APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hlka
*q‘ ¢ ) foundation
mu; K/Ozv'?/3$é’ »mcmonu‘rl ,\//2[{ Budding Meck of e,
NAME of APPLICANT | mvunq—d
e W TR QAM PATH KAELAN BE u-
s LM M ophN KAPAN
PRESENT RESIDENCE
- " NP
RSN g7
W AR
PERMANENT RESIDENCE ADDRESS : 31t Rl
— BIPOVE ——
o LR ov F¥R MARRIED (Refb) | UNMARRIED (6t
g‘:nta- " RS |goD X2 = 216001 .
[ PAN No. vt W W e
NCOME whichever is appicable):
:‘;:u:um“:dwﬁuwwwﬂhmanda :‘/":?
FAMILY DETAILS wftan faam )
Mo, Gender Relation
== e | a8 | % e
[ N - {
=48 h 1 S'L | R v o
BABIS for REQUESTING ASSISTANCE (Tick is apghc atia)
woym ¥ it fefy amew
BPL Card EWS Cortificate Ration Card Any Other
{Attach Card Copy) (Attach Certificate Copy) {Attach Copy) SestaProat
niéd tan ¥ AN s ™ ae 3w wf ym Ivae v el
(v w1 W) we 3 v wh (e 51 ) wrw sl wew W) (va vr W) o uf W St
“PURPOSE" for REQUESTING ASSISTANCE:
wra ¥ et faed W et
™ Medical Aftached
9 W — /) s ¥ wld W) wf sk g we
I IPER eI (T —L¢
- 7
{/ s
7 “WV
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W It ¥ Ty w &= e el s e @ e e W
Bz Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ e e v W AW o 7 snve o




DECLARATION by APPLICANT: 5iTs T W ¥i:
1)lmwmnmumﬁum”Tmbnmdmw.mwmﬂmww&mm.lm.
Sable for rey )

wm
2) 1 sclemndy confirm (hat assistance, I recesved from Koshike Foundason, will be used only for the “purpase”, a3 stalled in this Form, for which such sssstance

was requesiod by me.
3)lwwycmkmmlm&&ﬂwnhm,“dmmmunumemedu

for which this sasistance is requesied.
nlhw(ﬁwmiﬁdﬂﬁnﬂmdm-dﬂhtdhdwm--tiﬁwﬁnd--‘
w)ﬁudww‘ﬁvwn'.in:dt.wﬂdﬁdfiﬂMMQwﬂliw'ﬂh
1)!ﬁw(khmtuw"hddtw*u*wﬂhﬂﬂ“ﬁtnihttulﬂi@
AGREEMENT by APPLICANT (ses DU WU
I)Bymmg-vywumMmmlewwwlmmw“nMD
wm“”l“duw.hmmmhwum”

usepublaivpuas-updireproduce
mmummwmmmnmmnwwmmmmn
WmmammstuquWWuuwmumunw

for which assistance is boing requested.
z;:w)mmwmwudmmmM&ﬁdnmxummmuw
uu.m.uuwmamuwmmmummmnm‘uw
with the Trustees of Koshika Foundation, and their decision is this regard wil e final and acceptable to me.

1) W% 798 W wt wee w il ) we woe,  (solow) st wr ¥ e wm { o Csifew witor s ved sl * wl e s { s 4o e,
-.w!&ﬂmnmiﬁ‘.ﬂ'&u'mﬂ.nmﬂq&niﬂ“*“tﬁ“"“
iuﬁdihmhﬂmum&mdﬂ-niddh‘*w'ﬂwh
:)Q(-lmw-tmtkhw.qﬁ*mik—t“iﬁtjn:“-wdmwﬁi

“wifrn” gy v =i W Tedy e obo esat s

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
mive ¥ peow W S W fae

T/ R FoA”

AGREEMENT by HOSPITAL (vwms DU w00
wmm.muwmwuwwwuwmmmmn

(Hospital) heretry affem & sccept following:
umummmwnh\mwdwmmmm« other source, for the same patient/case, 3s we are
Mupmmmbuwwmmbwwm If the requesiad assistance is not granted

oymmmnmanu.muwmnm»mwnmmmmumm-ﬂnm
mmmwuwnmumWWHu“mmWNMunﬂm
mmmmmwummaummunmmnuwnu
patient, is based on the amangement betwean the patient & the Hosprtal, and s In no Influenced by Koshika Foundation. Hence, the Hospital will
sssume sole & compiete responsiiity of the treatment & it's outcome & salety of the and Koshika Foundation will have no role of responsibility

n e mater.
NIN.m&d*iﬁﬁd’“w&n'iﬁwﬁ"‘dtﬁwmhﬂiwtﬁdh
l).knidmnlui!h(ﬂh“ﬂkﬂwvﬂ-ﬁiu“lﬂ-ddtﬂﬁﬁ‘*—h‘
1 frsrfondeds v € ware 1 “wifner wadee” g wes by e ot Csifve wrstve® pu enes fed sffeeen #1 v ot few e f R ansen
Pl s At el v w fed 3% v @ e @4 w st gobe Tem b e 4 we e we § e e St s e Dl i e
& woer) wem w fe e we ¥ ) o

2 *wifme wvdey® 4 o v wnen S Al plt © 6 S st v oo @ of e w el o4 Tvwiee W e O e pee

% w w fave § oy wiow smve” oo Sl v w o Ton o & el meen 94 ¥ e gon abt st wd W Wl il 9 o v

¥ o st “wfon” & W e v Aetod W 9 B

S

™
squm!’r‘ |
STyt

RF .- O MWM
5 -~ & N
\-5191‘ mw'u-gj&% = 1 W A s el
FOR INTERNAL USE of KOSHIKA FOUNDATION  Stfts 3w ¥

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
i et | v 2

S o

28.04.2018



