APPLICATION FORM FOR ASSISTANCE (Healthcare) K(’S, l
b : ! foundation
w"“ |'.': w ' 0919 ’ 1G1& m“‘"‘ el &1 Bty b ol Ve
APPLICANT © AGE-YEARS 315-4¢ | sex fidn
%:‘ bj B ¢ [ =4 <f"'“ﬁ E ) M
S

e NI TYSANANDH <AHA

Fmags W
PEAMANENT RESIDENCE ADORESS : bl
— Pl ARV
SEToTON: (> St TR AC T L ABCURE R MASIIED (W) / UNMARRIED (o)
Proof of incoma)

mmm: R5 1908 X )2 = 9 2 Sef- I(unwm

wdﬁtm

Panie vl v Sou (Tick whichaver s appdcable ) Yi I:
"
:'mmuwiciwauwwwmadx v/
s FAMILY DETAILS ftat forw
Nasme of ViemSar Age (Years) Gender Ralation with Appiicant
= it % weed w A w () nen : g
1 Cab S~ bsa el &) TELE -
1 o T A HA T 5 B - > EL
5. | oy 22 E BAUGRTEER
whichever s sppicatle)
weem ® fird feft s
0PL Card EWS Cariicats Ration Card
(Astach Card Copy) {Atiach Cortficate Copy) {AEach Copy) Sy
widt b ¥ A e W e vl T Wil g
(vn v o we o v wh (v 51 %) w5 o wh (v v o) W v e wh N
“PURPOSE" lor REQUESTING ASSISTANCE:
woa by el i fed W aghen
7. Ma. Madical Reports/Prascriptions Altached
¥ VR st ¥ wid w nf sy qd wes
Loz A ONCs>S — CRTARFC T~ LE
SO AERY — CL CXeD IT=o0
ASSISTANCE BEING AVARLED for SAME “PURPOSE" from OTHER SOURCES
v It ® g Wi s unen ferll @ Wi @ e v W7
8 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE DEINO AVALED
e H VN W W o v wwea o




DECLARATION by APPLICANT: 30¥ow Do W ¥t

1) 1 haraby corfiem st Getals i ts Fom are Trus ko the best of my knowledge. Any false statement wil render my Agpiication & ongoing assistance. ¥ any.

Radda for repectcn/canceliston.
mwmumummmw-nmmnuw.umnmmwmmm

Wi requesiod by me.
a)lmmulmmcamhmwdmnmuhum-nya'-w-auumdn

for which this $385520C0 18 requested.
ult«w(kwmiﬁdﬂwﬂmtmu«mhmdmuwmwutiﬂw—m.-ﬂ
nﬂwi“w’mm',id-dtmwﬂmdﬂtmm-lh.inmiwwh
nlww(hmwucﬂ'ddt'n*-*wmhunmv—l\hiht*wdﬁl(u

AGREEMENT by APPLICANT (st o6 wuD)
ne,quumwmurmtwwqusmmwmnmmu
W

mm.mmscﬂduw.umw“mbwwq
mmmmquMMummhmwmwmmn
dele“mbﬂwmwmuﬂqW«dem'

acthitesachievoments.

for which assistanco ls beang roquesiod.
2)nm:mwwmmmdmmmmcamuuw.mmmmbw-m
uummnumumuwmmmummmmmnmw
with (e Trusteos of Kostika Foundalion, and Geir decision is (hés regard wil be fing! and acceptable to me.

nnmnuﬂmiﬁdwm'(aﬂm = urdh @ e wen { ! “wifrer sty ot vt smird ¢ W sfege v (I S m,
-.daahihmunidh'.ﬁ‘*-'“ﬂ.w.mwmiqdW&wiﬁﬁiw—n
& sufts st ¥ firg sfogr B 8t wen w forr ¥ yeen ¥ Il @ uc d e WO Cwow wden® w e sfege b
:)Q(“)nvin(hhwqﬁuhﬁudkwuiq&ﬂiﬂiﬁwx-umﬂwunwi
¥ ey 3ed wfind W feda fen abt eesd v

APPUCANT'S SIONATURE OR LEFT THUNS IMPRESSION :
ity ¥ pow g W Res

AGREEMENT by HOSPITAL (vme DU WIR)
By alfalng hereunder, signalure of our Autrrised Signatery for recommanding s casaipagent for financial sssistance from Koshika Foundation, we

Mwmamm
umtumnMnuuthMdeummmmu other source, for the same patienlicase, s we are
Mupmmvmnummmmuuuqm If o roquesiod ossistence s not granted

wmwnmuhumnmmnmumwmmmmmaqumm
mmmwuw‘mmmWMMhmmmm~M¢wﬂm
nmmmmwumwuummuummnuwuu
Nbﬂmnmwumsnmuum Infuenced by Koshika FoundaSica, Hence, the Hospital will
umh“&ammduwanmsmdu&ummummmcm
vt adoge, vimwd ' it 9 e dd W xfon TRt ¥ Al e ¥ fevdtn o of £, fl ve (vesn) B sl v v e 4

1) e i 7 2 wdaw ol x vt ey 3 et e sl e wond e w Pl s vén 4 ve ddmst TR w o o 4, 4 v vl telfew wieder”
2 Tt frey 7o @ v ¥ “wfve wndwe® wu wes B 0 & W S et pu e fed sfpeeen iy S ot few am § o v
frd e & wrend v w Al o v ¥ oem W W e ol v g € e e o § e s e e v b iy el
& werd Wi @ el s ooy B W Sy

3 *wfpn wor” @ @ of umey San Rl vy v 109 worwen oo 9 o wer w fed T senten W goe O o v

o e w fows § bt “sifow sedne® o e wet v W von o ) el v 6 e ot ot W e feciod 8 of v

W o b e W w e w Pasiod v el 4ol B

RECOMMENDED FOR ACCEPTENCEF
vl € o we sk
Date of Surgery . : =
oy @ b < (,,: :2‘533"&3’ i e s oy
09. No. - Deslgnation & Stamp of Autherised Signatory
79 s > beta¥ of
[72/13 muww 3 cani “':mm
FOR INTERNAL USE of KOSHIKA FOUNDATION  ofts 29 Y
" SIGNATURE of TRUSTEE | SIGRATURE of TRUSTEE 2
i v | v 2

5 il s

28.04.2018



