APPLICATION FORM FOR ASSISTANCE
HETG BY IATATT WIET

(Heaithcare)
(g Tawe)

ST W

APPUCATION DATE :
firdt

Z1IE;

AGE-YEARS 309-wd

s ABDUL C’Af:m& MelLa

5.

sz w =

FATHER'S/SPOUSE’S NAME : LAJ% m‘ MGUJ)!'

B £ A T A

4

4 [ WOECT

mhamam ﬂmw

= 4T ATRUr -

$A
(it pA—QMB_fL MARRIED (i) /| UNMARRIED (stisft)
rom.mn.m (Atzach Proof of Income]
Fa wits W *QA {(-15'0/0(9— 16860/~ (3% W T W)
PAN No. Tf 01 W R!
ARE YOU AN INCOME whichever Is spplicable).
wmmwmﬁiwduvﬁumwu :‘fld
FAMILY DETALS ftan fsgn
5r. No. Name of Family Member (Years) Gender Relation with Appicant
N wEA meﬁwn ':(z; [ I L)
A . :
L B (-
3 M
[7] - [
3 E k7
BASIS for REQUESTING ASSISTANCE (Tick whichever 16 appiicabia)
wpvm ® ford faafy snex
8PL Card EWS Cenificats Ration Card Any Other
(Attach Caré Copy) (Attach Certificate Copy) {Astach Copy) Basis/Proof
wid tan ¥ 4R yom W wy wm vl yam w v omagury phsd
(v vy W) e ol e wt (e wr o we ol v Wl (vam w1 %) wo ¥ s s
“PURPOSE” for REQUESTING ASSISTANCE:
woes ¥ fed w firlt W agdvs:
$¢ Ne. Madical Reports/Prescriptions
W WA srmeveien R wi W nf iy gl we
AL N paNpSs S - cpnpipe = LE
P A
- Y o Y TlICS T oL
Z I SURGE P - TE T 3T o T)
SAME "PURPOSE" trom OTHER SOURCES
IR ¥ B W 5= e Rl s owie W for v w2
8¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥u TR S W W i = vem vl




DECLARATION by APPLICANT: Aoy TU Wew T
mwmmuau-hnum»tunmmumm.mmwnmmw;mm.nm

kabin for rejectonicancellation,
znmmmm.wmmmMuummbr-'m'.ummmmummm

wag requesiod by me.
:)lmbywmmlmmummnMn,mdmmmahutmmmwmwxdhvmni
L0

for which thés asSISEnCe is requested.
|)lhn(kwmiﬁﬂﬂm%wtquaﬁmlntﬂﬂﬁumwnliﬂuﬂmdtﬁ
z)ﬂmiwdh'dfww#n'.iaadt.mwﬂwdﬁiﬁhﬁ.dwmiwwh
niww(kh“u'vhdd',nﬁu“tmhﬂm“ﬁitimttwtﬁiw
AGREEMENT by APPLICANT (50%%% U $30)
neymmywmummmoamrnawmwammrodumnmu
mwww.mmtmuduw.bmwmuwmm

mmmmwwmmmummummmmmmn
acuvities'achievements wmammamumumwmwmwmanaMdum'

for which assistance is baing requested.
2)!W&)quhdmmwdmm.mm&“dhm‘.hmthw
wmmuwmbmmumnuwmmmummmnmnmm
with the Trestees of Kashika Foundation, and thair decision is this rogard will be final and acceptabie 1o me.

numwuﬂmvﬁdwmh“)ﬁ“dﬁw(d'*wﬁn*ﬁﬂi'd“w(khn
o, 9 b o feren g e o 4, 3wl T s, O, wewe qRt et § @ e sic oeferd ¥ fied il o v e

& wos wed % fire s it v w fieeon 3w ¥ v w o 3wk @ gt e v e afeg b
z)Q(aﬂmw-am(kﬁr«,w.vﬁ&mikmemiﬂtﬁn“uwwmnwi

“wiftrer” vog wod wfied W e s e wwed v

APPLICANT'S SIGNATURE OR LEFT THUNS IMPRESSION :
e ¥ et w dE W e

AGREEMENT by HOSPITAL (93558 T WIX)

By alfixing hereunder, signature of cur Authorised wumuwnmmmmm-
(Hospital) hereby affirm & occopt folowing:
t)m\nmnMwﬂhMMdmmmmWawmmuNuum,unn
mbgmmwnumuwmhmnmrmumlnwmumw
byKwhrm.mmahﬂ“h%ﬂmhﬁbﬂwuwmmm«moumm
mmmmmmemmwmuummmmmMammm.

in tUve matter.
nldhv,wddl*twe'mwwm“uﬁwdﬂtﬂwm;hmin'wdh

1)wtndwduﬂwimmh'«m”tﬁmlﬁinﬂnﬁiﬂ-tdt,ﬂkw'*w
imntmi‘;’ﬁmvwﬂw'wnhkht'“wﬁn'w“ﬂmnwﬁhutdm
Mnﬁmwnummmimﬁw‘w“whw*imw-Okmﬁnmnmuw
& W wew @ el S W @ T8 bl

P ep————————— et b LR R R h R R R R R R R L R Rl L

2 da w fve £ o “wfrR ST po fed yen w W tor o 1 el veme F 9 & v gre sl st el W) et el 99 o v
W o s wifnt W o e @ fediod ol ¥ e

RECOMMENDED FOR ACCEPTENCE
wirght W fay Wy =
Date of Surgery T, Ko GHO= g @Enkar B8Q
sivm ¥ wta MBES, D%o ; g}"’ DIrectot.  arch Contro
1/011// i 5” o NG (Name, 'e?mmmuy
0y 9 (Name of 07 £ RAGH fo. With Stamp) on behalf of Hospital)
R wITwIfl A 1R v e s
FOR INTERNAL USE of KOSHIKA FOUNDATION 3t 7% ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it v | W T 2

&’ s

28.04.2018



