APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko" hlka
T ¥ WAL Wrwy (T tavm)
foundation
S e —— e
e Klegiof 1295 ot i Y V1) cma T
, T AGE-YEARS W3-" | gex fiin
T LALBABY SHRapastaL oo =
- -
g&‘;’?&‘“m: BHAGCABRAT SHRT BhsTAL
nmunesoencemoam TIRA_ W Ty ¥
_." -}’47 ijfg‘L‘
PERMANENT RESIDENCE ADORESS : WI1§ Smuaig W L '
— F-S ABRAY e —
OCCUPATION : UNEHPL( YED uﬁmﬁw:ummm(m
TOTAL ANNUAL INCOME - i (Atzach Proct of lacome)
¥ wits s R8. 2000X12 = 20e00f (3T %1 TR TAA)
PAN No. 7aI{ Wi W
[ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s appicabiel  Yes 115
@ AN e oAt (R NI W W e wmd CHE
FAMILY DETALS wframt firrmy
SN Name of Family Memser Age (Years) Gender Relation with Applicant
ni:n vt # weed W s W (d) fisfn SATH & WY Fay
j. [LBrBRY S Bats T v 6O & fEL K
2. & MU A TAL &4y [ L% E
O BANT KoeMMER Sup pds 1776 322 1 =l
e | SANY VMR SHEINAST A 24 [ S N
s 0K HpibeR 23 . = DAUGHTER
BASIS for REQUESTING ASSISTANCE (Tick whichever 1s sppiicasia)
wem ® fud fedfy s
8#L Card EWS Certficats Raten Caro Any Other
(Astach Card Copy) {Attach Certifizate Copy) {Attach Copy) BasisProol
nod tan ¥ AR yum T 9 wm ol W W TTEET W v Wi we
P R (v v # v W et (5= T3 W wrw ufh ey Wt
“PURPOSE" foe REQUESTING ASSISTANCE:
weww ¥y fed m fisdt W wgh;
82 No. Medical Reports/Prescriptions Attached
¥T W semaiet ¥ wh Wt nf sfeicy g sem
VI DTRGWoRTs —CRTRARRCT - LF
0 AV Y R 8 N Y Y LD,
Aswmcewaomznm SAME "PURPOSE" trom OTHER SOURCES
I ¥ htﬂwmﬁ'wmmﬁmﬂd?
5 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y wuR 3 VElm Wy o v swwa ue




DECLARATION by APPLICANT. amite pm whew w1

1) E herety confiem that all detals in this Form are True 10 the best of my knowledse Any f2se sialomant will render my Application & ongoing assistance, If ary,
Lable for rejectordcanceloton, X
2}!mmwm."wmmnFm,WhumeW'm.uWhNM’uMmm
was roguesied by me.
J)Ihuooyemhmmlmmc-;mhm,wﬁm,m:wamm.mmwm%mmw.dhm
for which this assistance is requested.
;)ﬂtnm(hnmtkimﬂmwmtmmu bt o e of wor s sra o § A 9 wees P W w wed b
:;aw-mm-mm-.aarmtmmmmafnmum.ammt-unh

ume(thawtu;uhddf,nﬂwuﬁxtmﬂmhummtnnmttwﬂﬁi(m
AGREEMENT by APPLICANT (37ite o% W)

1) By ammqmytwwnummmmmmsfm.I(W)Muwcmlmmmh&Qmeﬂfmnb
useiptlaput-saireceodoce my name, ac0ress, photo & detsts of the "purpase”, fof whieh $uch assslance is roquested/granted, theough any
medum, incladag dut not Smwied 10 verdal, m.mmmm;wmsmmmmmmn
aManctes'achevements Such yse of my photo & details can be made by Koshi s Foundation belore of atter my treatment or fulfiment of the “purpose”
for which assistance is being requested

2) ! {Appbcant) furtnes agree that any such use of my name, m;mla:xn::dm’m‘.b’mmmum- s=tnaigranted,
will not actomatically ealtie me for receiving o coalinuing the said assstance. rmmm;mammmmwmm
mmrmamtmwwmummwm final and acceptablo 10 me.

1) ¥R T VAT et @ a0 W) ww e, § (oviee) wof w0 e m(w°mm&mw'dmm(suq
uz,‘ﬁmiMumiﬁi.v‘M'mw.w.mt‘-u irn @ g niefiod st Temfae? ® fird fed @ e we
tmmimMtv&muﬂmﬂmiwunitﬁtmwmm'iﬂmh
1)N-imnudm(ﬁtuv.w,«mmthme:wdiﬁium:mwmmmwml

Wi oy T e ® frede =T sbr ewed o)

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
wmics ¥ yoowt @ ¥t w P R

AGREEMENT by HOSPITAL (vivm® pu ®ut)

By alfiaing heceundor, signature of cur Authonsed Signasory for recommanding hsumvuﬂwnmmman
{Hospkal] herety affirm & accep! foliowing:
nvm-'mmmmmwwihlunnmvdwmmm«NGOuuzmm.luummunm

sdvised/conducied
oauuhhmummammmu\bmlmmmnhmmmwmhmm Hence, the Hospital will
mmsmmrydmmm&mmmaw«yo«mewmmxmﬁmmwmnombumm

em:gtmi’mm'wmﬁkin«'%%'mmﬂ%hq‘dhuldm
nmnhmmqmmmimﬂiwMghmtxwﬂimwuﬂcmkmmmmuﬂ
b wred Wi w fel e e @ o
1'mm'emdmmmmdhﬁwmwOMMUMQMGwmum
chnmfﬁ'mm‘wwmuwmmhmmﬂmtmw*muﬂmwwum
dM*'tﬁn'ddeMwMiwmu

RECOMMENDED FOR ACCEPTENCE
g % frg Wy
Date of Surgery — ———
st ¥ vhe . e
by e et S5
I12/£719 (Name of Dr. & Regn. No. with Stamp] O o e Sgpary
- FEERI TR0 T IR TR S e
FOR INTERNAL USE of KOSHIKA FOUNDATION  72fts 7vem iy
SIGNATURE of TRUSTEE § SIGNATURE of TRUSTEE 2
TRl e |

TAE

28.04.2018



