—
APPLICATION FORM FOR ASSISTANCE (Heaithcare) K?Shi.ka
b ( ) foundation
m"" K }muf'sm; W"‘n» 2?/[/90?0 Tt g bt o e
: / AOE-YEARS ®g-wd | sEx fam
1‘.“.“«'&"-’."‘;" SHAKUNTLA pEVS W

Nareg= = W MELNBARUL PRASAD

PRESENT RESIDENCE ADORESS
LSS LN '.:":“ SRV TMESELLT B YSTNET2Y

Ll

i

ISaNe LY Eca T

PERMANENT RESIDENCE ADORESS : #13f seeis wn
P 5 AT 2% CI N Sp—

o Ho™ME M KE R NARRED (WRE) / UNMARRIED (st
?n“ikm " RS Igoox12 = 2o o

PAX No. L Rl vuf

e T TP T T -7

FAMILY OETALLS Wity finem
Member Age (Yeans) Gander Relation with Agpdcant

S No. Nama of
w= v = l;ﬁ nL(li) ﬁ*ﬂ!
. S— 2 RSO ﬁ %

&N

BASS for REGUESTING ASSESTANCE (TIch whichever s applicable)
_wpes ¥ it farle e
BPL Card EWS Cactificats Ration Card Any Other
(Astach Card Copy) (Attach Certficals Copy) (Atach Copy) BasiProof
wd tw # N e ey we vl yew 1 e A o
(vom @ W wre ot v Wt (wem v W W W W Wt (vem © ® orw Ry Wt L
"PURPOSE" for REQUESTING ASSISTANCE:
e ) fed T e R
¢ Mo Medical ReportaPrescriptions Altsched
w3 swowaien ¥ wl ¥ of wivier b viea
& S —CPTARZ FLE

RE ZESTT L)

7 SURGERY

ASSISTANCE BEING AVAILED for SANE “PURPOSE” from OTHER SOURCES

W e % Ty e == upen e o wie A few v W7
. No. WAME of OTHER SOURCE AMOUNT of ASSISTANCE BENG AVALED
¥ Won = W W ™ o of wwgs o




DECLARATION by APPLICANT: #éts 0 N T
1)lWMM‘“hN‘MI‘TMDN~UMW mumnwmwlmm.tw

Kable for secson/cancelation.
2} 1 soiamnly conllem Dhat ssaisiance. ¥ coceived from Kostike Foundation, wili o vaed onfy w'wpao'.uwmv-mtmm.m

was tequesied by me.
mwmmtmmcn;n‘tnw‘.MdanavM.MmNMmmmdum

for which s iseialance it roquested.
ul"w(ﬁwmtmnﬂmnwimn‘ww b e o e o W awm oo an |8 o wpoe fua ¥ = el
:)ﬁni“ﬂ'#—m‘.lu-dt.mmuwxd ¢ @ fivt few wrb, @ 1w wes € v e
3 lﬁ—(khwq.-hddt,u.-*nwh“mm-nt\ihhluaﬁt@n
AGREEMENT by APPLICANT (agits DU WOt
no,m-quoummmmrmtwmwummwurum»
Wmmm.mmtmdnw‘.wmmmnwmw
mwmmwnWMMhmmmmfwmwwmn
mmm,wuudmmsm«numwmmrmmmannm:uamum'm'

for which saxatance i boig requesied
:jl(W)mewmmdwmmmtxmdn‘mﬂummmmw ~nAireNed,
nmwmnmmamuum. mmummmumwum
uurmumwuwmnumuumum»u

nnnuaﬂmvﬁ‘nmi(.ﬁ)ﬁ-‘d*m(«*mtwﬂl‘O:ﬁvw(hnq
u,ﬁahih-wmi*td‘dl-'nﬂ.w.mwmtww*nﬂdmﬂinw
tmqﬂnmtmnvmﬂmidn-iw¢M‘dwm'-=-iduvh
:)uw)n-im(uhw.w.ﬁ*miuwiMiﬁtnw“umwmwni
'w“ﬁwunam—wm

wdce ¥ v @ sl W P }‘,'..,"m
TR

AGREEMENT by HOSPITAL (swmm DU w0

a,mm.mdwmwsmummmwwwmmmmnmn
hereby afirm & sccept lollowing:
nunmnMwﬂhuﬂ“dwmmMmum“muummnnn
Muummwuuwummuwwmrmlnm\-u-—m-upu
wmﬁmhmcu“”u&cﬂmhﬂunﬁu.nunﬂiumﬂbcmmmM
confirmation “unmumumwmunmmmmmuwummm
nmwmmrmnmmummmunmwnummu
muw-ummumtumwummwwmwmnmn
Tusmmuuw:nmsmuumumwnm»muw
" metiec
ﬁﬂwﬂd&i“ﬂd‘““'i&mﬁhﬂddtﬂnm o1 v ¥ ww w vhen it b
: l)wktiwdliwiﬁn““ﬁﬂwnﬂntinﬂﬁﬂﬂtﬂdtﬂknﬂ‘&uw'
iMniml'ﬂnw&u'nwﬁhh%’mmm-—Nmq-nunh-him
ninhwﬂ“wm-mtwﬂw““mhnﬁlmw-'kmwmnﬁnnngﬂ

B wowrd W @ feud e W @ o e
1'm-wuw'ind-—m&m‘hﬂumnovlin-mﬂirm-wnwm
dﬁuh!&‘““‘wﬁmwdwdhwﬂwiﬂtmw*nﬁﬂdﬂmﬂuw—
@ o s ‘efpe” W W o W fedol woesd § a0 o

RECOMMENDED FOR ACCEPTENCE
g ® firg_ v

Date of Swigery =T \ 1
s ¥ ata | ./h,/ $fehth

1{/:/9 20| o qmirolons g ool Sins] e, Dnsgaai Sty of Aathced St
TR T W R L w7 u R v s wed
FOR INTERNAL USE of KOSHIXA FOUNDATION  Sefts v 1Y

SIGNATURE of TRUSTEE 2
et | @ v 2

28.04.2018



