Khika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
b § 4 foundation
Arrucanonte.: 1 [0G19 0430 APPUCATION DATE ,,/M//,p v
MR DRAFULLA MANVDAL. [ T
"iww'lw'n e gb'{uu. MON'ML

SCHTH  KUM N AT 1D by A.l. ’ln- SV AT R
VAL GANES 43208, wECT) L d

PERMANENT RESIDENCE ADDRESS : ¥ Spwaie o

-

| ARE You

AN (Tick wivichaver is
A e st ow (R w0 T W w e el

¥/

= fc_ FIRVE —
OccuPATN: (/Y E MPLOYE D MARRIED (RA21) | UNMARRIED (state)
. . Igogox|2= 2600/ o e )
PAN No. v Wil Wew :
Yes ING

FAMILY DETAILS uften fase

e No, Name of Wember (Years) Cender Relaton with
BH w0 aﬁuiuww “: E w‘!wﬂ
; Ve “ ] o
__.%. : 4 % E AT A A
o XV d &) [ - 55 .
BAGIS for REGUESTING ASSISTANGE (Tick whichever s applicatie)
e © frt feeft o
BPL Card EWS Certificats Ration Card Aoy Gt
(ARtach Card Copy) (Atach Cernificate Copy) {Atzach Copy)
wirdt ten ¥ I yum =9 2N v syvten sl -
(v o W ufy W Wt (vn @ W we o v S (vm v W ww o e et ¥R wN we
“PURPOSE” for REQUESTING ASSISTANCE:
v 77 fet m Rl W et
S Medical Report/Prescriptions Attached
1§ Wou seavien @ wil ¥ of s @ den
T IR aSiS - CRTERFCT — 1L
A
R Sm:’?*EE'z TTeT FTol)
ASSISTANCE BEING AVAILED for SAME “PURPOSE” treen OTHER SOURCES
wm*wwnmmmwamwm

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
¥ T e i W R ot =i weron v




DECLARATION by APPLICANT. sebew Dy Wow wa;
i)mwmthMmeTMhthww Anry talse stalomant will render my Aophcation & ongaing assistance, i any,

rojectonicancalabon
:nwmum.cmunmmmuumwuum‘.umhmrmummm

wirs requesied by me
:)lnaqmnulmm&wlmnm.mdmnmahutmmmmmdnm

for which IS sssstance is requested
|)ldnw{ﬁwmiki~iﬂmﬂwdimmﬁdtu*dhﬁwmw-'lﬂﬂﬁwdtdh
2) ¥ pr o wwem o wifre vt G o w w f, sow e s R W i 8 el en wim A w e Y e b

))iww(uMwn'whddt.u*umﬂtﬂhﬁwm“tiaihfduiﬁﬂ@

AGHEEMENT by APPLICANT (59908 DU W0

l)nymmmummmmMIMlemmwunTMD
WWWM.MMl“dumﬁhmwmﬂhWMw
mmuwwwmmmummumwmmmmm
acthviies/achicvernents. MucdmmlaﬂmumwmmmaonMudenm‘

z)owmmmmm‘admmmm&udnm‘.ummmmaw
ummaumnmamumMMWbmmmumumw
With the Trustees of Xashiks Foundation, and their decision is this regasd will be final and acceptable to me.

13 v e W e v w sl W e wewr, § (avdes) sl et o e wan { o “wfw waidns bt st ol * wt wfo v { B %0 e,
-,d#ih«nmi&tﬂ‘*'m‘mmwmiﬂwdwiﬂﬂi-ﬂ

¥ wtn Wi % firg afoge B v e fewee 3t e ¥ ot w e wed ¥ g “sifon e v ot adee 6
z)Qmtmu-i-(khu.n#*mis-—im‘iﬂiyuzu—uwdm-ﬂi

*wipn” v e sl w1 foio offby b wwwd

APPLICANT'S SIGNATURE O LEFT THUMS IMPRESSION

T el sEw

AGREEMENT by HOSPITAL (¥&aW DU S30

wmm.wunwwumuwummmmmn

(Mospital) hereby affirm & accept fafowing:
uouummmwnmﬂhunmdwmmmmauzdummumm-um

Mngmmrm.nmmmmmuwnm if the requested assistancs s not granted
oymurmmmammmnmmnmumwnwmmmammm This
mwmummﬂdﬂmﬂm«““bummﬂuﬂmw“ﬂ@unmm
nmmmwrmswmhmmdnudummnummn
mhuumummmmannw.uummmnmmmumauu
mm&mmﬂdumthmGMduﬁmMWﬂMMvﬂuM

in the matter

wat afogy, rewd st # wokdd i “wifi wratmy® it felte ween fy fewdtn o ol &, el wn (vew) e we ¥ R v e v

l)thni**wdduimmhlhﬁh-ﬂ-ﬁta“hﬂ-tdt.ﬂhm'*w
twnemi'mmamnthﬁ'ﬁum'nwﬂmq-gtdhatim
L e pa————pepe e SRS IR TR R R R R R R R
# el Wee u e = we © o el

2 “wfne v 4 @ i open Sw Sy sl W b 08 w v oo @ of wer w et T avesien W e O oy

e w feve £ s i sty D feil weic o cer ot 1 vl v € 08 @ e gow obt sed wi o) wl Prsiol O o e
o 9w tsie W WY e w Prdot T s e

FOR ACCEPTENCE
0O Iinakshiuw_a ferg wegfy
Ll Mo HorsiTs o S
' q sa Fpuatdalion BN Soalutr’;y' N A"' »:ai.‘,“ﬁ“--'" :
&Nt {Name of Dr. & Regn. No. with Stamp) on behalf of Hospital)
"lo TR W A ¥ R T TR T v W v ey s
FOR INTERNAL USE of KOSHIKA FOUNDATION  sfts 3w i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
PR | e

%77 /f_fﬂ/éi

28.04.2018



