APPLICATION FORM FOR ASSISTANCE
WETAAT VY SMEAST WrEq

(Healthcare)
(wwwy Teae)

K¥hika

foundation
— —— e ———

AT Wow

APPUCATION Ne. :

w loyi1qlo0es

APPLICATION DATE :
=ik vl

Bdilmg dloun of Lie

TS ® MY

NAME of APPUICANT :

Auen

AGE-YEARS

FATHER'S/SPOUSE™S NAME -

A&AM 0

fomwzre w1 W

PERMANENT RESIDENCE ADDRESS : ¥t SpUsie S8

o=

-

L7 TE

OOGNM:

DoMesTic  HeLP-

s affs wm

mummm

D1 [ptox12 = 12660 /-

ARE YOU AN

PAN No. T} WA W

TTick whichaver is
I N W o £ (0w BT W W P v

You I No
¥/

FAMILY DETAILS vt fyss

S, No.
w4 Hew

Name of

® w3

Age (Years)

75 ;-Q

T
g

=

BASIS for REQUESTING ASSISTANCE (Tick whichaver

e & i fedt s

wver 18 SppUcatie)

BPL Card

{Attach Card Copy)
i tan @ N um
(v v %) o ol W wh

EWS Certificate
(Attach Certificate Copy)
e s vl e
(o vy o) vew il e Wl

Ration Card
{Attach Copy)
s s

(v v W} v s s St

“PURPOSE" for REQUESTING ASSISTANCE:
Tom b R m e R TR

Medical Reports/Prescriptions
semevien ¥ wit %) wf sty it W

Attached

Le

QRO ARG T

Ep

Fi

Eey—

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER
o I ® 3w 5 anem i o wie R e v W

NAME of OTHER SOURCE
S Wi W

AMOUNT of ASSISTANCE BEING AVAILED
# nf s v




DECLARATION by APPLICANT: 30iee Do Wi i:

:)tnmzmmulauhmsammmenwammmmmumww&mm.lm
ladia for rejechonicancelation.

2)|mmum.lmmmmwuumwunw'.-mnhuﬂmbmwm

was requested by me.
3)|wmmnmm&nmnhm.uvddmnmahum-vmmmmm.dnm

foe which this assistance is requested
|)liwu(kumiﬁdﬂmﬂwimwﬂwh*dhﬂvwmwmtiﬂwﬁnd-ﬁ
z)ﬂwi“w'mw.dﬂwu‘lt.wuﬁﬂﬂndﬁiﬁh*dwniwnh
:)ifuwtkhwqwwddi.wau*-whﬁumﬁindht*ﬂlﬁh!m
AGREEMENT by APPLICANT (3ts DU WUU
ammmmumwmmm:www;mmm&munmu
me.m.msmdnw.umwmuwwm

use/pubiishVput
m.mumwww.mmummummmmmmn
W.Mmdwm&“mumunmmm«ﬂumwawdhm‘

for which assistance is being roquesied.
mW)Wwouw.whmdmm.mmbl“dhm'.hmwﬂumbw.
will not svtomatically entitio mumumuwmmaamhmmmnmnwm
with the Trusdses of Koshika Foundaion, and thelr decision is this regard will be final and accaptable 1o me.

1) TH e W o weeut @ aed wh we e, § (awiew) st vt W e won { o “wifon writer b TR il * o sfeg v (I
e, i odt < feert g e o i €, 5 e o e, o, T Tt Ik d e e s seied @ el e @ v e
imwldmmtuﬂnu“ﬂmiﬂ!uiwih‘“mwﬂﬂh
z)Q(mutim(hhm.n.w*mdtmiv&ii*tﬂm“.ﬂﬁww“i

“wiftrer” vy o it w fede adtm sl woeesd wiel

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sdty ¥ v w S W P

A%

<

AGREEMENT by HOSPITAL (wisae 00 WU%)

By affixing m.muwwmummmummmmmn

{Hospital) hereby afiem & scoept following: .
nnuumnpmonnwﬂhmmdwmmmmammm.bumm.uwn

cmnwmmm.»mwmwwumwmrmlummm«m
byxomluthmuhM.MNWMBMbmwNWMMNONWWM This
wmmmmWﬂmﬂmmeummmMMMGW“m
2)mummmruMbwmhmmmauwnwwnwmn
mumuummumcnmuummmnmmmumu
mummamwdmwanwamdumwmmnmmmwm
" the matler,

vt e, wawd @ s ¥ il W “won st @ A ety feetm 8wl 4, fed v (v 1 wen @ we v v wdd &

1) s 3 8wk ale g W e 4 fefve woem fei A st e w fed e e ¥ e Sbmed ¥ W w R 4, & A et sifow s
imndmt'dﬂnm'wmﬁkh"“ﬂm‘uwﬁ“hﬂdhntdm
Aot s e woesd Wen w B S50 WA T s 4w adless gden T e e ¥ we e e § e s Rl o e o el

At wrerd won w fai s wen @ ot
z'dﬁum'iwdwh&ﬁdhﬁwmwﬁinwﬁﬂ“uwﬂﬁm

< ¥y w free £ o it wrde g fed v w e cen ot § veed v ¥ R ¥ e gow ol st wd W wd Pediod 3 2 v
% W o wfm® W o) ofve u fiedol ot € o o

RECOMMENDED FOR ACCEPTENCE
L. Giwingh ¥ R vy
Date of Surgery ,,aBSL00, DN, '~ r Bageh
st ¥ wta “‘:u?:' | &Dﬁ:’z”' ch Centre
C"/M'/ '9 (Name of Dr. & Regn. No. with Stamp) "7 on behalf of Hospital)
TR WITERm TRl ™ Y R vEEa S sfved
FOR INTERNAL USE of KOSHIKA FOUNDATION  35afts % ¥
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
ol v | T e 2

Sy’ i

v

28.04.2018



