APPLICATION FORM FOR ASSISTANCE (Healthcare) .
e peen, | i
Wiﬂx“‘: w0419l eoc) Wﬂﬂ 0’14,'(,’ Ddting bioch of e
NAME of APPLICANT : 1} AQE-YEARS Wrg-w{

wrTs %1 W .‘-C—LAMUWN 5z M

o e KAMALU MY
RESDENCE ADORESS e A
PERMANENT RESIOENCE ADORESS - 7l Sharata v t/t' 2

'l

SCCUPATION. N TRACT LADOWED | unnen (reitn) | wsanmen (sitette
g 166D MY 2 |AL0O (- o
.

PAN No. W Wil we

m You | Ro
T WY SN e ivnluwwwﬁmmh v/
FAMILY DETAILS wftan R
& No, of Membar Age (Years)
SN e uftar % W W W
1, {pC- LIS
= = -
< %
2 0
BASS for Is applicabia)
% ford feef saen
BPL Card EWS Certificate Ration Card Any Othar
{Attach Card Copy) (Attach Certificate Copy) {Attach Copy) BasisProof
wid tan & A yw v = ww vl vam Tevien wid Joope ol
(v W we uih Ve wh (v gy ) v ol wes st (v v o v o We Wl
“PURPOSE" for REQUESTING ASSISTANCE:
w1y el R feh W agten
S¢ No. Medical Reports/Prescriptions Attached
¥R W smeeie R wl %) nf sheo g dem
L ‘mmvmrg’mm( A L
[ = g ; 1
T wﬁ—ﬁ—%— : ey
4
SAME “PURPOSE" from OTHER SOURCES
wu&nik#mm“mtihwm
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N e 4 v W weam ol




DECLARATION by APPLICANT: #pdes 17U W w3
s)nmezmndmum#mmrm muwdwm.wmmnmmw;mm.lmy,
latie

rojectionicanceliation.
7)1mwum,n.umammm.uumwunw.nmanmm.mmmm

was requesied by me, ‘
3)|mwywﬂmnslmm&w'mnm.MdMnmanMMsﬁmmmdn

for which this assistancs is roquestod
nQhw(kwmiﬂﬂﬂw'wwimwddhtdhdwmw-'iﬂmhd.ﬂh
2) # g A wwes o “wifw et Al e dl b e s ni de A @i u sl dwen i wwm b

))tww(kfumncwhddtu*w*tﬂhﬂwm'ﬂtwihtdﬂaﬁiﬁ

AGREEMENT by APPLICANT (33cs DU %U0)

1)ay.mmgmwwmwoamrm|wmwammwuhmu
Mmmm.mmlmuuw.um-nuumhmw-y
M.Mwmwwmmmbmmuwrwmmmmn
mmm»admymaumumnmww«nwmu-amdnw

for which assistance is being requested.
z)nwmmmwwmdmym.mma“dnw.hmwmnw.
ummm«mm«mnammm&mmmn%amm
with the Trusiees of Koshika Foundation, and their decision is this rogard will be final and accaptable lo me.

1) v v v s e w ofed W e w3 (svive) sl wrede Wt e win { o “stfon writor abt v mid * Wt sfege o e T,
v, i ab @ freon gu wer i i £, 32 “a¥e” oy, oA, W Gt st 8 e il s sunieed & find fed @ v e
dmwﬂdhmhﬂmwmﬂﬂliﬂ“iddmﬁ*m"ﬂwh
:)Q(-lw)w-amtkiunw.dﬂ*mikwir&diﬁfﬂm"-wimwﬁi

“wifon” y vee sfind w frde e sl wwwd vem

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wos & prngt W ¥ W PR

AGREEMENT by HOSPITAL (vt Bl WT0)

Bme.WduWWbMMWBMMMMWw

(Hospital) hereby affimn & accapt foliowing:
t)wummMo«ﬂhMdeMMWNOummmwNMManm

Muummrm.unmmmmuwwmwuuwmnuw
oymrm.mmamumuwmumummummmrnmemmm
wwmwuMuwwmmmmmmmmmMMummM.
nmmmmu-?muawwhmmmuummnnwmu
muwmnmmumcumubnmmmwmwmumn
_u::mmammdumammnsumdnmwmmumnmm«m
n maolloer.

vt sfoge, vewl W ol i wed w wifee wsdwe 3 fufis sty feeftn « wl §, SR e (e P wen ¥ w v wiew it

1) f 3 o wher bt ) e F e e el & wond v @ Rl s vie 3 e St TR w A o 8, B R vt tetfe wesdet
3 frsff 7 % weew 4“0 W pu e iy B ok efe st g wnee fedl sfrewes i 5w few o § @ v
forit s At wowd e w feel o wEer @ wwen 44 W e e o 1w e ¥ we s § R sogme e e e st # fed

# sl wew w fell = wE @ ot dmably

3, *wfew wrsdv” 3 W o weren S fafy wth o & OF s v oo 9 of wer w fed m Tvevsien e 08 o v

& @ w Povn £ by “wifver Srrder” oo el v w6 sen T vt v ¥ 90 2w o ol et wd ) wd fredol O o v
W i okt @ W e w fdol v e 9l B

RECOMMENDED FOR ACCEPTENCE
wigh ® forg v
Date of Surgery Dr. A. Kunduy )
vl D .'\:L":\l:‘r;\ . (\ > fo"{"m. gagc™
w2 Req. No.-55127 < P -
wy/ok (! 5ot B Rech No. Wit S

e w3 R T T A v afieg st
FOR INTERNAL USE of KOSHIKA FOUNDATION  Sifts awi ¥
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
e e | @ v 2

[ el

26.04.2018



