_NRN-E—2]-03~0543

/ APPLICATION FORM FOR Assmmce (Healthcare) KOUS h lka
wETaW ¥y AT WEy (v tra) Tot apatenct
oundation
o V[v32)] 0435 - 08)03)2)
NAME of APPLICANT | AGEYEARS Wi5-%d | sux fiy
s Azh,u{—a Laf
W uits ww * 20000)— (mm‘M))NA
PAN No. ¥t w5 Vo
ummwu‘u uﬂuuﬁwﬂ:nwmr 'l't‘/':ty
FAMILY DETAILS fta fiwoe
B¢ No, Name of F smily Mamber Gender Re‘ation with Applicant
w5 wem wftan & T A;?:';’ fiin m;ﬁnw
Wmuom)
wrom ¥ fird feafy swn
BPL Card
ek Card Sopy) (Arach Cartibcase Copy) (Altach Copy) Any Other
nid o % St ymm wey e vl wae vy Ty i i
(Ve Ty W) W wh we wh (v v =) w3 e wh) (v v & ww oft s wh aabe oo
“PURPOSE" for REQUESTING ASSISTANCE:
e iy fed e w gt
Se. No. Medical Reporta/Prescrptions Attached
wW W v ® i 9 of wivi gl dem
—senlle (alar-iacd
LC = Senile (altaodatk
Blrgen, — ({8 <1< F 5]
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
W It ¥ iy v s wen Sl s w2
Se. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y W = v W ot of weren ol
=5 § DS @;_{




DECLARATION by APPUCANT. sniew pu sy w1,
1)mmudauthhmramnrmbumawm.mwwumwnouumlm
mmmymumm.ummmmnuwwuhm'.-mnumumm
was requestad by me

3) | herabry confiem that | have not & will not in Auture. ovall of reimbursesnent, 1 part of in full. bom any other scurce/employer/asurance company, of e
for which this assistance Is requested

1) ¥ v wow { v e el od e e @ weod ¥ e e o b ok W et o won s o e £ 8 42 ey e o wol B
2) ¥ gu o spew o “wife e, 8w o, vew vt o vt ¥ O ¥ Ml e wde, % 5o e F wove b
3) ¥ g wow  f fam e A o e o of £, 7% o w el W e e fel w1 yfowts vl ¥ 1 o e € obe 3 o e F o

_ AGREEMENT by APPLICANT (sovtw &0 W)

l)mmmmwmwmumlWlemmmuhTMb
mmmmm.mmtmaumzmmmmnmmmm,
mmmmmnw.mmnmmwmrmmmwmm
octviBeL STVg vamiens SUmmdelmaumuyKadﬂFquﬂquMth‘
for which assistance s beeyg requestod
z)lW)mmmmymwammmma«muum:ammmumm
nmm«mmwmmumnmm.mmmmmmumwmm
with the Trustees of Koshika Foundation, and thelr decision s this tegard will be Anal end acceptable 1o me

uwmvﬂmcﬁdwmi(mMdem(u‘“m&ﬁﬂi'dwtﬂtkhv,
v, Wi abe w few g e € i 8w “wifon” v o, e, s yet et @ @ shdeied s sunteed @ fed il @ gver s
imwiﬁlwl:ﬁtmwhwﬁmi“uuimth'mm‘lﬁwt;
:)Q(-tu)uuiw(kr‘wu,w.ﬂithlnik“tMimfﬁnanwvt-lwmi

*wfen” vag s sefiud w feds sfes sb oot v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sobew & weoe w st W oy

Ly v AGREEMENT by HOSPITAL (¥oem 00 %T0)

By affadeg harounder, dwmwuwumuwmmmmw
(Hospital) horeby affirm & acoept lotiowing:
1)MnmmMmwhmumahnnddmmmmaWMM.humm.unm
mnwmmm,nunwmwm-mwmw.lwmmumm
wmrmmnp.namm.mmmmnmnmwummmm«monumm-
mmmmmmwnmwwmmmmmmmmomuMummm.
nmmmmmuwwnm.mmaummnummu
nnn.bm«mmmmm"maummbhmmmvymn«m.mnwn
mmamuwmmnwnmrsnmamunmmmwwr-nmmam
vt sfeg, et W) s U weled W Cifee et @ S amow by fowfn W) ol €, Sl v (veme) £ e @ we v e v b

1) o o s ade 3 ) s o s o sl S wonlt e w el sem sy o wer et F W w0 o 8 3 T o Sefen wremy®
im:-emi“mn‘nkn'wmhktut‘d—m'nw."muqdhuti"
fodt s e vl vy w fad T W e e fewn g vom b g ¥ e wn on e s e wex zer et by et
wreh dea W Ao wm wer © W A
z'mm'dnumhmmmhhwmnOd—tNﬂmOg—ﬁVM

¥ e W fen § ol e westee go A vew w W Ten v ) reiet peme € 08 ¥ v

wt ol abe “wifr” W W ow w frstod e 9 o e

Dr. SUFYA ANiS!-Funw o Tty

X 3
0 Name of D% Risga. No. with Stamp
?,03/2} ‘ TR T ey 1 ;
FOR INTERNAL USE of KOSHIXA FOUNDATION mﬂh
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
P e | = v 2

S al PR

-

30.05.2019



