VRN = C-21-03 - 00Q)

/ APPLICATION FORM FOR ASSISTANCE (Healthcare) Kowsh(ka
HETAT ¥Y AT WY (e Sare) foundation

o ven V]03Zl t440 e v O2

e : AQGE-YEARS STY-we

=ATE S}\,qklmf‘cdﬁ CQ,

ez w1 79 — 51”\@[9)1

044.0) S ’U&k um'Hﬁ

a3

m_____ Home Maken (Family)

MARKIED (Reafi) / UNMARRIED (sfeati)

(Antsch Proot of iIncomae)
)

§o ufte = p’&f@)" (7% & we NR -
PAN No. Taf Wi wom
ARE TAX whichever 18 apoiicatie) —
WS A ST f (W W I w W W B S '1?/":! —
FAMILY DETALS wftesy fysgrey
. No, Name cf Family Membec (Years) Gender Reation with
TN T gt & weenl W am Ag;mm) % mim
T Fanm ya fan D | STV S
z Vizhal 2% M Con
3 | L CTYVINY 1 3 PhEc o La
K. Kaortan DY M Layams Shw
BASIS for REQUESTING ASSISTANCE (Tich whichever 1s spplicable)
suvem W fl fef s
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) (Attach Certificats Copy) (Attach Cogy)
i€ ta W AN v o we% s v wow Ty Fvien Wi agare
(vw vy W) W oy shenr ot (™ 9y W) o 5 e wih (vEm w18} ww W e wt e
“PURPOSE" for REQUESTING ASSISTANCE:
woan iy fed el W gt
. No. Medical Attached
WY W s iR R wl W nf sy et ey
EE = Seagde (afadcoutf
LE - oeangle (ofasarcd
Ster - 2. =
ASSISTANGE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
@ TR0 W 0w s nnem fev otw vy W fem v W)
& No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
w9 vom S vy w0 w ot = weam ot
1
T " DECS ZTeR




DECLARATION by APPLICANT. STs g7 siwe ox;

s)mqﬁmwuuuunuFamnrmbnmudmw.mmmnmmw&mm.

3)|mmwnmwanmnmmdm nmahum-ymmm.unm
for which thes S5ERtAnCa 19 requURsted

3 iv‘nw(hwmdﬁiﬂmﬂﬁimmddh*dmuwmnuidﬂnmt:mh
:)iauim*'Muﬁm’.inId'.maﬁﬁmi‘tﬂhth.iuniwnh
ntyuu(nm-—uwmadt.uw-an-num—m—uhomtawwu-(n

~“AGREEMENY by APPLICANT (saics Tu WIR)

\)MMWWGMWMNMIWWWCMWFMNnTWb
MMWW.MMIMan‘,hMWMhWMW
mmummmmmmummumwmmmmn
sctivities/schigvemonty. wmdmmaMmmmwmwmw-&WWuwuuw‘

murmdwrm.mwmummﬂuwmwnm
nnmwuﬂmuwﬁdwm,iuﬂw)Mﬂﬂﬁw(«'dﬂuwﬂm#wkﬂi'daﬁvw(khw.
w,daahimwmiﬂai,ﬁ"ﬂn'nﬂ.nmwmiwmunﬂtmuﬂdw-—
imwﬁimaﬂvhﬂmmﬁm&mtwﬂunimtk'mm'lﬂwh
uiu-imwmiw(khw.w.dtthndﬁu—ewdiﬂhtyu:mmmdmw-hi

~wifow” vy s sufd w fede affn ot weveh v

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
wivs ¥ vt W W@ W fen

AGREEMENT by HOSPITAL (wesmm gu SUT)

By offixing hereunder, signature of our Authorised Wumuwuw sssistance frorm Koshika Foundation. we
(Hospital) heredy sffim & accept ‘ollowing:
\)ManMwﬂhﬁM“dWMMMM«noﬁvm.hmmmunn
Mbummw.bMMMWMhWWMFM.NNMMth
wmmamwhumwﬂowﬂmnnwbmw”mmmm«mmm.m:
confrmation mmnwﬂmwwwmbhmmmawmmammm.
Z)WMMWFWQWWh m.mmanmwwuwmn

in the matier.
vddnv.u-oddivﬁﬁd'ﬂnuﬂm’i&l“umadtﬁw(m)M—tiuu‘udh
n.un-n-auamam-—mh-—at—.u-ﬁtwmta-aumanwmm-
tmwi-—-I'Mw%m'wwi;kh0'~m‘u“nmuq¢huii-n
“nhwﬂhoﬂnm*w-w\-M*whnﬁiwzwuttm&wnﬂmn“
1 wowht wee w feil sms wer @ it dl
;'ﬁnuﬁu'iud“wmmdhﬂwwwodwvﬂﬂm-lﬂuum
d«uhﬂ&mm‘wﬂww#wﬂhwmiﬂim“tdﬁﬂdm
o v abt twifn” W Wi e w fedol et & o

ACCEPTENCE 71 z
Dr. SUFYAN DANISHomeRom rotccer gl i
it oty i e
. ; of Authorlsed Signatory
e R bl AR R 73 1w g s st
FOR INTERNAL USE of KOSHIKA FOUNDATION 57t 777 1
SGRATURE of TRUSTEE 1 _ i
ok vt | = e 2

Sl FAY

-

30.05.2019



