APPLICATION FORM FOR ASSISTANCE (Healthcare) K(% hlka
N~ *‘!1 WY "o ( ) foundation
“mh:u: K/O?l{)/ P—— mnmm Q]?,h c, [TSTs——
T PRADI P C WAKRABARTY “m":g' m
rarexssrouseswauE: Manen o NaTh  CHAKRAPIRTY .
ADORESS AT W :
d K TN ALNGLYA
whil DBENBAL
PERMANENT RESIDENCE ADURESS : #Qf S9uras W
= AL AU
- . —
wmon. &CURJT‘! 50’9&9 MARRIED () / UNMARRIED (sules)
e 15 boey s J8000 /- 5 e )
{PAN Mo v wom 82
u:u:uwwiwammuﬁ:nﬁl '::“1‘\

. No.
o e
T
7
2
BASIS for REQUESTING ASSISTANCE (Tick whichaver it applicanie)
waen ¥ fed ferh swm
BPL Card EWS Cartificate Ration Card Any Oer
{Attach Caed Copy) (Attach Certificate Capy) (Atzach Copy)
witd tan ¥ BNy e s vl yom W o Wi a'-:‘“""
(v o W W W wh (e w1 9w o e Wl (W wy W e @ S W
“PURPOSE" for REQUESTING ASSISTANCE:
wpen ¥y fet i el W It
Se No. Medical ReportaPrescriptions Attached
w5 e maddqmgm
Ie TDIAGNOSIS - CATARACT - LC
S
7. ST)EEEKV- [E { SIcs-FIGI_I
T 7 < /
ASSISTANCE BEING AVAILED for SAME "PURPOSE” trom OTHER SOURCES
¥ T2 ¥ B WY o w5 i R faw v W7
3. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥H W o vy W ot =f v el




DECLARATION by APPLICANT. aies pU Wom ¥
i)lwczmusammmcmmrmbumdwm Any laise statement wit render my Appiication & ongoing assistanca, if any,
Nabie :

rejecton/cancaliaton
2} | stiemedy confiem that assistance, # received from Koshika Foundanon, Wil Do wsed ondy for he “DUrpose”, a3 stated in s Form, for which such assstance

wirs requested by me,
nnwwwlmmsumnun.uummmummmwmwmmdm

for which s asaistance (s roquested
x)lhw(kumiﬂdﬂh«ﬂwimwﬂdhtﬂhdwmw-tdﬁwhd-“h
1) ¥ oy @ e o e et il e L om T R e Wit R e, dwwm T ww b
;)lﬁm(khmﬁtwﬁﬂdtu*um.ﬂhﬁaMﬁinihO&!iﬁiﬁn
AGREEMENT by APPLICANT (3ts DU %%
naymmpWammmmmuwwwtmmmw“nrwu
WBeipubisVpUl-upIeproduce My name, S3dress, photo & detads of the “purposae”, for which such assistance is requesiod/granted, through any

mmuwwwmmmummumwmmmmn
Wwmammaaumumnmmmmawmwn-muum'

for wivich assastance is being requessed.
mwmwwWMuﬂdwm.MMl”an.bmthW

wmmmuum"umamnuwm.mmummmnmaum
with the Trustees of Koshika Foundation, and ther decizion is this regard will ba final and acceptabie to me.

1) 78 We W w9t yemwt w s ¥ oy e, € (smdow) wvl wrds W e won { o Ve widter b vl o * W afe v { O do
-.daahimwmi“i.d'sﬁu‘“ﬂ.nmﬁmiw“tuﬁliﬁﬁﬂmw

4 wefts wrd # fire s £ 8 ser W fewor A g @ ot e d e @ B Cwifow st o sfe b
numnuim(khw,nﬂ&mdtwt“i*tﬂv&w.wﬁwu-ﬂi

“a¥w® gey v wfind w fedy affon b sssed v

APPLICANT'S SIGHATURE OR LEFT THUMD IMPRESSION |

wicw & pet @ K W P \
@a ((cfﬁ @ foa s Iooat’zr

AGREEMENT by HOSPITAL (WWse U WUT)

mmm.mawwwbwumhmmmMMn

(Hoapital) hereby affion & accept foSawing:
1)Mnmmenhunmummmmm«-zmmbumﬂuhu.num

mupmmrm.nmmmwmtmnm If the requested aseistance is not granied
byxnuhhlm.hmuhuM“Wmhdﬁbﬂnwﬂdﬂtmu&c@um“mﬂb
mmmmuwnmmmaMMhummm-uMMaqmm
2)mmmmrmuwmhmmmuuwwwnmmn
mbwmummumsmwmhhmmmnmwmumu
mﬂl“WthlhmlMth“mwﬂn-nmnbvm

n the matiee.

it afge, veewd W) 380 W wwbdd W “wifre et ¥ s wnen i feeftn ¥ wd 4, Rl () Pt we @ wa @ vl v b

l)nluid-ntnﬂMdh“ﬁkﬁwnﬂnﬂin“iﬂi-éitﬂkw'*w
iwutmi'“m'nwhkht'*wﬂm‘uwﬁ‘mﬁwdhaltm
P s & et s w Pl e v @ aee 48w afesn g vam v e F we s e | fe s e wes T Sk iy feit
e wowt) siva w fed wm we W S e

3 *wiftvs werden” i ¥ nf uwen Sen i el ¥ 0w vven pu 9 of W @ el W aTevsen W e O o v

@ @ w frve £ bt “wife wrrter” Do fed pa W o Ten o & refied e O ¥ e gow bt ot wl W) wd Rl 0 of v
W P8 b S W W g ol ook F ot o

RECOMMENDED FOR ACCEPTENCE =
wirgh ® fg Wl Shib Sagkar Dagehy
BN | tewihat TR T —
& (17 (Name, Designation & Stamp of Acthorised Signatory
(Name of r. & Regn. No. with Stamp) on behalf of Hospital)
SRR R R R "‘mwm
FOR INTERNAL USE of KOSHIKA FOUNDATION  351fts 4 ¥

=5 v 2

& TN




