AJRA-C-22-]14 —edeo

9 .
~~APPLICATION FORM FOR ASSISTANCE {Healthcare) KO S h lka
b { i foundation
A ECSY TR, e o [U[T2[23 ST
NAME of APPLICANT : i[_ X AGE-YEARS g-md | sEX fiin
SPTE W A ax14aqma ({-'-_f— F‘

PATNERSBPOUSESNAME S (O by en A dliadiviamiad
PRESENT RESIDENCE ADDRESS =5 SUMrT ¥

Meranay Hasda . Fajty - : Berra Fiv s\ MENE
1 % "Hﬁ‘[' 7 ﬁ."r E‘(E_P P@ :,"'k;b

hhadt i ! ALE 2R [He

=

SAGVIE O alnie

. Home Makern Junsues R | AR (s

i \ m (Attach Proof of income)
W A U2 ool { FaonAY)  emwwmses V4
PAN No. 7Tl amaT el
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 18 applicable): Yus | No
T Y S W ¢ (W TR W T W % e e ¥/ U™
EAMILY DETAILS ufran faem
5. Na., Narme of Family Member Age (Yoors) Gender Relation with Applicant
W ‘ﬂ';ll uftan % N EL ] {E it e T T ]
G- i L A+ A H s hangd
A - [Aoicasacndn L4 A AA S EE"I-“I
1 Toa k. 2 q | LTt f;}.-h'fﬂrn W LOLL
G- AT R [T = [=aand DA Uf‘jiﬁrj

BASIS for REQUES TING ASSISTANCE [Tick wh s applicable]

g % ford fiei sam
BPL Card EWS Cortificais Ration Card Any Other
{Attach Card Copy) {Attach Certificats Copy) {Attach Copy) Basls/Proot
ke R R RCoR s w el g Ty w0 X 5% B¢ W
(W™ 71 ¥ e ufy dEm wh (w2 ) v o we Wl (T v W v o e Wl
“PURPOSE" for REQUESTING ASSISTANCE:
W g R o e W
8¢ Mo, Madical Reports/Prescriptions Attached
wE WAl seamAvEe B i w1 ik g wem
BEE— Feongle TntgoyanT
= = Leagule  Co-tarrant
Sy bt 7LEY Aol P asanl]
{J i T '
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
™ TRy % i = o www e s e W R v ow?
&r. Ho. NAME of GTHER SOURCE AMOLUNT of ASSISTANGE BEING AVAILED
N e 1 TR W A =i T e o
i Lore 15;@{1{




= . __".
DECLARATION by APPLICANT: SI99% 70 Siewn A
1j|mnhgmmmunmmw| Farm are True o the best of my knowledge. Any false statemant will render my Application &
liabie for rejpction/cancelation. \
?JImﬁrmnmnMm.ﬂmmKuHqumﬁm,wlhlmﬂmhﬂ'm‘.umhﬁm.hﬂl\
was requested by mo. \

mlhmmﬂmﬂInnwmhﬂtnﬂlnm.nﬂdmmmmmhm.hmuwn&nrmumﬁmmﬁ\_
for which [hin assistance is requested. \ 4

1y 4 shom o € P v wwn @ et T wd e 50 e # mmuwhtﬁmummnnuﬂmm'm
1) H g = W v e W,iﬂtmt.mm:mﬂndﬂﬁHﬂn-h,ﬂnm#wnh

J}iﬁmiﬁﬁﬁmiﬂﬂiﬂhﬂﬂtﬂlﬂiﬂWIWMMHMMﬂHihtﬂt!'ﬁ'ﬁ!il\\
AGREEMENT by APPLICANT (saes B W)
1}Brnfﬁ.llngm]rlignm.lrﬂDrlhwfl.'rlm:lmnimuﬂmFm.lmM}hMleMMHmemmmu \ 4
usef/publishipul-upirepraduce my nams, eddress, photo & detalls of the *purpose”, for which such assistance I8 requestad/granted, hrough any I"-. \
medium, including but not limited to verbal, print, alectronic, for saliciling donations for Koshika Foundation andior disseminating information about it's | *

acﬂvﬁuhdﬂmmnh,smhmdwphnh&umhmhmwmmemmw-fﬂmymmaMnmlde'
for which assistance |s being requested. \
2) | (Applicant) further sgree that any such use of my name, address, photo & details of the *purpose”, for which such assisiance s requested/granied,

whlnulmmuﬂcaﬂyrmtmlurmnrmnllnuwmmnﬁmﬂnmwwtﬂnglndhrmunuinngWnummm \
\l.rrtl'lMTmﬁmthFum\dmIndmdrdnllmhlhhmgm'dwﬂhﬂmlmdmphbhhm.

::wmﬂqﬂmvaﬁﬂﬂmm#tnﬂ}ﬂwﬂﬂﬁmtﬁ‘mm#n&ﬁi'dm-wtkﬂm,
w,ﬁlﬂti'rm:amiihi.ﬂ'wﬁm’mﬂ.m.mgﬁﬂmi!ﬁm#mﬁﬂimmtﬂmm
'ﬂmﬁutﬂimmhﬁmmﬁmﬁtmiwﬂwmiﬁih‘ﬂmm'!ﬂmil
:H:alhﬂwmimthhm.m.ﬂﬂ-ﬂlMdhmimiﬂiﬂﬁ=mﬂmmMHMi

=i e, e i W Tk s ol wol g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wEE ¥ TEnE o s W e

AGREEMENT by HOSPITAL (wwamm 0 ¥1t)

mamxmmm.nmmmnwwmmﬁmmmmmhmlmmmmMFm.m
{Hospltal) hereby affirm & sccept following:
1}|hn1wqmmwmpnasmmmwllhfuﬂumﬂmﬂuﬂmmmmwmgum'mﬁ.fwwnmpmnﬂm.uum
mquasunumgmmxmrﬂ’uﬂummn,mmnmmmlummmhmnmdbfmhh oundalion, If the requestad assistance I8 nol granted
hyltuurinFummﬂun.mpunnrlnhﬂi.mmmnHmplhlmu’lﬂghmmmwmrrumlmﬂurmﬂwwwllrm.m
mnrmaunnusmuaurmmmalmaHmpﬂﬂMﬂmiwﬂmydwlmhwﬂﬂ:mlmﬂ-wmpuﬁ-rﬂuumwmnﬁuamymrm,
Z}ThamhhnwrmmmemwmhnwwddhmmmMHdemmuMmmwmmwmm
patiaﬁl.Iuhudnnmammmmamhplﬂﬂlﬁhthﬁiﬂ.wﬂhhmmmmwWFMH}MW.WWHL
mﬁammmwwdmlmumm&hmnmummmthmenﬂmMmuammm
in ha m :
mm.mﬂmﬂMﬂmm'ﬂﬂmmhm#ﬂt.Mﬂ{mﬂmmtnlﬂnﬁh
1:lﬂtnﬁmm#ﬂmﬁmmmﬁmmummﬂuiﬂﬂmﬂi#wiit.ﬁﬁﬁ'mm'
ﬂhﬁwﬂrﬁnimi*ﬂ‘mm'mmuhllﬂ‘mm'wmﬁ-ﬁmqwmﬂnmiim .
mﬂhmiﬂmm&mmﬁmﬂimm:lanmhwitimwmihmmmnmnﬂ
iy wowr s @ P o we § T s
1.“-‘mmnhﬁ"iﬂﬂmmmqﬁﬂhﬂﬂmmtdmumﬂmeHﬁ ngpﬂf

& e T 3t “ i st G el s W v ot ) vt v O 6 v g oS W )

¥t i sl e ) o s faid v e & %

RECOMMENDED FOR ACCEPTENCE
) y | et W feg wRr
Date of Surgery R T ) K /)
f/mﬁ e L& L-m"hab‘c,‘ﬁ'ﬂ ;;;mﬁm i S
18/12/2 Bt e ame,Dasigntion s <
- (Name of Dr. AB be
2 W ( W A W e

FOR INTERNAL USE of KOSHIKA FOUNDATION  3tafis 3w ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il T | =l e 2




