APPLICATION FORM FOR ASSISTANCE
HETEW ¥ HAESA WIEY

(Hoalthcare)
(Frem RETE)

mﬁuu DATE : | E_X'?/.l-ﬂ'lo

!{o.g!tﬂea

Arrucarniier K /0220 [ys61
NAME of APPLICANT : AGE-YEARS 305-=4

SEX fin

NNEatAPPLEAT: ¢ HHRGTTA HOLDAR

F

o . ol
FATHER S/SPOUSE'S NAME : |V 1 T ¥ 1TV CHHWDRH KAHRNDTT

it gt -~
frmwge W =M ‘-\
PRESENT RESIDENCE ADDRESS W3 TSI ¥ 3 '
1 I1 ¥ r - I |
— PERMANENT RESIDENCE ADDRESS : #f ayraly way
- A5  AS0YE — — — —
DCCUPATION ; HOH&-H@P?E_R,, i MARRIED (i) / UNMARRIED (sfeefen)
ANNUAL INCOME - oo | {Attach Proof of Incoma
g";ﬁim [£Z9 Lq X[22 20400 {3 )
PAN Ho. Tom{ Wi §01 _ <
INCOME TAX ASSESSEE (TIcK whichever 1§ spplicable) Yos I N
:ﬂﬁgﬂwﬁimﬂzﬁnﬂwﬁ“m: u?rq:'l
FAMILY DETAILS vitam T
Mame of Family Member Age [Years) Genaer Ralation with Appikcant
;ﬂ":ﬂ ;?u? W mr:?? E! 2 % WY g
HET H HT
1; ;{:{th. S {J‘g{ (4 E T
BABIS for REQUESTING ASSISTANCE (Tick whichver ia appiicabla)
wew W fird firfy smR
BPL Card EWS Cartificats Ration Card Any Other
{Atach Card Copy) {Atiach Cortificate Copy) {Anach Copy) BaniuProcl
) tan @ A A wy s 9wl T T w1 ot Wt W
(vam 71 W v v g W (vt w3 %) urn ol e (vam 72w wl W W
~PURPOSE" for REQUEBTING ASBISTANCE:
axr ¥y P P W I
8¢ No. Medical Reporia/Prescriptions Altached
w9 W iRt @ wd % o sivde gl wem
ra DI ORI LS  — L ThpAacry — T F
;B SURGERY — L[E(SICE FTGLY

ASSISTANCE BEING AVAILED for SAME "FURPOSE” lrom OTHER SOURCES
W o % Ty s &= T fad o= v @ e o w?

WAME of OTHER SOURCE
= wR W W

AMOUNT of ASSISTANCE BEING AVAILED
it W o




DECLARATION by APPLICANT: e G =eeT ¥%:
1]Ihmmﬂ'rmmauﬂmmmmeTmnmmmﬂmmw.wmmuHWww&mww.th-,u

Iz for rejection/cancailation.
z}}mmmhrmnﬁ-mhlum.Imﬂmmrmmm.mmumwmm‘wm‘.ummﬁ-Fm'fuwmm.nﬁsm

was requested by me. _
3} | hereby confiem that | have not & w. not in future, svall of reimbursamant, In pan or in fufl, from any olier sourcalamployerinsurance company, of ihe amount

far which [hig Bssistancs is requested,
:Hmmtﬁmmﬂmmmmwm#i bR RERTE d‘tuﬂmwmmwmiﬂﬂﬂmmﬂtmiu
z:ﬁtﬂimnﬁl'mtﬁﬂmﬂiﬂttﬂtmmmmﬁﬂ*mFﬂ‘nﬂh‘l.ﬂw!ﬂﬂwwh
J;#gﬂzw{thmmﬂumhil'itwwmmmmmﬂnwﬂﬂﬂihiﬁaﬂmiﬂm
AGREEMENT by APPLICANT (Svs Bt U0
1) By =mdnpmyﬁqmunnrlrmhtmpnlbnmmthl{Wl}thullmmFmﬂ It's Trusises io
yseipuhlishipul-upireproduca my REMe, sddress, pholo & detaifs of the "purpose”, for which such assisiance is requesied/granied, through any
madim, cluding but nat limited 1o verbal, print, electranic, for soliciting donalions for Koshika Foundation andior dizseminating information about ir's
actiiligslachievemants. Such use of my pholo & delails can ba made by Koshiks Foundation before or afler my treatmant or fullilmant of the "purpase’

Tor which assistance is baing requested

2) 1 [Applicant] furihar agree thal any such use of my name, address, photo & dernits of the “purpose”, for which such assistance (s req ~~*~rdigraniad,
will nal automalically eniitle me lor receiving or conlinuing the said assistance. The decision for granting andlor continuing the assistance will rest solely
with The Trusiees of Koshiks Foundation, and their declsion I8 this regard will be final and accaplabls lo me,

1) H e o peE s W v e, 1 (s sl wl W g o o “wifte s sh el s * % sftgs won { 5 dTm,
w.ﬂlhdﬁmwmiiﬁ:i,ﬁ"m*mﬂ.m,mwm:tﬁﬂg!rmdtmiiﬁﬁﬂwﬂmm
ﬁmmimmirﬂmmmiﬂmiﬂn“iﬁq#M‘:ﬂﬂmmﬂ'ﬂ'immh
z}ﬂLn&mmwim{hﬁum.w.w‘ddtquﬁm-ﬁmiﬂﬂutﬁm:mwmwﬁm;mmi

“wifym” o son il W frein s s ared w0

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s % yeme W s w1 Frem

AGREEMENT by HOSPITAL (s @0 ®TT)

By sffaing heteunder, signature of our Authorised Signatary for recommending Ui casa/patient for financlal assisiance from Koshika Foundation, we

{Mospital) harsby affirm & sccant iailowing:
uuutuwm-nwumnuuﬂmhhnwﬂﬂmmmmmmNGDnrmym-umlwhmmm.uun

rmuﬂmmmuhmmmmuwmwmuthn.unmmunﬂym
h‘,rl(m!hFu.ndlhmmDﬂﬂrthnhmﬁHmﬂ‘mﬂﬂhmﬂnmmimmmnﬂﬂﬂmﬂwm,m
wﬁmﬂmmmmlmwmmmwmmmwmmmwmmﬂwmrmﬁ
z}mmmmmmmuwymmdﬁmm.-mdﬂuﬂmwmmmwmwwmwumm
m_hhﬂmhwmmﬂmhuﬁmllmmmm&hhmmytﬂ;ﬂnﬂhyﬂﬁl&mﬂhﬂm.hﬂmpﬁﬂﬂ
?u";mﬁulmﬂmwnnlmmumntlu'ummnamtyﬁmcmwmmmmmﬂhmmmwmﬂuw
n mafler.
MM.Mﬂdt'ﬂMﬂ'ﬂﬂmm'imwﬁhﬁnﬂﬂi,Mw{M}hmiﬂtmﬂh
rI;wﬂrnhhnhqﬂﬂqthhmﬁﬂ*xum&#muﬁamﬂuiwﬂﬂmﬂﬂﬁiwﬂﬁ*.iﬂhm*‘ﬁmﬂm‘
ﬂmmimi'mm'wmhkhﬂ'mmﬂrmmmmquﬁhmlﬂm
mﬂqﬂtmm'wﬁmmmimﬂimm@hmtlwwimwwihmithmmﬁﬂmnm

#1 ot W w e w9 T e
1'mm'imdmmmmﬁhﬂmmwﬁﬂmwﬁﬂmmmﬁﬁmﬂ
ihnmtm'mm'whﬂmﬂﬂmﬂhmwiﬁimmuhmmﬂnﬂrIﬂmﬁtﬂqirm
% v dik *efon” v W gfie o fedol w0 e

RECOMMENDED FOR ACCEPTENCE
whht & fo e .
mm Dr. Naljr@Rjhi Karan Bhib 8 .“-QQC""I'I
1S /?/ 2020 Reg. 112 -83729 Narhe, Dbigriatin & St of Kiihirised Signatory
yyery! (Name.of Dr. & Rega: o wileStamg) on behalf of Hospital)
pElE e MLl 0 7 Ve S T
FOR INTERNAL USE of KOSHIKA FOUNDATION &Rl 2% i
SIGNATURE of TRUSTEE 1 R ORE S TROSTEE S
R TR ) it

AP

28.04.2018



