APPLICATION FORM FOR ASSISTANCE (Healthcare) KO htka
weram vy A=A WrEy (Farm twwm)
foundation
e K/CO19/1482 — 5192 oty bt e
NAME of APPLCANT - > B AGE.YEARS 3M5-w | sex fun
st %1 T _)3 NESH Nt £¢ M
e e EDEBENDRA NAND T
PRESENT RESIOENCE ADDRESS W= smaratq om
L LFORRSHA INHC AR  CHOWRAC A THNANS T 31 2410
NEDAN 12t . DPPTR » 5710 T # 24 N RIS Seel s

v E ST RENGAL
PERMANENT RESIDENCE ADORESS : 3u1f symaits v

= 1= FIPEOVE -~
OCCUPATON: UN E M P LS YED MM):W(M)
TOTAL ANNUAL INCOME - 2= 2 (Anach Proof of Income
kel Ry 1pCox) 2 e (mwmm)'

PAN No. Wt wd Hem =
ARE YOU AN INCONE TAX ASSES (Thck whichaver (s app. cable) :"S’h
/

SEE s
¥ s se wtom § (@ w0 I W w W B
FAMILY DETALS wftan faprrey

S¢e. No. Name of Family Member Age (Years) Gender Relation with Applicant
w3 W yftan € weed 1 AR ™ (wd fin 3ETE ® W wAy
LI DI NESH WANIS £e & E LB
LITVERA MAnDS v 5 3 W FE
i e AV M 7 £ p UG ETER
5 LERAPHRI T HA N FN DT ,‘6 I3 I\,}L,"" TER

BASIS for REQUESTING ASSISTANCE (Tick whichaver (3 appiicable)
woes ® i fefs s

BPL Card EWS Certificate Ration Card Any Othar
(Antach Card Copy) [Attach Certificate Copy) (Attach Copy) P
it tan € R m = 3w wd g o T9en 8 “«“"“‘
(vom 71 ¥ we wf wees (5% 51 9 wo ) e sl (95 ¥y o wa v W Wt e
“PURPOSE” for REQUESTING ASSISTANCE:
wores ¥ el m e W et
8¢ No. Medical Reports Prescriptions Attached
w3 WBR s B wl w1 nf sidey g W

A Dragnoels — cRiAthe] — LF

‘ ——=4
T CURGERY - TE (SJes 7R )

ASSISTANCE BEING AVAILED for SAME “PURPOSE" rom OTHER SOURCES
o wive W ¥y e s wren fal s v @ e e w9

Se. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N Wun I v W wy ot wf wgrsm ovh




DECLARATION by APPLICANT. aritw o1 wrm w1
mnmm\&mthatwmnmfw-nTmbwuudmwmn,wmwnmmyw&mm.lw.

kabie for repecion/cancelation
2} | stiemaly cosfiers Ihat sssistance, Nmmmmmrwau.wsmuﬂonymt'o'num‘.uwnm'm.bmwm

was reQuesied by me
J)i":uwycaVr:nMlmma-;no(nhm,wdnmmmu':ana--m!,fmunymmptcw:\ﬂmm.dmm
for which Bvs asestance is requested.
1) 2 v wee { fe v 2 &d e faren 98w © st w0 b e wif form o wen swe e we A @ srer fe o) w e b
:)ﬂmamm*mmm',aﬂzmtmmwmm\ﬂdﬁmm.awmiwwh

))Gghm(kh.n“tgwrhduﬂ.wﬁuﬁnumhﬁnMw‘*!ihtmnnMih
AGREEMENT by APPLICANT (snéte o0 w0T)

1) by ammgwwawnummmmmfml(wm)msymottmmmrmubnmnme
use/pebishipul-cplrepoduce my name, address, m»smuu‘m'.wmmmmamumm. ihrough any
medium, Inciugng byl net kmited 1o vertal, prinl, edectronic, for soliciting donations for Kashiks Founcation anciar disseminating informaton about ir's
AWvilies/achievements, mmdmym&cmwumvymwn memmummmtumofh.’m'
for which muistance is being requested

2) | (Aopleant) fluther agree that any such use of my name, address, photo & datsls of ™e “purpose”, for which such assistance is req =~ X
will nol agtomatcally enlitie me for recelving or continuing the sald assistance. rm«mmmmmnmnuw
mmrmmmxmummmwmuama-mmwu nal and acceptadlo to me.,

1) TR T pr W s W) e e, € (amiw) aef v ot e m(u-mmmww-uwutxﬁ-,
w,-Mdtihnwmidhi.d'&u‘m“,«,mvg-.tmiqﬂm*miﬁhim“
ummdh-NpCuﬂmwh«ﬂmtwﬂnmtta:fm'mmwmmtv
:)t(!tmnw#m(hmu.w,ﬂmm'dkmim*rﬁhtywxmuww'«»umi

“wi¥ra” g T sl W feds s by ew vy

APPUSANT'S SSGNATURE OR LEFT THUME IMPRESSION -
sive & yurwt @ 3 W P

AGREEMENT by HOSPITAL (¥ima T wot)

By affuing Bereunder, signature of cur Authorised Signatory for recommending ihis casaipationt for financial assistance from Koshia Founcdation, we
{Hosplial) heredy affirn & accept totivwing:
nmlnmmmwmnhrmawluhmudmﬁmeGOum cther source, 5or the same patient/cate, a3 we are

~nwhwﬂ“&!nmiﬁwmmmmm'amntﬁimtfﬁmﬁi!ﬂ!ﬂdlﬁkﬁ'ﬂn“’
éwnmemi'mm'nmnkhd‘mm'wmMMwahuQim
MmkanMmmim&iwmmmt«wWinwmtkmtﬁmumqu
i wed e w et ey @ w0 P

L -mw'emdmmmmaheaumweumumuu-m-wg-mwm
e«umom-mm-nMmuummcsmmnmemgmmnunnwnum

W o ad et W W e © Pl g e € o By

RECOMMENDED FOR ACCEPTENCE Ehib San)
@ forg sy SE
Date of Surgery Or. Aruna Eirs e i usTuptE e dii
st ¥ mta . 185 aC" ity &"*
s €. ND .59 {Name, Designation & Stamp of Authorised
S5/ 19 | ot Ak tDr& ReghNo.win Stamp onbehaaftosptal o
TRIR TR 7w 8 ¥ 1 T 8 W yErE e st
FOR INTERNAL USE of KOSHIKA FOUNDATION 372t vam iy
SIGNATURE of TRUSTEE § SIGNATURE of TRUSTEE 2

i v |

o

28.04.2018



