cale6losoy

APPLICATION FORM FOR ASSISTANCE (Healthcare) K‘%hik&
HETAM Wi SnaTs wsy (wram TEae) Toundstion
: APPLICATION DATE © Poidmg block o I fe
—one: A\ 0610|0190 miatd o [n(]/
NAME of APPUCANT MV!ARS[ - | sex fiin
ewmw O Latal -9 M
FATHER'S/SPOUSE'S NAME -
fmwgm ["hlk&( @am
PRESENT RESIDENCE ADDRESS w4 w .
P = okt , —  Th - Thawasaz he >
: ¢ P Partop,
(DY, e 1l ) v
PERMANENT RESIDENCE ADDRESS . s sowrta wm o\90 w’d&tldj
A Clhove
o L&ow’tﬂl— MARRIBDTRTRA) | UNMARRIED (sdefiper)
TOTAL ANNUAL INCOME - {Attach Proot of Income)
weEm 30,600 (9T ® W W) WY
PAN No. Tt W wem A/
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 5 applicable): Yes | No.—
v WS vt om f (% W n I W W W P e LR
FAMILY DETALS wftart fiemm
Sr. No. Name of F amily Member Age (Years| Gander Relation with Applicant
#9 HE uftam % w1 7m (wi) fiin iy % W Ty
| ahen dog ! oy, TS ™ SO
=z Ealesty Komah - JZ ] Son
BASIS for REQUESTING ASSISTANCE (Tich whichever is appiicabie)
werm % ford frsfa s
ML Cory EWS Centfficate Ration Card Any Othee
(Attach Card Copy) (Attach Centificate Copy) (Attach Copy) BasisProof
it tm 2 S mm 7 v ol s qy T w5 " W we
(vom oy ¥ ww sfh s wh (w1 W o 5y W Wl (1 v W we v e v
"PURPOSE" for REQUESTING ASSISTANCE:
wore  fed we feedt W acde:
Sr. No Medical Reports/Prescriptions Attached
W X srmeEien ¥ wlt € nf vt gt ey
vV ‘:W* NE -~ 2 MM C_
| - —— T CCT
B | 1k — = oA
o, S F Y [E SI1CS FTIol
ASSISTANCE ll(xss AVAILED for SAME “PURPOSE™ trom OTHER SOURCES
MITEN syt esor e S 0
[ = No = © NAME of OTHER SOURCE | AMOUNT of ASSISTANCE BEING AVAILED
ST i L S | o of worwe
a® SCEH !




i

| hereby confirm tat afl details in this Form are True 10 the best of my knowleage Any fatse statoment will render my Appication & ongoing assistance. f any,
lable for ) ’

ﬂlMwmmlmmKouu‘uFmabon.ﬁhmwbmmﬂnmnmwm.bwﬁafmm
Wan foquested by me

S)lmymmmlmmlnmnwﬁ.udummnmanmtommymmomm.dmm
for which tvs assstance is roquested

nﬂdnm(kumimﬂﬁmmm¢m-«mhtﬂmu:ﬂmwntdﬂmmm-mhl
z>étvuimﬂ'mm',idamtmmwttndﬂiﬁh'h.iumiwwh
nAw-rw(hfnmq'ﬁ!ﬁﬁf.mWHWUMMMnMﬁiniMQ*wOMiv@-

AGREEMENT by APPLICANT (sedew g wor)

\)u;aﬂ.mgmymmuMbMau\onmrm.l(W)mwlmmfmwnTw«sb
useputAshiput-upireproduce my name, addross, photo & details of u'm’.umwmhm.mmy
mmnmwmwummmumqwm.hmwmwwmn
udmwm.Sua«molmyM&Wsnnumwmmmm«tﬂuwwabmwdhrm'
for whuch assistance is being requested

2)I(Aom~)mmomulnywmuseo!myrwm.mm.Mt&u&dh‘umo‘.brmwudmsm.
wili not automatcally enbiie me for recening or continuing the said assistance mmummmwamuwm
mmtmamw.mmmummuuwmmwm

nnmw:ﬂmnﬁdwm,i(m)Mm:\wm(w'm—m*w&ﬂi'dmw(kh“
w.‘M:hiﬁmwniﬁt.ﬂ‘;ﬁn'nwﬁ.w.mwmiwwmuﬁitﬁmdmw
tm:ﬁdmt\thﬂnwmﬂmiw&nudu&ih‘dﬂmsﬂw’nﬂ“h

2) 8 (owdew) oo @ wem { e s, v, 902 s fene 9 f woom ¥ Toted @ e § 90 e wnen w et W wom T e d
“wifive” v gee aied W i i o ewsd

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

s @ gaw w 3P W B
o’d?’-r/,,m‘

AGREEMENT by HOSPITAL (¥esmm oo %)

momm.mawmwsmmmmmmmuwmmmsmn
(Hospital) hereby affirm & accept followsng:
umtnnmmmoywnhmmmd&mnmmmmoanymum.hmmmuunn
mbwmmFm.bmmtmtmWBWWMWINWMhMW
wmmhmuhh‘.thmi‘-mmmahWMmMumohm.TN‘
mmmmmwnwwwmmcMthmMMmmmuwoMm
annmmmmrommumwmmm.mmammmwummu
mbmumummmnumaumwuhmmmwmm Hence, the Hospital will
MM&WMdhwsnmlmammmmwnhlnmvucwm
In the matter,

Ll U R R e e R T o E R R Rl R T mprpu—— w——

1) % f& 5 9 whor abt o ¥ ofins F Al amom ferd A woard sivet @ ferl s w8 ve St F o w o 8 fe ot el s
dm&tnt‘mi’dﬁnm'mmhhtnm‘mm‘wmmmuwdhntim
Mah-dmummmimmmMWthﬁimwutkmw“mMQM
e v @ fed e § W s,
z.‘mm‘iadmmmmﬁhﬁwmmﬁunnﬁﬂm:lwﬂvm

® @ w feva § b wifow e oo fed e w9 ver ot bopie e B @ pee e b s w0t ) e fedod 98 vl reem
vl bt Cwife” W W gt w frsioh woamd F o
\

RECOMMENDED FOR ACCEPTENCE
- v W fe we Pt
/Date of Surgery 32 E
! shm ¥ wiam W \ S “§.S$\z‘)\°‘ \.ﬂ‘“
Dr. Dh&rm Singh AVt e
’ ‘ 19 . (Name, &Stk of Authorised Signatory
jelé (Nam B (R Hd WA Shamp) \Ws of Hespital)
W&‘ ot SR v e st st
FOR INTERNAL USE of KOSHIKA FOUNDATION  S=iits 3% #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=Rl et |

‘r 8 T 2
I
%7“7 | AT

20.12.2018




