APPLICATION FORM FOR ASSISTANCE

Yt KO%hika

Hergar 89 EET WIEY ;
oundation
Jrucaonket 1 [ 0220 [41ea i !a{z"i’/;?mt..,: Evikeng bioc of e
2 - : AGE-YEARS 305-"4 | SEX fifn
MR Mo HAN BAR e

Fﬁﬁn’l:ﬂ‘:ﬂ'lm: AnD NTL-‘} I?vr’:,’f'ﬂ

~“BIUED

Pﬂﬁmg% #ﬂmﬂwm
HLL 5 Ty rif &7 N

=17
SO TH L PARGPRNES WSt VoA

PERMANENT RESIDENCE ADORESS : 71§ aymuais W

—— IS HAIN D ——

nﬁnﬁwfmmim

— UNEMPLINED
TOTAL ANNUAL INCOME © . S —
o e RS \qooX( 2> 16577 e e )
PAN No. P WD WS Ih

YOU AN ASSESSEE (Tick whichever 18 applicablel; You 106
:lmmuwﬁinﬂwunﬂmﬁ;ﬂmi :?'nn

FAMILY DETAILS wfimm fammm

Mama of Family Member Age [Yeare) Gender " Relstion with Applicant
w1 W oftar % W A W () fm ® WU FA
MY =y T< £ - b
;% F%H"M L - E’Tfnl ’;_ &) = At ATERN
FHIL . AR =3 ™ O '
=] e T H K}Z‘T-i. iy — (Y -:;: __;#

BASIS for REQUESTING ASSISTARCE (Tick whichever is applicabia)

e ® fird fief sm
BPL Card EWS Cantificats Ration Card Ay O
{Attach Card Copy) (Atlach Certificats Copy) {Atiach Copy)
witdt e & 4 po oy sea #oq Wl T ¥ TreE S “""""ﬂ"'"
(v v ) w ufi W wh (w1 % W o e (W ¥ ) e i e W Ll
~PURPOSE" for REQUEBTING ABBIBTANGE:
e 1y el el W g
8¢ No. Madical Reports/Prescriptions Attached
w1 WEU sERTien W Wit w o shee gl we
: ! TN L — R ] ————— —— L
T IR Ry —— L E (ST 7 o)

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w g % iy s 5= e fedt oy v @ faw o w7

No. MAME of OTHER SOURLCE
¥4 He &= vl w1

AMOUNT of ASSISTANCE BEING AVAILED
= e




DECLARATION by APPLICANT: SFiTw G Wew ¥:
1;IhmwmﬂMhu-uFmnnIrunlummdmmmm.mym:wwmmrwm&mmm.|!my,

liain for cancailation.
2] | solemnly confirm that assislance, if recatved from Moshika Foundation, will be used only for the “purpose”, 3 slated in this Form, for which such assistanch

was reqguesled by me.
:mhmmmﬁmu-mlmman.:nmiaﬁmm.munirninhmmJn.umarhmu,hmunrmhnrmra.fuﬂ:lnrerfmmmwﬁ.n!mﬂml

{ar which the assistance s requestad
1) & e o T wes o ol od o f 48 v ® s G U W 3 e wh faeren w wee snae e e § A of wem froe  w s
1Jﬂtw1mﬂh'dﬁmmﬁntﬂﬂwtﬂtmzﬁwmw-ﬂ 9 # fink fwm awdm, 0 v 8 F 5o
33 4 ofe won  fe hthnnﬂiﬁﬂhmuﬁwﬂnumhﬂﬂﬂﬁmﬂtﬂﬂaﬁhi&aﬂhﬂﬂm
AGREEMENT by APPLICANT [ Smes gl U0
uayarrndnnmy:hgmmuutmunhmwﬂmleFmIW}me&mmFmﬂa'lfmmm
usaipublishipul-upfreproduce my nams, sddreas, photo & details of tha “purposa”, for which such assislance is mquestedigrented, through any
medium, incuding but ot imited {o vertal, prinl, electronic, far saliciting donations for Koshika Foundation and/or disseminating Information about I's
activitiesfachievernents, Such use of my photo & delais can be made by Koshika Foundation balore or alter my lreatmant or fulfitmant of the “purposs”

for which assistance is being reguesied.

