C1al 03] a11)

7 APPLICATION FORM FOR ASSISTANCE (Healthcare) KOShlka
by *‘ WS W S ——) foundation
e V03181204 ez la3llg mevers
NAME of APPLICANT : AGE-YEARS 575-#% | sex fifn
ey p '
i Shm_km&bma 40 M|
FATHER'S/SSPOUSE'S NAME :
frwgm w = R ; Q \
PRESENT RESIDENCE ADORESS WA= Smayeiy o o !
m
e treop Pay
Diad - EW i s
DRESS : o
Bowi  oF Ohaye 1304) Shoti Kniahing
o o= g!;“ql WMIW
TOTAL ANNUAL INCOME (Attacs Proct of Income)
e NRA (mwwmsEn) N[
PAN No. TG wim W - g
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appilcatie) Y mo\/
w0 e e wTom £ (% W B T W e % s ey s'f'/ﬂ‘?
FANILY DETAILS Ftam faamm
Sr. No. Name of Family Member Age (Years) Gonder Rolation with Applicam
¥R He oftant % el W S 7w (=) foin SOITE ® WY WA
] "
BASIS for REQUESTING ASSISTANCE (Tick whichever |s appiicable)
wpon ¥ i fiesfh s
BPL Card Cortificate Retion
(Attsch Card Copy) ,A.,.i:%mcw Mcc;:, Any Other
78 ton ¥ N mem w W= g Tt g T3 U W gy pluaed
(v v W o o o Wl (wm w1 o g o e why (7am w1 W) o ¥ W W
*PURPOSE" for REQUESTING ASSISTANCE:
v ¥1 fee m Al W v,
Sr. No. 1 Medical Repans/Prescriptions Altached
Y He Fevmten ¥ Wl vt uf wiebey o dom
KE vy-¥
1 L INSC
/;—.
NTTET: Dlas (LD SLES F L8
ASSISTANCE BEING AVAILED for SAME *PURPOSE™ from OTHER SOURCES
@ Igve ¥ i W w= wes SRR e wie @ e v W2
54 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
U R T W W T 0 1 wewm vl
| SO H




DECLARATION by APPLICANT: Sits: o Wwm o1 .

t)lwmwuthmeTMbwmdmm m'mmmﬂmww&mmn
ladle for rajection/canceliaton.

mwmwwnmwum.nwmxwmsmw,wboummmm'pumn‘,nnmmmsm,ummm;
wans roguestod by me.

3)1raooyconl‘mhmrunna&wmnm.mdmnmamm.hunwoMMMamdm
for which Tha asssiance is requested

) & e -w(%wmtﬁ-ﬂﬁmnmoimwumtltdm«mmw-iiiﬁmmdu-dh

2) etmr'mﬁ'mm‘,iﬂtmtmm:dmdﬂiﬁmuh.iwuw#wwtn

nwem(kmmnsmdﬂe,nwmwxnmmwmmmntmoa«mma@
AGREEMENT by APPLICANT (3nd0s pu wai)

'H-'vt&-mmymmamwu-mFmiMmz)mmamxmrmmmew

use publishiput-up/reproduce my Rame, ownm.phoeoacmnadw'wwo‘,bmwuﬁslmnmummd.Mmy

medum, Including but not Smited to verdal, prnt, clectronic, for soiciting donations for Koshika Foundaton andlor disseminating information about it's

activbesiachiovoments. Such use of my photo & dotels can be made by Koshika Foundaticn before or after my treatment or fulfiiment of the “purpose”

for which assstance is being requested

2) | {Apgicant) hurther agroe that any such use of my name, 30dress, ghoto & detads of the “purpose”, for which such assistance 18 requestodigranted,

will pot sutomatically entitio me for roceiving or continuing the saic 21sistance. Tre decision for granting andior continuing the assistance will rest solely

with tho Trustees of Kosiika Foundation, and theif docision is this regasd wit o final and accoptable o me

1) 7RSS N o weme W s W we wee, (i) mthm(«‘mmﬁzmm°ﬁmW(khm,

9=, o mifmnnmiw0,ﬁ‘“'mﬂ,v,mvwmi*¢nﬁﬁr&“iﬁmhamm

ﬁmmtmmhammmﬁmcwtuﬁwem-mm--wmh

1) 4 (owires) v w8 wrse { % 30 W, w92 e fowe 3 15 Trem ® woord @ i § 3 s Te W et o wom W e R

“sfpw” o Twe frd W e aff bt eerd v

APPUCANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wivs ¥ g w ¥ W P

A et
AGREEMENT by HOSPITAL (v&==m U ¥TU)

By affixng heraundor. signature of our Authorised Signatory for recommanding this casa/patent for ‘nancial gssistance from Koshia Foundation, we
{(Haspital) hereby oem & acoept fofowing:
mwnndlmenmwhlunnnuofWaMMaWNcoam'owwm_forwumpmm'uw.unm
mwmwgctmwmrommmmemmxummmam.cwxmmenm If the requesiod nssistance is not granted
cy-(oshquo.nw.nmmhM.wmeﬂowwmwsrwbm;ammm|mmumywumm This
r!mwnmmwymmmmmummwiwtmimouotmwmeummmkWWMNGOummem
2) The assistance from Koshikn Foundation is only financlal in natuse. The cholce of the Featmentprocedute advisediconducted by the Hosphal on the

:unm.nsbuodonmwmwwtcmomw.msh&WmeFm Hence, the Hospital wit
uwmcm&wmmmumuwmmmlﬂom&um’dwmwmnnfamwnmwmmamm

n the master.
wrrm,m-amamwmm'immqmaatutu(M)mWaw-wwh
|>nhaadmdzaamimmwkmwmnwnﬁatnﬂﬁﬂﬁnﬂdi.ﬂhﬂ'mm'
émMmimﬂ'mm’mquhhm'mm'wmmquu‘lhmtim
MnhMMnNmmim#wMWmhu{kiwwulkMWNmﬁwnN
& woerd wew w feel s W @ o

s “wfom wrevs” # o o wowm S A v @ OF = v oo 9 o W W fe R vesEe W Op B T e

¥ e w feve £ bt “wifos verbor” pr el wer w W Ten R reled e o OF & e gow ab st @ wd

® P et W o e w fedol ot 3 ol

éq
RECOMMENDED FOR ACCEPTENCE Y 3
ey UAND R W Ty e E: (M:..J\l:v\la'\o’) ®
Date of Surgery . . foct. =
wmem | MO LA 5
Sm"% (Name, Designation & Stamg ,
> \0'5\\0\ (Name of Dr, K REgn. No. with Stamp) on behalf of :
0’( e mITmnT ™ TR WA e el
FOR INTERNAL USE of KOSHIKA FOUNDATION T TN 6
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
TR TR | A R 2

‘ &4/?;

20.12,2018




