APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
*l ( ) foundation
Mrrucamonte:  K/6219[38FS e ol (g[oz{m g U e
NAME of APPLICANT : AQE-YEARS 379-¢
it lon KUN:MP&MRI &am 0 L{ ‘
recswomes e AR BILAS  SHRDPR. ' >
& mmm f
U FPHK ‘ .
J Py 1 T :
FERMANENT RESIDENCE ADORES - W S N L& uL
e T W L e —
- UNPMPLEYED MASSEED (Weit) / UNMARRIED (stb)
. NI e o )
PAN No. TUT} WD WHW
o w0 & (4 0 W 3% W e e o
FAMILY DETALS witam fomw
u:; n‘a:e;s;ndn-: tg-' Relation with Applicant
o5 =l
, . e
< '5 P v
£ Q} N
I 5/ 24 X ﬁg
LI BANIRI 14723 2] = pY 514
BASIS for whichever 18 spplicatie)
“mtﬁﬁw »
BPL Card EWS Cartificate Ration Card Asty Other
{Astach Card Copy) (Attach Certificate Copy) (Attach Copy) BasteiProol
nod T @ S T e s s wl wm W Fvawn s s faed
(v o ¥ we 5 ey sl (v oy =) wrw ufly ey Wt (wem vy W) ww o oy ol
“PURPOSE” for REQUESTING ASSISTANCE:
wom By fed ot felt W aghva:
Sc No. Medical Reporta/Prescriplions Attached
w4 W srrvaien ¥ wl Wt nf i @ e
| T — 3.
_a - ~ 7
0 SURGERY -~ [ F [NCIT 70T
“PURPOSE" from OTHER SOURCES
TR € B W S ol s 7 9 frwr v W7
S Ne NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
¥R s % it W W vl uf woem




DECLARATION by APPLICANT: 3atos o v w;
1) 1 hereby confiem that ail detalls in this Form are True 10 the beat of rmy inowiedge. Any faise statement will render my Applicaion & ongoing assisance, # a7y,

able foe rejoctionicancoliaton.
mmmum.twmwwuuwwunw.uthMhmmm

was requosted by me.
wmmnvmmlnwnmmdmnmamh&tmmmmmdn

for which this assistance is requested
niﬁw(knmiﬁidﬂmuﬁdmwddhtdmvw—watdﬂwhdtﬂh
1) # pod ween oy Ceifpw wndmt i e W L aw T Al dn @ R Sa ple dw et w e b
))!ww(khwh'ﬁtddtulﬁt*tﬂhﬂﬂ“ﬁiﬂihf&!ﬁﬁl@l
AGREEMENT by APPLUCANT (304t% DU %00
no,mwwamwmumnwmmtmmm&munrmn
me.““l“duw.bwm“mbwwm

mmuumwmwﬂ.mhmmummmmmmn
actdties/achevements. Mmde&”mhMWMMhﬁna*mWawdum'

for which assistance is being requested.
2)!wmmemmdwm“Ml“duw.hMMMhm
nmmmmumamummmmummmumuum
Wwith the Trustees of Koshika Foundation, and iheir decision is this regard will da final and acceptable 1o me.

1) v8 wer S st yrmw W o W) e e, 4 (spiew) vl wwde Wt e wen o “wifvn widitet sbc el sl ¢ @ s v (B S0,
-,w#dmwmiﬁO.ﬂ'dﬂu'“ﬂ.nmﬁmi#m&*dﬁhinﬂ

# wetr wid & five fesn &1 90 sur W N @ e € el @ e f wd R Cwifre Wl v ot st

2) l(utmn-Ow-(khw.w.wtmmitwtq&ﬁi*tyws-‘-wdmwﬁu

swifer® Ty Ted wiled w fede offtm ol et v

APPUCANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
wits 3 vaw a ¥ W e

AGREEMENT by HOSPITAL (vems DU %20

mmmmdwwwuwuwwmmmmwn
(Hospital) heroby affiem & accept following:

1)unmmmmnhuna\udmmm-w-Mu other source, for the same patienl/case, a3 wa are
1 uwmmm.nummmmnﬂn“hﬂulnmmumm
nyxamwnmuuumuwmnmnmwummmm«mmmm.
mmmmumummwmmmummmmmmaqmm
2)mwmmsumumwnmmmdnmnmwummn
anmuwmumcnmmhum-qmwmmmumn
m-muuunmdumcnm;mdumumwummmuw
i the manttor,

vt sy, vl W) 3t 1 el W) “wifon W ¥ Rl weee ¥ feed o w8, Sl e (s e vt @ e v wiex vt
nwkai-hnkn\ﬁimwﬂhwﬂﬂcﬂnﬁiw“!ﬁnddt,ﬁkﬁ'“w&w'
imnemi'dl-wim'nmﬁkht‘*m'w“ﬁdmﬂhqdhatim
foud sex A womd W w el seq g @ wees B e g e b e ¥ we wn o § e s fde e e ddeoed ¥ Tead

& wowd W w fe e e @ ot vt

2 “wfw wrrdre® 8w wf wpen S eyl o & B v v oo @ of weer w fed o Tveuafew W g O o v

* @ w fave 1 ab “aitee st pu N e s o vow o §1 et w08 ¥ v e sk set et o wé ol 9w v
w wrh ade Swifw W =Y Pea @ fedol oo F W ool

RECOMMENDED FOR ACCEPTENCE

v % f v T

Date of Surgery ananker Nag ¢
st ) iy ZF " :OPt‘“'“ S*b‘szr\km Sagch)
a e b 99858 . (Name, Designation & Stamp of Authorised Signatory
's 0? \ ) Coargt £y - ooachehalf of Hospital) <o
1 ™ R v e s
FOR INTERNAL USE of KOSHIKA FOUNDATION  55fts 399 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i e | = v 2

&=y S

28.04.2018



