NRy- ¢~ 23 -el - [28Y

—~-APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETHM ¥y AT urey (varRq dEe )
e Nlol 231285 T felfa3
MAME of APPLICANT \ AGE-YEARS 1-mW | sex fiin
w ™ R{!r:l’hl,utli{ - F
uﬁn-l.:uat:ﬂmz: L&}Lw
PRESENT RESIDENCE ADDRESS "HNF SMramg 9@
‘i o Fne Pebt
T I ACTY enesp m}:sa
NT RESIDENCE ADDRESS - =o = 7
SATME AD abapT
OCCUPATION ! Jegmnm;mummfm
v Hewme Malkes
TOTAL ANNUAL INCOME {Attach Proof of Income
T s =0 Co (T2 — ( EQ!_JE‘!E") (310 7 T ) AN
PAN No. Tl W o
ARE YOU AN INCOME TAX ABSESSEE (Tick whichever is applicablel Yea / No —
-mmwwwiﬂﬂnwmﬂirﬁmml LR | O
FAMILY DETAILS wftum fipmrm
Sr. No. Name of Family Member (Tears) Gunde Relation with Appiic
wH Hwn fre w1 A ‘;I!ﬂr; fmr mttmuﬂ:‘
I Cam-kK¢ £ X Hoodand
A - Tidam ban 27 M SN
T Feelo a4 E DAL AT ey (T LU ]
= Fraveen A 2 Crdnd S@) ]
BASIS for REQUESTING ABSISTANCE [Tick whichevar 1s appiicabia]
wEm % fir fef s
BPL Card EWS Certificate Ration Card Aty Other
[Attach Card Copy) {Attach Cortificate Copy) (Attach Copy) m’
T T % 4w Ty w7y A wf g Ty I = l
(VI Ty W) e W v Wi Com v o e v i (W vy W vl sy W ¥ " .
“PURPOSE" for REQUESTING ASSISTANCE:
mhﬁ’ﬂﬁﬂﬂm:
$r. No, Medical Reports/Prescriptions Attached
w4 e FErme s @ Wl ¥ o et g W
[BE-~ _emiJe Tatarand-
LE - seqyle Tadanary
TR AT 2]
Euﬂﬁ_uaﬁ_t_gj g} B F Mk
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W T ® i i s wrma fea s v W e own oW
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wN W = o w =i i wemm o
B ORcT _J_.:gr_uﬁ;-—




mmwmmmnﬂm:mmmeTmhmmmwm mmmammyws

[ on

zumnmwnmmmu twwmmrmﬂm.ﬂmmmhmw-‘.nwmmr«mmm
was megquested by me.
l}lmmmmlmmiﬂmmmu.deMnMUnIul.mmywmmm.
for which this Essistancs i requested

|1hﬁwm{hwmimﬂﬂhﬂwﬂimmﬂmtamﬁmnmmﬁwmlmnmnm-n
ﬂiwﬂmﬁ'dﬁwm',ﬂﬂmii,mwﬂmdﬁtﬁhm.inmiﬂwl:
3}ﬂﬁm{hhmm-mﬂﬂt.w#ﬂmﬂmMMﬂWrMMinilwtﬂnﬂiﬁwﬂ

by CANT (wmies g0 %) Y

11h-m;mnwmuwnbmprmmmmm1H,npplml}hmw#m&mﬂnmm Foundalion and i's Trustees 10
usepublishiput-upireproduce my nm.ﬂimnlﬂl.dlh.dmw'.hwﬁch puch assistance is requasied/granied, through any
mm.mmmmmwmmmnmmwmﬂuﬁmmmmﬂwﬂmﬂnﬂmﬁmmm
nﬁvlhﬂmﬂqnnmﬂtﬁu:hmﬂmyﬂmh&ﬂﬂhﬂﬂ hmmwMFwnﬂunHMmemmdem‘mw'
rurvmmnlll.inulnmrnnquﬂud
lli{ﬁmm]hnmwﬂme“dmm.MMEM_HM'W'.INWWMHHHM is requestadigranied,
weill el sutomaticnlly entitle me for receiving of continuing the said sssistance mmmmumwmwwmm“unnuﬂllwmw
wmmmmﬂmmmemwhmhmmmuﬂwwmmnm

unmwnﬂmmwﬁmmhm Mwﬂﬂﬂm{ﬂ'mmﬂtﬁm"&wuﬂ(thm.
u.iﬂlhimnmiﬁt.ﬂ'-ﬂm—'mﬂ.nmwmiw i sire swedea # frd ferh o s e
immimmtlﬂmumﬂmiminiﬂih'dﬁmmﬁflmMt:
nﬂ{mmnmimtﬁnn.w.#ﬂ:mikmtmﬂﬂtgﬁm;mnmmmmﬂi

B —— L LR LR Ll

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : i .
swboy % wemn W S W P P e
b ‘i \.1

AGREEMENT by HOSPITAL (w¥ms [0 Wit

By affoung hareunder, signature of our Aulhonged Signatory for recommanding ihis caseipatient for financial assistance from Hoshikn Foundation, we

1}Mwnmﬂh¢rmmmﬂymﬂh mmlﬁwmm-«mNﬂunr-'zumrwuru.!urmmuwm.nmn
i ,nmmmnumumwm
brﬁuﬂﬁh.lr-'uumﬁm.mpmwinu MWWWil'lmwmwmmumm ancther NGO o any other source. This

mﬂmlm-mwmummmﬂmlmmmﬂmmwmmmmmﬁwﬂmmwmrmn o Ty GUfWer BouRce.
!]Thimmhmmh Foundation & only financial in nature mwumhummnmmmwmmtmm
pathant, in based on the mewlmwwhnnnnywhmﬁum Hence, the Hospital will
gssume sole & complate mwﬁﬂlmﬂhl.rmﬂinwl mdm-mmnmwm Foundalion will have no role or responsibility

mtm,mﬂﬂmdﬂwﬂﬂ*mm'immmmﬂﬂthlntm)ﬁnmiﬂnﬂnﬁln
uItrnldm:lui'tm#mmmflmm:ﬂmﬂuinnﬂiiﬁ-ﬂﬂt#ﬁtﬂmm'
imﬁmtmi'MW'mmﬁﬁhﬂ'mm'wmmmmmﬂhwmil!rw-!'
mmtmm-ﬂWmmﬂm#umwﬂmhn#imwmtnmﬁtmmmr-nﬂﬂhﬂ
v o) e w fo s e B o A
;'mm'iﬁrﬂmmmﬁﬂﬂhﬂtmm#dmihﬂﬂmﬁuﬂpﬂﬁ
ihmmtm‘ﬂﬂmwﬁﬁ'mﬂmﬂﬁn-ﬁhnﬁmﬂﬂimw#-ﬂ-hﬁ
ﬁﬂ#ﬁm'mﬂfm-mﬂdfnm1dﬂl

s
] i
nmw?mmu = E( pdminisrator | B
Date of Surgery T Dl a '7_
Kame, Designation
,M} o2 o RS adth SHam). : on behalf of
™y i T 0 W R e s
FOR INTERNAL USE of KOSHIKA FOUNDATION s T 8
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
£l Al 2




