G4

APPLICATION FORM FOR ASSISTANCE
e B AT WrEw

(Heaithcare)
(e t@ane)

Khika

foundation

:;L;CAT!ONNo dO?’QI Oqu mc‘;ﬁmm E[?//q | Butcing back of e
e carrican: /|, L q1yaig Noejokc« ““"‘Z’Z v
e Kama oay alta
PRESENT RESOENCE S3 wANE SeoHty oM
;u&pu\mrmrmvﬂh ; o o
PERMANENT RESIDENCE ADDRESS wfmrﬁnu 315\';‘5'\9\‘)05* Sy-’:‘uw
fac.ep  fest.op

WMIME(M)

CUPATION : 2
Q'l‘::w QATmey
TOTAL ANNUAL INCOME : 2. [Azca Proef of Income)
wo oy s 391000 /, (3% W wE W)
PAN No. 3% Wi s
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable). Yea I No
¥ A W ST 0N £ (R W= N IR W ER W o s ¥/
FAMILY DETALS <fimt frves
82, No. Nama of Family Member Age (Years) Gender Ralstica with Apphcant
s W wom % W T8 39 (W) fisin FATE B WY TR
o h ‘ b o & ——
T verdtatormrare 275 M— TS
| AN ﬂll‘; all
0 7~ ST, wf ke o b a
7 V7 Y TV — HETF 87,077 A A
BASIS for REQU ASSISTANCE [Tick whichaver is appicable)
wem ® e Al s
8P Card EWS Certificate Ration
(Attach Card Copy) (Attach Certificate Copy) m&:“m Any Other
wit T & 9N wm ™ #= 2= vl yam o R W ‘:"".."“'
(5 v € ww o wem W) (v o & w3 3EN w0 (o v W e W e e bl
“PURPOSE" for REQUESTING ASSISTANCE:
Town 73 R el e T
8¢ No. Megic Repons Prescriptions Attached
w1 W ssmevalie @ writ % nf sfietey gt dey
8TeY|
e
vi—t4e
(mf
s O ra—a— g g
mmmcswuomauowwtz “PURPOSE" from OTHER SOURCES
W IR W 7Y W% o weer e 5w @ e e w2
S, No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
1 T 5 T W) 99 o wf wpom vit
tla
W VNV U]




.-

DECLARATION by APPLICANT: 30%T% T W Wi:

1)|mwymmdutdhhmrmm7mownmdmyw.MyhanﬂerWlmmﬂm
liable for rajectionicancaiation.

mwmmwm,lmmmw.mumwum'mﬂnw-suﬂm.brmwm

wars requested by me.
3)|mwmmulma&wwnw'.wummmwnM.Mmme.dm
for which tha assatance is requested

wih by

nﬂinm(tnmiﬁﬂﬂﬂtﬁm&im—ﬁwh«i’d!vtlliwwtwntitommu-
z)ﬁm:hmua'mm'.iﬂumi,wﬁnﬂﬁaaﬂtﬁm'h,dwmﬂwwiu
niwm(hm“ﬁwmﬂdt.uwumummn—ummnnmtm-ama*.
AGREEMENT by APPLICANT ( smicw om 11)
1)Uy|mmmumnormnbmmonmle(WM)mwm&mmoMmemnrmmsw
mmwwwwwouwm.mu.mtmdmm'.wmwmuwmmwam

Mummmwmmw.mm.wmmmmmmummammmmmn
mwmm.wmdwml»doullwmmwmu&mmum«.ﬁuwmmummadu‘wm‘

W T wei wemer W 3l W wry we, 4 (oview) srod wenly ®) e e o of “wif wnrtes ot aek it oW s wm { oo
. o3 st @ feeer yu ven o e £, 3@ e e ), 0, TR R TR § 30 e st Teefand ¥ fivt fesl @ v e

# wufita wed @ fiey afone 3wy W P At g ¥ o W e d W ¥ S e st v o wowm b

33 & (s W w2 @ vy {0 d T, wh2 bt fewow 3 e e % et @ e £ g8 v W W v T W T E

“wifrer” T see il W frde sl b wrorerd v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wis ¥ aom 9 ¥ W e

By alfixng hereunder. dewsmmbWMaw‘whwmmmw.m
(Hospital) hereby a®em & accept foloming:
1)munmmmumﬁofwhMmmndw.mum.WNGOormmh«m.lofmmpunto‘usc.unm
mmbgummmmmm.muommmmmm-wwmmmm.llmwmbnamhd
bymum.nmanu.wmummn'amwmwwmmmmmummm This
mmwmmmwmwmuwwmmummnmummm«MummmA
nm-mummxwmrmuwmmummmmammmmwmwmu
muwmwmmmwsmwwwmmmwmmemmww
Mwsmmmdmmunmswwdmmm.wmrwmummm«mw
In the matier,
mm.mvami—warmmwmmnmwwt.ﬁw(m;huxau-mum

1) w P = 7 whe ot ¥ ) e o Ao wem At A el s @ fesl e e @ e Sbet 4w A L 3 e e See st
*mwimd‘mm'wmﬁﬁh*'mm'n“mmmw%huiim
fe s wrerd Wen @ fe e e @ T A s g e b R me oww e e s e ses e Db ¥ et

& woerd W @ fel s oW § o dmetd

2. “wire wrrtmr § o v woen e A sl W b B v g 6 f W w e R WO O O v

% @y fve ¢ o e sERvt oo el wex W w vow W el v F 90 € poe e st sk Wl W) W Pasioll O o e
& Bt b tuifmt ¥ W ofvw W ol ot ¥ e

RECOMMENDED FOR ACCEPTENCE
wiht % fog wegfy
Date of Surgery 5
Hhm ¥ wi Jl)\ P
o\%\ Dr. Raghe! ZC1
) (Name of Dr. & No.
\0\‘\\9 oW “R;%m . 55‘5’ ‘
FOR INTERNAL USE of KOSHIKA FOUNDATION % TG Woad, Bangalore - 560 002
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= v | =8 v 2

20122018




