APPLICATION FORM FOR ASSISTANCE {Healthcare) Kovh'
weTa FHEST WIEY e ] S Lka
PG - , i -~ { ! foundation
s il 8 10220/ 4275 e !%‘/1/?02% bt g biock ot Lle
MAME of APPLCANT : (7] ] N[ 14 T sU AQE-YEARS 31g-"N | sex fen
W}m PTLPJ' 9”'”‘ = TRA 10 =

B srouEs ane 1 U MUDTHANDRR L5y
PRESENT RESIDENCE ADDRESS _WANH Smmam wm

W&;&MHHTH ROR L  Y
by i
PERMANENT RESIDENCE ADDRESS : 31} siemars wm

— A< AmIVE -

uﬁﬁ:{hfm | UNMARRIED | s

w0 HOME MAKE R
TOTAL ANNUAL INCOME - =
e e o AL 1500 X |25 (@0T0f—— | \mhinstetieny
PAN No. F{ WS Hua .
ARE YOU AN INGOME TAX ASSESGEE [Tick whichever Is applicablel: Yoo
AN A WO imﬂzﬁnﬂmﬁn;mw?ﬂ mig:"r
FAMILY DETAILS wftam faram
&, Na, Wama of Family Mamber Age [Yanrs) Gender Relation with Appiicant
wa wEl oftam % W W (m) fiin mrmm
’]L_:3 J’?.'LN ] ER {‘TH F 15_1 | =
1 I 4 [ X
ki I D HLR 5 Fi .‘;ﬁawj
BASIS for REQUESTING ASSISTANCE (Tick whichaver s applicable
e w fird fiefy anm (i ;
BPL Card i
{Attach Card Copy) PP Aoy O (Attsch Copy) Aly Oiee
it e % A Tw m #q 7m wl vm TS wE et
(v Wi e wfh wee owh (v 1 WY Wi ol W (v oy W o i W W 53 Wi W
*PURPDSE" for REQUEETING ASSISTANCE:
wwaw 1 R W el W e
81, Ho. Medical Reporta/Prescriptions Attached
w1 WE sERAet # wit ¥ v viee gl e
| RDIAGINOS IS — (O JTRKRAC | — [ F
2 SURGERY —CTFE (STCS F TOL)
ABSISTANCE BEING AVAILED for EAME “PURPOSE” from OTHER SOURCES
W I b el s wee fedt s w d fern w7
&r. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH HeA T TR W it m W T




DECLARATION by APPLICANT; SdTs G wneem n:
1p|.nmnym\fmma:ummhhmanmimmmuﬂﬂmmmm.wunwﬂ rarider my Appiication & ongoing assistanca, f any,

liabéa for jectonicencaliation.
2‘;||:d-miywnﬁrmlhunﬂunm.tmnmedfrnmmih;lanth.wilwus-udnruymrlna'mrpusu'.llmudmmuan.luMwmnsdsm

was reguesied by me.
a}lr-.mh',rmni‘mmhulrmoml.&s..;;no:i:future,nuunl‘ndrrmin;anwmmmfmnwmmmw“mmutmnml

lar which this assistance s requested
uﬂmm(hmmﬂﬁnﬁmhﬂﬂﬂtwimmmm t ﬂiﬁmﬂwmwmiiﬁﬂmmﬁw!ﬂiu
1;ﬂmimm'ﬂﬁmmim'.ﬂﬂnwt.mmmmﬂﬁﬂﬁﬂmw.dwwiwwh
::iﬂ-mtﬁshewhnﬂudﬂi;uﬂwﬂnumﬂhﬁmﬁuﬂ“ﬁﬂﬂwimi*-ﬂmﬂﬁm
AGREEMENT by APPLICANT (atdes G WaL)
ﬂﬂy:n*uhumymrutuuummnimpmm'mmMFmI{Wllmwmmaumamme:nthmmu
use/publishipul-upifeproduce my name, lddrmpmmldmdlM'wrpnu‘. for which mmmum-wm,w any
medium, ingluding but not limited 1o verbal, prnt, alactronic, for soliciting donations for Keshike Foundation andior disseminating information aboul i's
sctivities/achievements. Such use utmrphdn&dﬂmhmhnnuﬂnwm;hu Foundation bafore or after my lreatmant or fuilfdmant of the “purpose”

for which assistance Is being requested
21| {Appiicant) lurther agree thal eny such uso of my nime, address, phaic & details ol the “purpose®, for which such assistance I8 oy ==tndfgranied,

will nol sulomaticaity entile me for recelving o conlinuing the said agsistanco. The decision for granting andior continuing the assistance wifl rest salely
with tha Trustees of Koshika Foundation, and {heir dacision is this regard wili be final and gccaptable to ma.

uwmmmﬁmuﬂﬂmmhm HMﬂﬁ:mtﬂ'mmﬁw&W'dm“tmnm,
miﬁdaltihmmmﬂﬁl.ﬁ‘nﬁm'mﬂ.ﬂ,muhimiwmﬁWiMhﬁﬂmm
ﬂmuﬂimmiuﬂtmmmﬂmimwnﬁwﬂm'mm'-wmh
11Hm)mmﬂmthhm.w,iﬁitmdhmiz{hﬂiﬂﬂuigﬁm:mmwaﬁM|wm=¥
'i’ﬁm'mﬂiﬂﬂiuﬂﬂlﬂﬂdtmﬂmi

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
Ftes % oW @ SE W PR

AGREEMENT by HOSPITAL (wwams B W)

By affising heraunder, signature of our Authorised Signatery for racommending Lhis casa/pationt for financlal assistance from Koshika Foundalion, we
{Hospital) herety affim & accepl tallowing:
1}MumnMwﬂmmdemmummmmurﬂﬁﬂminymmmlurwmpwmm.umw
rmuwmmrmummmmmumwmhrmumwmumw
hyrmhhFm:linn.hpil'lurhu..hnhﬂupdﬂmirummnminupﬂuﬂwﬂﬁmmm“wm“,m

essentially staies thal the Hospital will not availl any sssistance fof the same palienticase from any other NGO or any other source.
2}m-mMMthmMIhm-MdﬁHﬂht— ndvisaciconduciad by the Hospilal on the
WLhmﬂmhmmwmmtpﬂhmaw .muhnnnyimﬁhymmemmﬂhHWﬂ

in the matter,
Mm.rmtmﬂmbﬁﬂ'mm'immﬁMﬁdtninnm}ﬁqmiﬂtmdh

-nwh‘tﬂﬂmﬂﬂﬂ#iﬁhmhﬁhmmuhﬂm#iwﬁmﬂ#ﬂﬂwtﬂtﬁknﬂ‘ﬂmﬂn'
ﬁmmimﬂ'mW'wmhﬁhﬂ'mmfmmmmqwﬂhml‘dm
Mmhuﬂﬂﬂhﬁmmﬁmﬂﬁwmwwmtlw'ﬁ!ﬁmmwiﬁmm!tﬁlmmwm#ium
hmmuﬂmmimmﬂ-ﬁu
:.'mm'ﬂﬁﬂmmmmﬁﬁhﬁumwﬂﬂmufﬂm&mmwﬂﬂmﬁ
imumi#'dﬂmwﬁn'mﬁﬂmw#mmhmﬁmﬂﬁﬂmwﬁﬂﬂﬁuﬂﬁﬂﬂﬁﬂm
i ot sy *sfom w = e @ Prelot v s e

RECOMMENDED FOR ACCEPTENCE
W fo, e X
Date of Surgsry ot " g w\ iy
ME i Sy Banchi
{/mijﬂ Feoll Ir.‘.—'r...TE".'I R ! i s
l '.1/ S5}idid of b RO WOVl St e o behalf of Hospital)
A E AWM IR T 0 W TEEE R s
FOR INTERNAL USE of KOSHIKAFOUNDATION  Siats 3w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W | ol YRR 2

Tt

24.04.2018



