S\eh\

APPLICATION FORM FOR ASSISTANCE
HETEW BY AT WrEy

(Healthcare)
(wweqy Tawe)

unxnnnm ﬁsl'\%AF‘I 055?55;

APPLICATION DATE ;
A el

“wf\a

NAME of APPLICANT |
IFASE H W

B. Sa¥o \Xamma

AGE-TEARS 50994

(CR-S

FATHER'S/SPOUSE'S NAME :

frwwpe & W

\lL\’\\AQ'&OCGOSf\Q(\Q

K¥hika

foundatiaon

WV :
Y 0S3S 0SS 35S
PERMANENT RESIDENCE ADORESS | = B.SaeTam B Sasc\ath
v * - 2 A‘L = TV - NQ
L 3 =] Rosk of  Vue of
C™

OCCUPATION | { {3 AL “ﬁi( MARKIED () | UNMARRIED (offeafin)
TOTAL ANNUAL INCOME - 9 ) TARach o
w it 30 LS 000 -(Famidy Taome ) (o 0 o o)
PAN No. T I BH e
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is spplicable)
T WY AW WG (dmdz‘;‘:wumwﬁ' ';/'d

FAMILY DETAILS it e

¢ No. Member (Years) Gander Relstion
W e \fnu‘. \nm ?t(ll) fin QB;.:.;{‘
" A LA AT WIS\ A P W B AT X S = 0 8
o W = AT D U R 11V
e Lanivatel
BASIS for REGUESTING ASSISTANCE (Tick whichever 1s spplicabie)
sersm @ fard fede s
. Cind Cestificate Ration Card Any Other
(Attach Card Copy) (Attach Cartificate Cony) (Attach Copy) BasisProof
wirdl tan 9 4R vwm qex sy ol g wovim w0 —_—y
(v ¥ wn Y e (v o wrs o e Wy (5 o1 W) ¥ v wh b
“PURPOSE" for REQUESTING ASSISTANCE:
wnraw ¥y fod v Bl W agd:
8¢e. No, Medical ReportaPrescriptions Attached
¥R Wy sepwygien 3wl <) wf sfodey g wes
L EAYAY |
AWAVA'
1%
\N
: e
| AR Y Y G
ey 1 L) V)
BENG AVALLED for SAME wmmm
™ X ¥ ¥ W o weea Sl s v @ P g w7
Sz No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
LR N W o i v e B
1.0 1
= = i




r—

- —

DECLARATION by APPLICANT: S9% B0 “ew 91

-)lmmmd«nhwsm-ﬂmnumdmw.kwUuwdmmwumm.lw.

Tatie for rejechonicanceilation
2)|Mwmwm.ummmw.ﬂhummwnw.nnwhmrm.hmwm
was equesiad by me-

3)|mnbynﬂmmlmmuwlmnmn.wdmmwam&.Mwmemﬂmmm
for wNCh % asEaanss t toquealed

|)ldnm{kwmifdﬂuﬁmﬂﬂ*mmﬁﬁhﬁlﬂmvwmwmiiﬁ“md-vdtt

z)iwimm'mmmm’.intdi.wwhd“dﬁ*ﬁhwhinmiuwh

;)l,zw(fthwnQwﬁnﬁdt.wwuﬁmmhhamwiaﬁmﬁiuﬁ-ﬁ-thh
AGREEMENT by APPLICANT (sniey U0 W&

far which assistance |8 baing requested.
2)!W)!uvmwmmyuﬂwdmmd&mpﬁﬂ&uﬂodh'm’.mmwmu )
mlinolmmicﬂymumhmm«mnwm.mmhwm-mmumﬁlreusoldy
wml'mhuotkownt’m.mwfmhmmdﬂmmmmu:bm.
nwmmmmmﬂdwmhm)mmtww(ﬁwm&wﬂ'daﬁnw(khq
-.«*amumimt.ﬂw“m,nmwmowmmmdqunmn
twtﬂthﬁatnﬁmmmﬂm*wﬂiwitﬁim“iﬁuw:ﬁmtn
z)Q(uimuuiwtkhv.qﬁ&mdsmimGtmtﬁn:m-mdmuﬁi

~aifyea” w0y st afd W feda sl s wmed v

APPLICANT'S SIGNATURE OR LEFT THUMD IMPRESSION :
Ses ¥ wegt @ SR W e -

Lt i
N -
e

AGREEMENY by HOSPITAL (s79me mn wut)

By affoong hereunder, mmdeWhWMWhWWMMFm,n
(Heapinal) harety alfirm & acoapt following.

1) thal we nagher are mmwwhmwdwmmmmumouurmfwnwmumm
wnwmmmr«muombmmumammhmwmmmm. ¥ the reguestad assistance ks not granted
nmwmmahummmmnmnmwmmm ancthor NGO or any other sourca, This
mmwmmuwnmwmmwumummmmmnm«wmm
2) The assstance from Koshika Foundation is only inancisl in nature. Tha choica of the restmentiprocedure advisadiconductnd by the Haspital on the
maMmmemmmsmmmummmmwmmm Hence, the Hospital wil
'mm&MWdhwlnmlMdmmmmFowalonvlhmmmaremuu

in the mater
ﬁﬂ.wﬂd&iﬂﬂd'ﬂnmﬂu’ﬂﬁhmh%dﬂtﬁn(m)ﬁnmtw‘mmi'
n)uknddﬂ&!ﬂ“iﬂl“ﬂiuwm'lunﬂiuMim!a&tﬂhnh'mm"
2 Rradintt 351 % e 4w T o e By 06 R S v o v S e B T 9 fee e | @ s
m“’«m"nuﬂmmim#w““mhn*imwuikmﬂtn«mﬂwﬂwm
& wesrl sio = ferll s e @ SR Hmabd

2 “wf st @ o wam e W peir = o h W v g @ o e w fed R T W g O e

@ @ fre ol vl Srrdee” e Sl e w2 it vor o soled weam o O o g o b sk o il et O v
it obe Caitewt = i e v ol W e o Bl

RECOMMENDED FOR ACCEPTENCE |
il W fo sl Py .

L
) N\ ~
Jy:“isi ch

Date of Surgery
sisom 7w

YT

4.

mlmnisnm %“

No. 9 BIR s i

SIGNATURE of TRUSTEE 2
T R 2

/__gm/?‘

14.08.2019



