SRE-C-b-1]-1462

Kovshika
foundation
Building hhock of iite

APPLICATION FORM FOR ASSISTANCE (Healthcare)
WETET BN, # Wre (AT ¥E)
Wmﬂumn:““ ]DlQEJ‘O‘hH ::ﬂm;ﬂmmm:%.ﬂ'_?&
NAME of APPLICANT - mm s “’1*“ —

SHETE WA 5& Fémab

FATHER'S/SPOUSE'S NAME : heahua
fommgm W T J

PHESENT RESIDENCE ADDRESS waul S
' avi .' i | TLL M e

HY HE W WiE W TN

PERMANENT RESIDENCE ADDRESS : 377 STA1a 90 foe FOs|~
SUM % abow —
occupanon: Hgme. Maken WARKED (R | UNMARRIED (st
TOTAL ANNUAL INCOME : y Proof
i afts sm h'ﬁﬂ;ﬂ'ﬂﬂ LFQH'IIN h’lLDﬂ'll ) mm m;wl i
PAN No. Tl =l Sta (N W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicablel: N ]\ Yos |
wmmmmﬁimﬁmqmmmmﬂl N a?s%/
- FAMILY DETAILS wftam fapmm
Br. No. Name ol Membeor Age (Yoars) Gendor Relation with Applicant
w0 T ﬁ.:rt 1 AW W () & HiE ® WW =
(D CRIT, 5 nal Hiebamnal
923 LR Mal 070
T 12T AR ¥ 1T Pals Son
— =3
BASIS for REQUESTING ASSISTANCE (Tick whichaver Is spplicable)
weram W e faain smom
GPL Card EWS Certificate Ration Cand Any Other
(Attach Card Copy) (Attach Cortificate Copy) (Attach Copy) Basis Proot
i T ¥ S vom v s ws W Tum T T W s w W
(v 75 5 s W g st (st 90 W) e ufl W Rt (wam 1 ¥ v v w5
“PURPOSE" for REQUESTING ASSISTANCE:
wra ¥y sl m e W oI
5. No. Medical Reporta/Prescriptions Attached
9w sremRvETR § W W o whee e W
AL LarEal DSy
1~ TUNL
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ T ¥ v Y w= wnon fe o= wie R fe g W2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

=t T T

i | KT 1 -




DECLARATION by APPLICANT. st zn vy gy,

ulr-nbpu:rﬂkml:liﬂduﬂhhﬁrrnmmuhﬂubﬁdw'mm#.ﬂnymmmmlmﬂwmwmmﬁmudmjm
liabia for rejechon/cancedtion

2) | solemnty confiem: that sesistance, ¥ recetved from Koshike mwmmmmmw'pm‘.HWMmm.hmmmm
was requesiad by me.

ajlmymﬁmhlhuﬂlﬂmhm.mﬂdmrm mpmunnfurl.frmmﬂmmuﬂmfmmnmm.ﬂli
for which this pssstance i requested

1) 9 st w55 uew A fed o w90 w0 wYT W w w8 oft W few e WS T W ko o meesn f o W owwd 8
z}ﬂnimﬂh'ﬁmm*.i#'-mt.mwmﬂnﬂﬂﬂfaihmh.immﬂﬂuﬂ#:
Hﬂwm,thﬁmmqﬂlmil1!.5“#ﬁnimhﬁnmm#aﬂmtﬁuﬂmiﬁm

for which assistance is baing requested,
2) | (Applicant) further agree that any such use of My name. address, photo & details of the “purpose”, for which such assistance is requestedigranted,

wﬂlmauwwmmhmwmmﬂum.mmhmﬂuMurmlhuhgﬂumwﬂlmﬂmly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

1) ¥R TR v W a W e e, 4 (s mmlﬁﬁm(ﬁ'mmﬂ#mm*ﬁnﬂmmtﬁﬂuﬂ
w,wﬂdrihnmmﬂimt.ﬂ'm*mﬂ. SRR Rl R Gl R TR e ——
ﬂmﬁihmhﬂmmmﬁmim-u#mtm'mm'tm e #1

1:.itmk-:rnﬂim{ft#uln,m,mmmihmtm#mtgﬁm:mﬂmﬂM|mmi
"t e w cafed W Fele oty b wel dm

mmmmmmnmiqm:
HNCE © ¥R © ST W P

(SiF)

e t "-.= AGREEMENT by HOSPITAL {veym 20 ®m)

By affixing hereunder, signature of pyr Authorised Signatory for recommending this casefpatient for financial assistance from Koshiks Foundation, we
[Hospital) herety affirm &

1) that wa neither are presentty nor will in futise avill of fmancial assistance from anather NGO or any other source, for the same patisnt/case, s we gre
requesting to get from Koshika Foundalion, i the extont that such assistance is granted by Koshika Foundation, I the requasted assistance is nol granied
by Koshika Foundation, in part ot in full, then the Hospital reserves It's right 1o make up the shartfall from another NGO or aty other source. This

1“ﬂmm“ﬂwﬂmmmmﬂi:ﬂr&ﬂmmmﬂmnmﬂmnwmwdm
:hhmﬁwi#'mm'mﬂm“nuﬂfmﬂhnﬁﬂmiﬂﬂmmmmmﬂnﬂwﬂ'ﬂwm
W it e “wiforer” ) W sfiem W Frciof B A 0

RECOMMENDED FOR ACCEPTENCE
wimd! % fom st
Date of Surgery 7~
sfvom i aie | mL M
En of Authorised
06~ 06 . (N a0, & Regh, N with Starmp) T T
gianmmmmm 1 W 1 R g e st
1 5110 YOR DTERNAL USE o KOSHIKA FOUNDATION e 78 7
HEHI;!.I# gyl i;f;i:- 1 10[?!:!2 mw‘::fﬁ?

%7“{ JNE




