APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hlka

qoTRaT By SEATA WEY (vareay TaraE) o dstion
T K[0219/3569.  [meaa o 22.00 19 Semen
: AGE-YEARS 35-¥% fin
e ROUSANT ARR dc T F

Roemmomssit: (D ANSAR GALTH _
PRESENT RESIDENCE ADORESS
l'ﬁ'l'![.-..ﬁ!tm-(ﬁ .(a:i.-!l.iﬂ S mmw A T\
_SARBDNC L WEST CENGAL

QTCUPION DOMESTIC  HELLP NARSED (i) / UNMARRIED (st
T 3. )i p10 0 [0000], e
PAN Ko. T W WeR
INCOME whichaver is applicable): | T
:;w:wwttiwﬁuwwnwm'lin w;ﬁ
FAMILY DETALS wfta fesm
Se. No. Name of Family Mermber Age (Years) Gender Relation with Applicant
4 e oftan % woed W ni#i
SN

218 e pri ﬁ
%. 4 PV

T TR TV ik whiver T sosieabie]

wom % fird fefy st
8P Card EWS Certificate Rateon Card Other
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) .ﬂ,m,
nid tan & AN oy 9 5 s v ssm o Tveen Wi e
(s w1 ¥ we s e wh (v vy & ww 5 e Wl (vr= w1 W) orw 3y WeR W ¥ .
“PURPOSE™ for REQUESTING ASSISTANCE:
woen by fed nd felh W wte:
™ Madical Reporta/Prescriptions Attached
»9 W s @ wld ¥ of wfivker gl wen

L LRI

- quymv - 7 . e

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v gre ¥ ¥y W = wewm el & R R e v W2
5 e NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥R WE 3 v W o s o




DECLARATION by APPUCANT, ssfites £0 siem Su:
muuzmmuuhnr-wnrmbmwdmwwmmﬂmwwwamm.l-m
radle

rejecioricancalaton
2) 1 schomnly confem that assistancs IMMMWﬂuMWUNw.nNMNM,bmmm

was roQuesiod by me
a)lmbymmnlmmaﬂmlnM.MdMnmchMMm“WMdh

for which this assistance 1 requesiod
n!duw(knwiﬁﬁﬂmtothmﬂdh*ﬂmvwmw-tinwhaidh
1)Qwiwﬁ’ﬁuwﬂw‘.inn&..mﬂdﬁdﬂiﬁh*,iwniwnh
;)lﬁw(km-—t;w'hd!ﬂ.nﬂuaﬁimh“ﬂ“ﬁi!dhfiﬂ.O-'lq.c

AGREEMENT by APPUCANT (sos DU w90

:mmmymummmmmowmmwammmunm‘ab
Wmmmm;muduw.hmwmnmuwn
mumumhmoummmummumwmmmmn
acuvities! schivoments. Mmdmmtdmaumnwfmmwﬂwwumnulduw

for which assistance s being requested.
z;:w;mwmwm‘mdmm.mmsmanw.umwmnw
will not autcmalically entiie me for rocoiving or continung the said assistance. The dedision for granting andior continuing the assistance will rest solely
MNTMUWW.“MMbMM‘N“Nmbu

nnnuuﬂmn#dwml(d«)ﬂﬂdﬁw(d'ﬁwﬁ*ﬁﬂl'd“w(khn
-,vﬂ&ihnwni*O.ﬂ‘*'m‘.nm@“iﬁ“**iﬁﬂ.nw
isdlwlihMtv&mu“&miﬂcuidih*ﬂ‘uﬂ“h

2) 4 (astew) T e ¥ wewe { % 90w, e 92 b fyen 9 B wpen ¥ Tebed @ s £ 9 e ween W veor o vem e d

“wifrnr® ey s0d wofied w finle s ot wamd vhu

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
WikE 3 GEw W NE W R

-.v ‘»

>

AGREEMENT by HOSPITAL (vWase DRS00

nmm.wanmwmwumuwmmmmu

(Mospital) heseby affim & accept following:
|)Mumnmm~lhmmdwmmmm« other source, for tha same patient/case, as wa e
ugumxmﬁw.bumummbwnm'r’um

confirmation essentiady
ammmmrmumwummuudumwnuwun
Muwmnmmmmcuwunmmmnmmmuwn
mmtmmpmﬂvduw&hmlMdNM“MM‘MMI&«M

in the matter.
ntahu.u-ddti-ﬂﬂd'“vﬂu‘i&—ﬁm‘dtﬂwmMniw'“dh

l)wﬁnidudnﬂ*-lﬁ'mﬂhﬂhnﬂuﬂiw“ﬂilﬂ-ndtﬂhw‘“wﬁ'
imnt-nﬂ'ﬂnwﬂm’w-«hbht‘“-ﬂm‘uwﬂ“hnﬂhwlim
ulntw-ew--nnmi“ﬁw“g&_hnﬁimw-ik"&-«umuﬂ
1 woerl) wee W el e et @ o e

2 *wifw wrrder® § v of wwen W fefer vl 9§ 08 w v oo @ of v @ el avovien W wen O T v

@ @ w e £ b “wfvw srrter” oo el ver s W ten wt § e e F 0 ¥ v gow okt st wd w1 W0 fedol o Y reen
o o oy twfewt ¥ o e @ Prsiof woeR F ol

RECOMMENDED FOR ACCEPTENCE
wigft & forg v y
Date of Surgery  Yadndam Det T T
b \Q2YSs 0O, TRES B w‘e.g,:?z'aowvcncmm
6111 P 3 ot oot S e
J 'ﬁahiﬂtmuﬁa ™ 1 R v dep s
FOR INTERNAL USE of KOSHIKA FOUNDATION  5=afts 3w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i et | i v 2

28.04.2018



