NAN- €~ 22-0€- 2293

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬁ“'.i "lika
— HETHA ¥ HEEA WrEy (Fv TEum) foundation

T SRR Y fu T
Bujilding bipc af like

;l;:mmrtm.: ,\!/ 0l /mliﬂ ml:l:i;:énumm;n.”ggig:{

AGE-vEARS ¥r1-md | sEx fem

NAME of APPLICANT - K A Samgh - (F M

%%sr:u:ﬁn NAME : Ll.LJ CLA m

PRESENT RESIDENCE ADDRESS HemH STamiy o4

g o e 2
Mz mg_,_u.b_am_umgag_,_ﬁ.a:u.d; Pneep  Peylep
] % i : L
it rﬁnmaﬁﬁ%nmgmﬁﬂigs{?g mJ\ e Co23ed Hulaom

SachM=  dA abel/ ¢ 547}8}7
OCCUPATION : m
=Y F{L‘[-’}»}? €7 I 1 UNMARRIED (sftise)
TOTAL ANNUAL INCOME - . {Attach Proof of income)
o fte o 560580/~ (v =1 ma ww) N/ /)
PAN No. #I¥ W W&l )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicable). Yos | No
¥ ST FW e TR ¢ (9 W8 7E W w ® e e R
FAMILY DETAILS wftsm fipgre
Br. No. Hame of Family Member Age (Years) Gander Relation with Applicam
N HEn sfem % ol = W T (=) fism W Em ey
I [Biamld Pey, [ = AnAGA P
b Eay-¥udnan R M ViR
T L E ) E fﬂmig.hLmML
BASIS for REQUESTING ASSISTANGE (Tick whichever Is applicable)
mET = T s
BPL Card EWS Certifi Ratlon Card
{Attach Card Copy) [Anach nwmum {Artach Copy) g‘;{.m
i T F A W v e S0 = g 0y TygeEn S0 -0 Wiy
e Ty W) w uiy e () el wEE R U o e ol e w6
“PURPOSE" for REQUESTING ASSISTANCE
e B few o e W oamT
&t No. Medical Reports/Prescriptions Attached
i __ sepmester § wi ¥ o it gl W
== PP
CE - Cadanac L
. > e ¥ .
oaend — (LEJ SEICS F del
= e
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURGES
TH TV W ¥y W S memem T o om A fem o @
& No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FR A 5 T W > i i werm o
| LA S o ao-r:;f ==




DECLARATION by APPLICANT. smcs grm wem ww:
1) | heeaby confirm thai sl mu:nmthfmmemmmmmyw.Mstamhm wil render my Application & ongoing

kabie for reaction/cancallation.
2) | solemnly confirm that assistance, |f received from Koshike Fuundnﬂun‘wllbemdunlrl‘urh "purpose’, s stated in ths Form, for which such
was requested by me.
3) 1 harsebiy eonfinm that | have notl & will not in future, v of reimbursement, in part o in full, Imawmmmwﬂnwﬂmmmwn of tha
for which this sssistance 5 requestad -
1) lmm(ﬂummiﬁ*ﬂMhﬂﬂmﬁiﬁmmwﬁhﬂtﬂmﬁm e T T 8 O e fem W w e b
2 &inimnFH'mm',ﬂdwrﬂl,mnﬂqﬁmd!iﬁ Fem =, % s gn o

:Ijﬂ‘ﬁfﬂmf_ﬁ'Hm'ﬂlmiﬂ"lﬂ!'ﬁ'ﬂf,“lﬂTIﬂﬁl‘I“h“HMWﬂﬁ!ﬁﬂml#!ﬂﬂhiﬂm

AGREEMENT by APPLICANT (wres o o)

1) By allinlnig my signature or thumb Impression on this Farm, | {Apalicani) heretyy agroe & suthoriss Kosnika Eoundation and s Trustees 1o
use/publshipul-upraproduce my name, sddress, pholo & detalls of ihe “purpose”, for which such assiatance i requested/granied, through any
meiism, including bul nat limiled |o verbat, peint, etectronic, for saliciting donatfons for Koshika Foundation andiar disseminating informaton aboul it's
netwilles/schievemenin. Such use of my pholo & detalls can bs made by Koshika Foundation befora or sfter my reatment or huflliment of the “purpose”
for which assstance Is teing requestad

2} 1 {Applicant) furthar agree that any such usa of My nume, addresa. pholo & details of the "purpose”, for which such assislance |5 requestedigranied,
will not setomaticaly entile ma lor receing or coniinuing the sald assistance. Thi decision for granting andies continuing the assistance will rest solely
wilh the Truntees of Koshika Foundation, gnd thair decision |s this regard will be final and soceptable o me

11mmmmﬂmmmﬂﬁmm.hm}MMﬂwm{ﬂ'iﬁwﬂuﬁw&ﬂtmm " ® sfymn v { 5 W owm
w.ﬂﬁzia:h-ﬂﬁmqmmiﬂntii'léﬁm'mﬂ.w.mwmiwﬂw:ﬁm&#ﬁm-lmm
ﬁmf{um#tﬁ'eqmtrﬂmnmﬁmiMHﬂﬁﬁih"ﬁﬁmm'uma:ﬁrquh
z':hnhlnmlnlﬂmtftﬂqrw.wl.ﬁthqikmiMﬂﬂutﬁm=mmmﬂM|nm‘ui

"™ o e safied e fein sfion o el win

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

AGREEMENT by HOSPITAL (¥ zm) %)

By affiuing hereunder. signature of cur Authorised Bignatory for recommending Ihs casalpatient lor fnancsl assistance from Koshika Foundation, we
{Hospltal) hereby affirm & accent foliowing:

patient, is based on he arangement betwesn the pasient & the Hospital, and is kn no way Influsncad by Koshike Foundalion. Hence, the Hospital will
assume sole & complete responsibiity of the treatment & ir's oulcome & safely of the patient, and Koshiks Foundation will have ne rote or reaponsibility
Iy b miatler

1}wﬂsaﬁﬁmﬂtqﬁMiﬁﬁumﬁ#mﬁm-hﬂmmimﬁmﬂﬁﬂﬂqﬂut,ﬂkrﬂ*mmmﬂhr
dhmﬂfﬂﬂumimﬁ'u‘hmﬂm’mmiﬂftlluﬁ"ﬂmmﬂm'wmﬁnﬁ:mmﬁqwﬂhmiiHm
Mmhmﬁmnhﬂmmﬂmﬂwmmmhwﬁﬂmmmthmmmm#ﬂmﬂhﬁ
e Wl e m R s e | T A
z"mwﬂ‘tnﬂmmﬁmﬁﬁﬂhﬁﬂmmﬁdmwﬂrﬁfﬂmwgna‘rrltuf
i.'lh-nnmlﬂ‘h*mmmdm*mﬁn#mwﬂmwﬁhﬂﬂmﬂﬁimmahnhﬁqﬁwﬂ

= of w5 e e w frkal o w0 o o
Dr. SUFYAN DANTSFRECOMMENDED FOR ACCEFTENGE =
A DAR w for def inistrato? 7
Dﬂ.msumﬂr T O - L T ‘;
W 3
< (Name, Designation & Stamp.
o8[e6 AR (lame of D, & Regn. No.with Stamg) g un“hl i
PSR L RR TR E T afirga sfiewm
FOR INTERNAL USE of KOSHIKA FOUNDATION  ss=ifts v g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I T | 0 e 2

Y | A |

e




