APPLICATION FORM FOR ASSISTANCE (Healthcare) K(?Shika
HOTGWT WY SUETT Wy (Fray Tar) ecrdstion
mn: KIOHIQIO‘OQ :::monun 4]4’,7 Brmbng cemt o e
NAME of APPLICANT © AQE-YEARS 303-%
mewww  NAMA  KHATUN -5
g m o HAPIJUL Daygayon
PRESENT RESIDENCE ADDRESS L] _
N N 4 [ ‘ ( ‘il'- o.u'
PERMANENT RESIDENCE ADORESS - 371 Snaraite w8 L _1‘
— AT BIvE —
|

MMIMM

il UL
TOTAL ANNUAL INCOME - Proot of
g wfés 39 260» (2= 1VUpD (30 % W )
PAN No. T4l W1 WeR y A
ARE YOU AN INCOME TAX (Tick whichever is apglicable). Yoo
w W% S0 S oA £ (N w0 T WOEe W P vy ﬁ/":h
FAMILY DETAILS wftu famm X
S¢. No. Name of Family Member Age (Years) Gendar Relation with Appilcant
oW Wea it @ o) L) g-: % W gy
1 [ .
/ - 128
& S %L a iEES
L g ¥ 1 ‘11)5 [ T ] -
—— o e e
BASIES for whichever 1s spplicabla)
wram € fied fefl s
BPL Card EWS Cortificats Ration Card Any Other
{Attach Card Copy) (Attach Certificate Copy) (Attach Copy) GastaiProol
i tan ¥ 9N yew W g mw wl T vy e S o w
(v wr @ we i e wh (v w1 ¥ v 5l s wt) (vum w1 W) v o R wh b
“PURPOSE" for REQUESTING ASSISTANCE:
s ¥y Pt mi fed W e
Se No. Medical Reports/Prescriptions Artached
4 WA a‘ mawgimum
11 - ) ~ 3
5 e
o g yd
rJ )
V. IQ?EIZ V/
ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
W e ® ¥ W w v e e vl R fre e W
e No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y Hew 9 v W W v wegm o




DECLARATION by APPUCANT: sniies 370 Wiews ST
1) § Bereby confem that af detads in s Form are True mmmdmw.mwwwmmw;av&vm,am.

able for rejectonicanceliation.
mwmmm.ummmrmnumwuuwmmnumummm

was reguesied by me.
3)1wmm1mmcummmm.wdwnmwhummmedh‘m

for which this assistance &8 requestod,
nidww(kuwiﬂﬁﬁm*ﬁim—ddh*#M‘dwmw-iiﬂw—Mﬂ.ﬂh
1)ﬁwi“m'dﬁumtdn-ﬁt.mmﬂmdﬂiﬂhmduniw'wh

))iww{kmwigw-hddtww-wtwhﬂnm—niwihitﬂlﬁiﬂm

AGREEMENT by APPLICANT (ssite DU SU%)

uaymmyw.umwmmrmlwwwammmmnmu
memmtmanw.ummuumuwmﬂ
mmwmwmmmuwuubmmumwmmmmn
Wmmammamwmumwmwmunnmamauw

x)nnuwmcﬁdmmﬁ(W)Mﬂdﬁu(ﬁ‘*ﬂm&ﬁaﬂ'd“w(kh-,
u.da&imwmi&&.d'M‘ﬂﬂ.mmwmiwmdwiﬁﬁinw
amuﬁihdwahilmuhnﬂmdwn!uiwtm'wudh'-dwh
z)Quﬁmw-én(ki‘m.n#&matmdﬂi*tjm“vmﬁmwwi

“wifiosr” wen ot ufeed w1 Preda oo sl weed ¥

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION : _
ice & ceewt @ AR W P A
, 3@" ..f

AGREEMENT by HOSPITAL (wisaw U0 wU0)

mmm.wanmwuwmwummmmmmﬂ

{Hospital) harebry effirm & accopt following:
a;mnmmmmammmuwmmmm«mmmuummuum

rwuwmmfmm»umnmmbmwmw.lnmmumw
byxamrmmmahmMnmmtanMQNWMMMGWMM.m
mmmnwwuwuMmembNmmmeNOOammm.
nMummmFMbwmemdenmnwnuwuu
mumwmummnwluwnbhmmmwmmmmwu
_u:umcmmamw;r-m&mdmmmmwumumam
n malier,
niaav.u-tdddwwﬁd'wm'iqumddtﬂw(m)Mmimwﬂudh

1) ug fs 3 o whey abr 3 @ oy o fefre v feel A woel s @ fed s vie ¥ e Ot F W w o o 8, 8 e o twifow st
dmueml'mm'umhkiut'mm'uw"mmwﬂhatdm
kﬁm’nmmummmimlﬂu“wilwﬂimwuﬁkmﬁhuumnu

# werd) v w feR v 8 W e
z‘-an%m'iﬂdwwmmﬂhﬂwmwtdwnﬁﬁmﬁuwﬂﬂm

% @u w fown § b “fow wrdn” U e ver w Wi gon et wgee ¥ 90 @ wea gow ok s @ e Rl 98 o v
# v s xrnt @ e e W fetot v owe F w

RECOMMENDED FOR ACCEPTENCE

wirgdt % frg vegfy

Date of Surgery Fo Bhoyts &

sist @ ata 589, Doﬁ‘?@ S-M‘ n;‘gnQCh\
R‘g' .' »

‘"’/ o7/ 12 (Name o#0% & Bign. No. with Stamp) mxntlvg’*&' o Hospial)
TR EWI TR | 1 R v e afd
FOR INTERNAL USE of KOSHIKA FOUNDATION  Srfits 3w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T e | = v 2

&y’ Lo

28.04.2018



