r
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshlka
RETTm Y, ST 3 ( ) foundation
;’;:c::w:u.. klos1 | 17 :’:cg:nonl A< /(,g/,‘.) Budiing ok of e
NAME of APPUCANT | . , : AGE-YEARS HT5-WY | gex fiin
m'j:m ANTL RyLDAS 70 e

FATHER S/SPOUSE'S NANE - » )
iy BRLAE PUTHAY |
PRESENT RESIDENCE ADDRESS WA= snwreq wm y
e 17 e I e Rl L VANV INUR Ut O 7 Vi, *
‘ .;—15! ,EC 2 [;L'ig;; LY NGadY. =4 g 3

PERMANENT RESIDENCE ADORESS : #1f STwwie v
e . U ¥ LY A

e LAGOURE [ M&MJW(M
| TOTAL ANNUAL INCOME - o S o il (Atzach Proof of lncome)
w9 wite = BS Juet 212 = 252¢0/ (3 W e W)
PAN No. varf wial We
ARE YOU AN INCOME TAX (Tick whichever |8 applicabie). Yes I No
w X 5wt om t (0w W T TR W S e R
FAMILY DETALS w¥hart firrm
Sr. No. NKame of Family Member Age [Yean) Gender Relation with Apalicant
¥R W ot @ e w1 am % () fa TS @ we way
) 4 AYVAL RUTHN™S Ly Lo m <t LJ-
2+ BAT ALY F -1‘(“7 7f_\(r 4 LLEL
2 1 I0ERST VY DRT 17 = DAUNTTE &
] THPRS PUL OIS [ IR S W

—
BASIS for REQUESTING ASSISTANCE (T} (Tick whichever is appiicabls)

wErgm % fied g smet

BPL Card EWS Cerlificase Ration Card Aiiy
{(Attach Card Copy) (Attach Certificate Copy) (Artach Copy) Othar
i@ tw ¥ AN oy 0 e s w e Wy Fovien wid m"‘:‘"w
(wem w1 ¥ wew uff we ot (vm w1 W e W e sl (559 1 ¥ me W ey i e

“PURPOSE" for REQUESTING ASSISTANCE:

e ¥ fed e feed ® I
St No. Madical Reports Prescriptons Attached
¥R He ST § W ¥ nf vk gl W
L DY RGNOSYC - T pUD T L
PA A
L7470 B X OF 2 20 Ay & O L & X 54 @)
ASSISTANCE BEING AVAILED for SAME “PURPO3E" from OTHER SOURCES
W IRYE ¥ ¥ w v e s e w few e wy
¢ Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lk T VI W TR @ nf wpem o




DECLARATION by APPLICANT. seiew o wwmr w1,

1) herely conlem Inat all detals in this Form are True to the best of my knowledge Any faise statement wil render my Appication & crgoing assistance, f any,

hatin f repectonicanceloton
mmwywmmmm.wmmwrm.uuumwmn‘aw.uwnmrm for which such assistance

wds roquosied by me
l)lnmoyem:n'nmllMvonou--notmhm.mdmmn;onomm.Munywmmmmdnm
'wm‘chm‘:mmsmibd
:)imw(kumiﬂﬁﬂmwmimmu el b o ol Serrm oY W we wm e § R S wpe fre o = et f
) 3 pu # ween oy wfon s, @ 3 ot § e v 7w vt o ) ¥ fet few i, 2 e v e

nOWm(hhamnwmﬂdtndhu“tmtmﬁnmwﬁiwdhf&taﬁﬂh
AGREEMENT by APPLICANT ({3ofce ou w00)

nGmerswnnumwonMFm.l(WJanm&uMoMmemu‘nmub
vse/pudlishiput-upireproduce my name, aCcress, photo & detals of the “purpose”, for which Such assistance 13 roquestodigranied, through any
mediam, INTUEing DUt ot limiad 1o verdal, print, olocironic, for solotng donalions for Kashika Foundation andior disseminating information ebout if's
Activites/achieverenia Such use of my photo & detads can bo mede by Koshias Foundation before o afior my weatment or fudiment of e ‘pumese’

for wheh assastance is beng requested

2) | [Aopicant! funher agree Ihal any such uso of my name, address, oholo & c:tais of tho "purpose”, for which such assistance is req ~~*~digranted,
wili not autematcaty entilio me for roconving o¢ contnuing the sa'd assistance, The msmfugwngummmmmmmy
with ™5 Truslees of Koshika Foundation, and their decision is this rogard wit' & final and acceptatie to me,

1) VTV N pne st ¥ we e, € (sive) 8 et W v ra {9 Wi wrtv o o e C W steny won { %0 v,
u,v!aahviﬁmnmi&tﬁ‘dﬁm’nﬂ,w.mvx.-f it @ g8 it st roefard @ fd Bt @ ven s
nmmtmmhﬂwuﬁw«&mimvuimuM'mm'-ﬁmtn
;,Acm)nnim(kiun.w.-‘faakkmitmumiﬁtuw:mwmwmnml

W ” qr e sufed W favin o o wured B,

APPLICANT'S SIGNATURE OR LEFT THUNE IMPRESSION |
ates ¥ werer w M W P @“"\

AGREEMENT by HOSPITAL (visme ©0 won)

e,amwwr.ugwoo:ourmma&mqmmw‘g:hasmmmzmwwmmmrmn
(Hosphal) hereby a¥tem & accept foiowing:
t)mnlnnm”mmmhMmmduwmmeNGOunymm.bumm.uum
w»wmmm.ummmmmumwmmunm-mumm
byxosmFmh&n::hu:;‘mggo‘mw“nmun'sdghsumhu?mwmmm«mwmmt
confirmation ossentiatly cs oy dupicale assistance for the same patient/case from any other NGO or oher source,
z)mawmmxmnmmummmum.mmanmmmammmwnu%mm
mumwmmwmmmunmmwsonmmmmwmrmum.numn
M".m::&mmlﬂznmﬁﬂyo'ﬂhmmtﬂ'saﬂmlukﬁdmmwdmmmewMMmam
" the %

bt e W fesd s v @ A S
z-mm-tawmmmmnt.mwmue-umnmnm-nmmum
d«nhl&‘mm'wwmwwmmhnﬂdmiﬂdmgmahwmwmmwum
o v skt e ) W e Sl ol F o o

RECOMMENDED FOR ACCEPTENCE
whgh & fory ey "
Oate of Surgery RAG
stetr ¥ty AN QM)'  Nisasreh Centre
) > /! ol , Designatio Authorised
¢ T./ﬁ“/ 2 (Name of Dr. & Rega. No. with Stamp) s mg?u?lzsphn ey
TRUW T Y TR R | TR vEma ey s
FOR INTERNAL USE of KOSHIKA FOUNDATION 572w 7van 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

e v |

Sen? TR

-

28.04.2018



