9 = e fed s Wi W v o W2
™ NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥3 wWea 3= v W ww ot nf weram ol




DECLARATION by APPLICANT: sadmw oo wbrw ¥v:
1) 1 hereby confiem (hat 3 detalls in this Form are True 10 the beat of my kndwiedoe Any taise staloment Wil rencer my Appbcation & orgomg assisiance, If any,
abie for

rojectionicancelaton.
znmmmmv'wmwwuumwnn°m'.nmnmlmhmmm

was requested by me.
mmoymnnmmanmhm.mamnmanummwwmmm.dn

for which this assistance s requesied
nRinwtkwmiﬁdﬁh«ﬂ'ﬁimwddh*dm«wmw-tiU“Mdtﬂi
z)ﬂwiwﬁ‘dﬁnw&n'.iuuwi.mwﬁdﬂdﬂiﬂhﬁ.iw-ﬂiwnh
niﬁw(tMwucﬂ-ﬂdtu*uthhﬁn“ﬁi!ihttntﬁi@

AGREEMENT by APPLICANT (so%c DU W00

l)eymwmummcnnmmrmtwthmmw.ﬁhTWb
Wmm.mm;anuduw.umwmuwmq
mmwmmww.mmummmmwmmmmm
acUvitlesiachiovernonts. Mmdmmao“mumwmwm«nwtwuamauw'

for which asssstance iy being requestod.
2)lwmwmwmwdwm.mMl“d“W,thﬁMhW
uwMMmuMamnwmmmnmmmnmnuw
Wwith the Trussees of Koshis Foundation, and their decision is this regard wil be final and sccaptable 1o me,

1) T8 e W e v w st ¥ e e, 3 (andew) sl st W e wor { o “wifre ey s st it o s v (S,
wu, w2 st o e g wee 4 e 8, 30 Cwire T, oy, wewe et gt @ 0 i s el ¥ fied fed o e e

& yufts wrd % fire sdfowe ) @t wor w fewer 3 pew ¥ e d el 8 i Cofon sl @ e sfege b
:)l(mu-im(uhm.uﬁ*mdhwtwiﬂijmw-mdmwﬁl

s wey ot wld w firle sfom i wwwd v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
wivs ¥ oW w M3 W P

AGREEMENT by HOSPITAL (w=s® DU w00
mmm.wauwwumuwvwmmmmn

hercby alfion & accept folowing:
1)MumamwﬂhMdemmmeu other source, for tha same patient/case, as wa are
:Mup‘mmm,uhmmmmamwm If the requested assistance is not granied

oyxwhrmnmumummmmnmum\pNMMMMunmmm
mmmmmmuwmmmmuummmmmuoOamwm
nmmmmcmumwummmudnwwwummu
mhmmummumammwumuymwmmm.nmu-
mwammduwsnmsmuuwumwnmmmum
o the matlor.

vt s, yemwd W) aiv @ wwid W “wifne Wt ¥ fs e fy fewtn < w1, Rl e (v s we ¥ = v vl vtk b

nwﬁaiﬁndmﬁﬁiﬁ-““ﬁﬁh!ﬁwﬂi—ﬂﬂiﬂtﬂdﬁ.ﬂﬁﬁ'*wﬁ’
iMmiwl'Mm'mmukht'“m'anMﬁndhmtdm
st s A sowd Wi @ e S S W oo @ w1 e gove tee b e § we wn o | s fpie wove Shaed iy fed
& wrerd s @ fand e ¥ A

2, *wfw st @ W ol wyey S Sl oy o 08 v v po @ o wew w AR T woyen O oY v

% e W o £ st st auder” oo S we W e cen ot b el v o dh 8 e goe sl s et ¥ wl fedol 0 o v
¥ v o et W w e w frdut v e e

RECOMMENDED FOR ACCEPTENCE
bk ® firg v
Date of Surgery ' -
m‘* - ‘ \M};’:‘:!f?agch‘
2)19 m-ég R sy T foak ¥ fsed Signatory
: T W A T v 1 TR 1R v s et
FOR INTERNAL USE of KOSHIXA FOUNDATION  30afts 3waim ¥
SKRATONE of TRUSTEC S SIGNATURE of TRUSTEE 2
it e | vol e

&7 P

-

28.04.2018




