APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko Shlk’.a

E gﬁ‘ S LIRS ( @) foundation

;:q:l;:c;;grf No.: M /D {f Iy / ﬂ':}- .‘,'.{:S :rg;-::tf::lﬁﬂ” DATE :\ LF'{‘Z / o Buikdireg bloch, of [ie

AGE-YEARS #W-* | sEX fd&n

Puwalhamme ¢ | F
%LF;?;HEPDUSE 5 NAME Ltz]&j K{ m E

PRESENT RESIDENCE ADDRESS M #Hmanilg

HAME lnl APFL.IC#HT

= A

3 ‘ fre OF PestOP

PERMANENT RESIOENCE ADDRESS : 2if MmN ¥y
Coaume. an  abole D343 Pm;gﬂ-amm
-I’d- 2 ¥
':"“"-'F”'”“-' (" AN MARKIED (RIS 1 UNMARRIED (i)
TDTAL AHHUAL INCOME ; {Attach Proaf of Incoma}
T AR S Zgru{)z}f’f—“ (o = weny I
PAN Ho, T4} T W&
ARE TOU AN INCOME TAX ASSESSEE [Tick whichaver is applicabie): ves ")
w3 A R T (= T s W =l w e e W/ [7E

FAMILY DETAILS witem fEmmm

Sr. Mo, MWama ol Family Mamber Age [Years) Gonder Relation with Applicant
am'n% qﬁa‘na?n::"ﬂaﬂm a2 (T} fibm A ® = W
) ICWL&&Q@ BE %! B bhoad
el (SR Ny [ia] L ra

= 'F"h',h_pﬁ_;!iﬂ:.* " 4y — ﬁﬂu?;f\.ﬁf;
'\_E} H_.m_‘_ﬂ%}mﬂh LT [~ R

BASIS for REQUESTING AZEISTANCE [Tlek whichever |3 applicable}

wgwm % fed frfy smm
BPL Card EWS Carti| Ration C
{Attach Card Cogy) (Attach Cert&iﬁcact:lgnwl 113““ opy] Bﬁ:gs?rﬁl:]:crrf
Tt A T HEq W FE 9 il ] A
{WOT W B W HE {7 7% ¥ TR W wAE F (WM 77 R B WA HeOA
“PURPDSE" for REGUESTING ASSISTANCE:
— e 4 fe T | SR
5r. Mo Medical Reports/Preseriptions Atlached
%4 He TR @ Wi F g g e
ICE ~ CoataSart
LA AN a&{n.n Al A byl
Lk — i ol
[k} QLJEL'MJ Kl - radaodwod- 1 T4

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SCURCES
W TR = ¥y v o weme R o we | e e

ar. N_n. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T TN & T T A G e i

T YT N T —




DECLARATION by APPLICANT: W% g son T

17| hereby confirm Ihat all details in bis Form sre Trug to 1he best of my knowdedge. Any fakse stalament will render my Applicalion & ongoing assistance, if any.
ligble for rejectionicancellation.

23 | salemnly confim that assistance, if recalved from Koshika Foundation, will be wead only o Ihe “purpose”, 38 stated in this Form, for whizh such aszislance

was requasied by me,

31 | haraby confam that 1 haes nat & will not in fulure, aval of reimpursement, in part of Infull, from any other sourcelemployerfinsurance company, ol the amaun

for which thie assistance iz requastad.

13 ¥ shwen % £ fF 18 Wy ® Y T Wl e i e ® s v @ 1 uft W e we wOT sew wea W R 6 T weE fRm w0 s i

3) % g W wEE A CwP FER T, @ W wm f d, TE gvi e T W o @ e fae arkm, 9w wes § w o b

13 ¥ gfer wor 75 Frw e oy a8 b w3, ww ofn W A T e frew fieed s Pl foed 49 % fm # Ao ofem A g

AGREEMENT by APPLICANT ([asaTs AT 50}

11 By affixing my slgnature or thumb impresslon an this Form, | {Applican) hareby agree & aulhorise Koshika Foundstion and il's Trustees to
useipublishipul-upireproduce my name, address, pholo & details of he "purpose”, for which such assistance |5 requastedigranted, thiough any
medium, Including but not fiited to verbal, prinl, electronic, for soliciting donatlons for Keshika Foundatlan andtor disseminating infgrmalion aboul it's
acliviiestachigvements. Such uze of my phote & details can be mada by Koshika Foundation betore or after my trealment o fulfilmant of the “purpose”
tor which asslsiance is being requested.

2] | {Applicant] lurther agnoa Ihat any guch use of my name, address, pholo & detalls of the "purpose’, far which such assisiance ia requastedigranted,
will no aulomatically entitle me for receiving or ¢entinuing the said assislanca. The decisien for granting andier conlinuing the assistance will rest saobaly
with the Trustees of Koshika Foundation, and their dacision is thia regard wiil ba inal and acceptabla 1o me

11 0 ¥R W AT A W S W A, § () sl el @ g f v ehmR wEde sl aws i o) afimm v T dn T,
o, S A e T T i §, o CwirR T, o, e e e A ot e st e @ e e A wm orem

# THfm wE F fay iy W T W R A ¥ v m o d e % o i w8 et s 4

23 {meE) vH a9 @ T 0% T Tm, T, W ok fem o s weme = agied W i ¢ m e s o T T oy

“ iy T T = w1 fely s s e em

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION : .
R WO W ST e

g
!
AGREEMENT by HOSPITAL ({%eTmm BRI 10}

By afllaing hereunder, signature of our Aulhordsed Signatory Ter recommending {hiz case/patiant lor finzncial assistance from Koshika Faundation, we
(Haspital) hensby affirm & accept following:
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