21 1 {Appiicant) luthar agree thal any such use of my name, sddroas, photo & detwls of the *purpose”, for which such assistance & roqr ~~*ed/granisd,
will niol automaticaily eniile ma for recalving of continuing the said ssaisiance. The decision for granting andior continuing the assistence wil rest salely
with ihe Trusiees of Koshiks Foundation, and Uhair docision is this regard will be inal snd acceplable to me.

uwmuwﬂmwmﬂmmiim]mmﬂgﬂzm{ﬁ'mmﬂmdtMW'ﬂw“&thhm.
u,ﬂz’!#:ﬂhmwmiiﬁntﬁ‘M’ﬂﬂnﬁ.mwwmiqﬂm’ﬁﬁhﬂﬁuﬁdtﬁhﬁﬂmm
tmﬂuwﬂﬂlmwilﬂmmmﬂmimuuﬂwcitm'mmﬁmmh
1]ﬁ{m:lwuﬂmthhw.w,#lhmﬂﬁmﬁtq;hﬂimHim:mrrrmn‘rmrnm-:

» i e e =il W fiste s s e W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
s W yRmT W A W P

L1

AGREEMENT by HOSPITAL (e §u SaT)
By affaing hereunder, signature of our Autharised Signslary for recommending s case/palisnt for financlal assistance from Koshika Feundation, we

1]m:meMwﬂhhﬁnwﬂdeﬂ:ﬂmmmnﬁuwwmml‘-wﬂllllnlplﬁnm“.nmm
rmuwmmﬁmmmmmmmhwmmMummmumw
byHuhhme:ﬂun,InMuhmmhHm#mh@lmmwwmﬂmmﬂm«wwm,m
muwummlwﬂwmmmwmmmmmmnmmmwmuﬁuwmmm
zjmmumhnWFm-Emhmmwhm.-mMﬂhwwmwuwumm
Mh“mhmmhwihw.mhhnummh‘,rmhmandammihmﬂ
u;mmﬂmuwlmdhmllhwmEnlatfﬂlﬂmpaﬁam.mdﬂmhhwlﬁmﬂhmmfﬂlumpmﬂw
in tha malar,

vt Sfig, woet W st Wl w vt T @ T e iy frwdtn W we &, Pl ww (vermn) P A e when v
1)y fe 3 o e ot @ sl o faibs wwen el d sl dEA e = e o T Slvmed @ w A o 4, 3 iy e sl el
ﬂﬂmﬂwﬁﬁmimi'dﬂmm'wmnﬁilﬁ'mm'mmmmnwﬁMmtd-rmrr
mﬁmhmMwﬂmﬂmimﬂﬁwmw:mhwﬁﬂmmminwmm&hmmﬂwmm

i wowd e @ fae &A@ S

) 'mm'iwdmmmﬂmﬁﬂhﬂnmwﬁﬁmwﬁdmmwwﬂﬂm
-Hhnmtm‘mm'mﬁdmm#mwhmﬁmﬂﬁimwdmmmﬂﬂmmﬂwm
o v sk e W Wi gfivm w fesiol wowd d o e

RECOMMENDED FOR ACCEPTENCE
it & feog i i
z;ql;";r:tum Dr Priy-zjﬁ}éﬁllgal:er]aa _ 5{“’1th agoh
vl fro20 Reg-tin. 70883 (Nae, Designation & Stamp of Adtoised Signstory
vVigr wﬂ-wmmm on behalf of Hospital)
T TR T 4 W T Ao s
FOR INTERNAL USE of KOSHIKA FOUNDATION  &RiTs 2w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W | =H) R 2

w

28.04.2018



