rim-m- C-Q4-65- 9097

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kogh[ka
TEEE w4 (e RE) foundation
APPLICATION = APPLICATION DATE : Buthding bisck of e
e s T T }( AGE-YEARS 505-11 | sex &
E i e QEITV\. Kot Lj S (LI
FATHER SISPOUSE'S NAME : : :
fomwzs W AL wyun | : ;
i y |  PRESENTRES ADDRESS T mu ’
; 0 [ 5 v ay fer &4 N
,__T.'jrlf e . S v, P/L@_’ RC%?J'_..-—
: o= 3uTen]
- PERMANENT ADDRESS : Tk smrits W
pr i
G oL (hove
: I's | UNMARRIED (siRyative)
 — Tk
TOTAL ANNUAL INCOME -
s 30 aen (o 2 S oY)
PAN No, TaTi = Foa e —
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is ap - ;
wn WM Nm v o # (W uen p T o W il L
FAMILY DETAILS wfmam feamm e Py P
Age [Years) Gendar
= s oy & S 7 () fam A% & S
j Visiere In = —
Tor REQUES TING ASSISTANCE [Tich whichever s applicable)
o % fod finf amin
BPLC
. C wcucns K7 Aoy owar
il e W e g Wy sy ol s i Wi . & w1 WY
(WS W W) e s (wmm = e ufy se W (W 73 ¥t W ¥R wE W
“PURPOSE" for REQUESTING ASSISTANCE:
werm w fed i fem W oy
&r. Na. Medical Reporis/Frescriptions Attached
w s e s § wilw o s g w i .
U :&'Jrqritnmﬁi Klr-  oXenile.  rodans ¢4
f..f 0 i
AN e
" r | 1y ] .
Z PERTRE LK | e 7S RN Jhvpe 200 Tang’
f ] =.f I.I'?
BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
T g € iy e s el s o 9 e e o
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WA HW = v W A s weram T
i o =
f Z4G10) N(ar TN




DECLARATION by APPLICANT. smime g sy wy;

1 hwtrtg confiem thisl all detalls in ihis Form are True o e bost of my knowledge. Any false statoment wil render my Apphcatioh & angoing assistance, if any,
labie for rejechon/'cancealiation

2) | solernridy confim that assistance, | recewod fom Homhiks Foundation, will be used only for the “purpose”, a9 staled in this Form, for which such BEAISIAACS
wis requesied by me

AV hereby confiem thit | hive not & will nol in future, avail of rolmbursemant, in part o in ful, from any gthor solurcalsmployerneurance company, of B
o which this asssstance |5 requested.

nﬂﬂwm{hnnm:ifnﬂmmmmtmmumtuﬁ-ﬂmwwmhmii#ﬂmhmﬂiﬂﬁih
.ur'r’rmtmﬂ‘mm",tﬂmrﬁi,mm1ﬂﬂnﬂ1ﬁihﬂhm,inmi'wnwh

1) ¥ e w5 fam oo & ur wdy 8w 4w e W wie T e e A w4 W Wl @ 5w e # abw @ ofies 4 o
AGREEMENT by APPLICANT (s79e% g0 %07

1} By affing my signature or ihumb improssion on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and 0's Trusless io
um!_pmrr-_m‘pm -upreproduce my name. address, phoio & delais of the “purposs”, for which sich saskslanca Is requestedigranted, through any
madium, inciuding but not limited to verbal, prinl. electronic, for soliciiing donations for Koshika Foundation and/or disseminating informatian abaut it's

activilles/achivvemants. Such use of my photo & datails can be mide by Koahike Eoundation belore or after my treatmend ar halliment of the ‘purposa”
for which pesistance is baing reguested,

2] 1 [Applicant) l‘_uﬂhur agree that any such use of my name., address, photo & detalls of ihe ‘purpose”, for which such Bssistance b requastadigrantad,
Wit not aulomatically entille ma for receiving or continuing the ssid assistance. The decision for granting antor continuing the astistance will resl solaly
withi [he Trisiees of Koshika Foundation, and their decision (s this reqard will b final and scceplabie o me.

1) ¥R T W A e W Mﬂmm_hmnnmmnﬂmtﬂ'mmﬂmm“dmm“{hw“,
WA b v v S, i A i, T, e (gt o e st Teerd o Bl i 8 g Sy
ﬂwm;wﬁﬁhWMﬁmwhmﬁmimwmi:ﬁimmwm'quh
z:1:mjmml’lml{ftﬂu-nrr,m,w!hmrﬂMMhﬂw@ﬂﬂ:ﬁhiwm;mwmﬂmmmi

"W " oy et sufed w Py s b anesil) wim)

APPLICANT'S SIGNATURE OR LEET THUME IMPRESSION :
e & TR w st = P

el
e, Ay
iy )
] i

i
= gt il
S 1 |

AGREEMENT by HOSPITAL {vems gm =I0)
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