APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika

e ( ) foundation
. Kloqajo103 el 2 Satuwesm
MAME of APPLICANT ; AGE-YEARS W3- | seX fin
=T vty Qe qua 5Z | ¢
o O PYARO
PRESENT RESIDENCE ADORESS I YA

= JONHDO I ’.dﬂ.u"‘ﬂl"‘ll‘-'ﬂﬂlﬂ- e N8

— T RCOVE —
L/‘
OCCUPATION : HOUSEUfpg MARRIED (Rt / UNMARRIED (sffvufta)
[TOTAL ANNUAL INCOME - re—
@ wflw s NIL ‘?:-"ww)
PAN No. 71§ W01 W&
[ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s spplicable): Yos | No
s We w0 o f (@ wm W W owh W e el /5
FAMILY DETALS wftan fierm &
Se. No. Name of F arméy Member Age [Years) Gender Relation with
o8 W yftan @ W WY 7w (v fain ‘-W:'l
A\ OpA N&F“ —|
———§ A L omT = Rren
! - i)
DASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
woom % fad fief ame
BPL Card EWS Certificate Ratica Card Any Othor
(Attach Card Copy) (Attach Certificate Copy) (Astach Copy) Basis/Prood
i@ tan @ A v W s we vl wm v I S gy
(v w1 ¥ e o de wh (v T ) we ol e Wt (v w1 W) v oft v W b
*PURPOSE" for REQUESTING ASSISTANCE:
w & et feel W et
Sr. No. Medical Reports/Prascriptions Attached
wE W sy 8 ol ¥ of sieee g e
I I DIAGNUSIS = CRTPERC T — L e
2 X
2" — N l()ftlf
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
W IR % R s & e e o vl R few e W7
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE DEING AVAILED
Lk U v W W o wwww o




DECLARATION by APPLICANT: 3080s 0 Wew Wwa:
1) | hereby confiem that af detalls in ihis Form am rmmnwdmw.mmwumwwsmmm.lw.

sable for rjecsondcancellation.
z)lwmmm..ammmmw.nummbm'm’.amhmm.ummm

wos fegquesied by me.
a)lmmm|mnouwunocnm,mdmmmunummmmm.dnm

for which this assistance & requostad.
|)iinw(hnmimﬂﬂmnmimn«dtztdhdwmw-tiﬁwhd:ﬂh
z)de“w'ﬁamtidauﬂ.muﬁﬂﬂndﬂdﬁh-ﬁ.iwlﬂiw'ﬂh
))ﬂﬁw(kMtu-iuurhddt.u*wdwtmhﬂaMtﬂi!ihhﬁn.ﬁiQﬂ
AGREEMENT by APPLICANT (30T G0 %00

’)WMWWUMDWmMleMWW&mmmmnfmb
me.mmtmduw.uMMMhMm.Mm
mmmmmmwuawmmmunummumwmmmmm
Wdemymo&“mhmwmwmudhwwuwdum‘

for which assistance is being requested.
2)lw;wmemwdwm.mm&“dum‘.hMMMhW
ﬂmmnu.munwmamummmmbmmmnmnmw
wilth the Trustees of Kosivka Foundation, and (heir decision is this rogard will be final and accoptable 10 ma.

nunvaﬂm'ﬁdwmi(W)ﬁﬂdﬁw(ﬂ‘“uﬁm*ﬂﬂi'dww{khn
w.*hkdumwmi“'.:ﬂ'M'mﬁ.wmﬂﬂt@“&vﬁtﬁﬂlnw
im:ﬁiﬂnmh&mwmﬂﬂ-i‘ﬂt-iddhwm'!ﬂ“h
nﬁ(-lw)w-iw-(htu-.qﬁ*mtuwewiﬂtjmm-wﬁmnﬂi
“wifioe” v Tee wied W v sl oo e W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
yies & penwt @ ¥ W e

AGREEMENT by HOSPITAL (WSS B0 WIR)

aymm.mdwmmsmumuwnwmmmvmﬂ
(Hospital) hereby atiem & accept following:
1)~nmnMwmhmwdwmmmmamWM.bumm.:nan
muwmwwwnmmmwuwwwranmluwmhww
byxahluwnmuhﬁ‘.mlnﬂupﬂmlﬂddlbmwuwmmm«mmm.mh
mmmwwmwmmmuummmWWMwmmm.

n the matier,
dmwamadﬂd°mmim-—qmadt.mwm)m-aivunudh

l)wk!idmduaMimmwkwncﬂn*iuwiﬂ'!\dtﬂtﬁ’*w
imwtwl'“m‘wmwkha‘“m'umﬂmqwihmca-wa
ford s A el e Bl 3 TR @ T @3 w sl e vee b e F v e e § e s fie v T St iy el
i word wiew W et sew e @ dmatd
2.'MWiﬁdwwmméhﬂvmwciw\lﬁdmw‘wﬂﬁm

< dre w frer § 38wt St po el v s o ver ot § vt vese € 0 % e e o st wh W wd fedod 3 o v
« o oy twift @ W fve w feioh woash F ) el

RECOMMENDED FOR ACCEPTENCE
. —

Oste of Surgery Dr. Asmila’Ra N ;,;,-,-."',4'” on Cachr®
st ¥ whn - Mses, u RFpos QPR e

eg. No.-18853-AMC (Name, Designation & Stamp of Authorised

6’! q’” q Sorbpof Do R iNge withr Sabrgn) |« on behalf of Hospital) G
TREWITWRIRL W 1R vEan g s
FOR INTERNAL USE of KOSHIKA FOUNDATION st 399
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2

i YR 2

S o

—

28.04.2018



