wegraan

APPLICATION FORM FOR ASSISTANCE
B STATA WET

APPLICATION No. :
gy wom

K/6249 /2464

Kk

NAME of APPLICANT
9 T TR

HARCADMAN Kuwuiy

FATHER S/SPOUSE'S NAME :
fomegs W W

NnLlN K’U u'gu

VETUL el l'ﬂ\u-

PERMANENT RESIDENCE ADORESS : W1} SiRawid Wl

T AORVE =

ContRPCT LABOURER,

mm:mm

OCCUPATION ;
TOTAL ANNUAL INCOME -
¥ Wi 5= e, Qaoopr|ao 24,000 [~ A Preat of wamms)
| PAN No. Wt T wesa N
ARE mmzu (Tick whichever s applicable) Yos | No
w2 S s g (R R R T R W P Wk ¥i/W
FAMILY DETALS uftan fisrm
s, No. Name of Family Mamde Gender Relation with
T W o ¥ 1 9 ?I ) fin iu‘:’.‘—
{
P 1 b : L r
¥ (
BASIS for whichever ls applicasie)
wnwa % fd Sefl spat
B2 Card Cortificate
nit ten & AN yam o w300 vl yam v Foiem s -
(3 T W we e W (vaw T ¥ W 5% e Wl (v w3 W e v e Wt akho oo
“PURPOSE" for REQUESTING ASSISTANCE:
v ¥ fed v feslht W gt
St No. Medical Reporta/Prescriptions Altached
1 "R 3 maEa«mwm
1"m9(?b - . - r
| Sty (3 :
——————
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
wﬁuvkdamﬂw*ihwm
e No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N wew Qi W W w =f sees ol




DECLARATION by APPLICANT: sedes oo Www 3,
1)lmnzmmu“hu&twm1mnmmdmym mmmummwcmm.lm.
b

W
z)ammum.dmmmmrmnuwmhn‘W.a“anmbmmm

was roquosied by me.
3) 1 hereby confierm that | have not & will not in future avid of feimbursamant, I part o in A, from any other sourasemployatinsarance company, of the amount

for which this sssistance is roquested.
x)lhw(humiﬁdﬁhgﬂwﬂdmu«dhtdmuwﬁp--tdn-und-dh
x)ﬂwiwdﬁ'mm".inwdi,mnﬁﬂdﬂiﬂiﬁhﬁ.dnwiwwh ’
3)iww(kh“uvwhddf.uwum-mhﬂamwtidmttniﬁiq-
AGREEMENT by APPLICANT (sa¥tw DU S0

ueymuqmummmumnwwwtmmmwnmn
me.mma“unw.nnm-mmummuq
mmmmwwmuﬁtmmmmuwwmmmmn
W.Muammu‘mﬂnumwmwm«nnvmmummduw

z)lW)mmewwdmmliﬂdnw.umthW
ﬂmMMthuMNﬂMNMbMMMhmnMw
with the Trustees of Koshis Foundation, and their decision is this regard wil be final and acceptable to me.

1) T ver W T e w s W) une e, § (adew) woh wrele W v won { o “sifown wridee o v sl ¢ W afege won { O e,
-,w&imllmliht.ﬂ'w“-d.w.m“*iv“&wiﬁﬂdm"
imdihaﬁvh&mwmﬂﬁiwﬂ.uid‘“*wﬂ'uﬂ“h
:)u-lm--tw(tww,n_a*mdnwtmct*tyn—-wimnmi

“wiftver” gy we afied w foda ot abr semwd W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

swies & e @ g @ F 2@ ’84@&

AGREEMENT by HOSPITAL (wisew DU wU0)
ummwawmwhmmwuwmmmwn

{Hosgital) herotry affemn & acceg! following:
1)NnmnMwnhMdemmmwOu other source, for the same patisnt/case, as we e
Muwmwmnummmm-mqm ¥ the requented assistance ks not prantad

uyxamwnmuuumummnmhmwnwmmn&¢mmmnu
mmwummnmummmuummmnnManwm
z)mmmmrmnmmhmmmdnmwuummu
umuWmnWMhMInmmhhnmmnmeMhMﬂ
mmmlmWdhwchml@dmmumw-ﬂmmmam
n ol
wtdhnt-ddmdwﬂu‘mwrtﬂ'-nﬁ*ddt.ﬂnm)hwi—'wdh

1) g f 3 8 whe ok 3 ) e 3 fafh e feat S el et @ o) s vie ¥ Te St T A 4, B R vl Ceifen et
imntml'mm'n-«ﬁkh“ﬁu“‘uwﬂ”hwdhaldn

Mntumli-tmwmtwﬁwmwuhn*tﬂ--tkm&mumnﬂ
& wreed wee w feslt s wey @ R dmabdy
z‘mwiﬂdwhﬂnﬂ&hﬁwmutiw-ﬁﬂm-wﬂ«m

% e w feve £ 33 >t W po el ve e ot o & vl veemn F &0 & wee g sk ot W) wd Prdd O o visen
W o ok wifew” ¥ W e @ Dedol ot F o

RECOMMENDED FOR ACCEPTENCE ‘“®
witeht ® forg vyl OOV ot

Date of Surgery ., 3 PGe L
¥ & w0 &&\t}u T

AT WS (Name, of Authorised Signatary

. ofOr & Wil Stamg) 1 4V'8n behalf of Hospital)
'qhhc’ m':aumtmp.ﬂ}i'_ : YR v sfeg sl
FOR INTERNAL USE of KOSHIKA FOUNDATION s 39 1
SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2

e | i pEe 2

(Sl )

28.04.2018



