APPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬂws hika

Hmm}ri'q_miﬂ:nww fmhm] T T
uﬁni-."“' Eﬁ{ﬂgaﬁ:' j:ggz W“"IE{E(E T}

- b S N PPN B S | **E-“;“ =]
mﬂlﬂ:ﬁ::l'am: F’l:ﬁ'-ﬁ ﬂD.L ‘2
‘ﬂf - MEM_HE% | i

A
T=eol tof
- R = Mw&-«amﬁ
T T Coolre MARRIED (FRaf#n) | UNMARSIED (burlye|
[ TOTAL ANNUAL INCOME jAstach Prool of Income|
WA wits s @!m-c: /"” (5% W e )
PN Mo, L
RE TOU AN ASSEZEEE Tich whichever i appiicatis)- Voo | Mo
e s e T o & (9w T W e e W/
FAMILY DETAILS wimmm Tmmm
Br. Mo Wama of Famity Member Age [Taars| Gendet Renlaticn with Applicant
W Hn ofrmn = W W (o) fify ST ¥ E
/ N jﬂﬁm - & E o p
{ —
for TTick s Bpplcabie]
uyrom % fid firsf s
e EWs .
{Adinch Card Copy] (Atinch Coriticass Copy) MchCopy)  — P e il
witll tan % 6y T &g o vl g Toew wid e
(v v W W s wh (v v W we o W W (e g e s
“PURPOSE" for REQUESTING ASSISTANCE
wwrem ¥y fed T fet W e
Be Ne. Matiical ReportaPrescrigtions Aftacheo
W e wrmm e § wit o wf oiieber g s
- _DE}M T=F - 3
L b - Cofovoc
i e Tee—o T o
= |
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ Tt ¥ by e e ww el s s @ T v
8¢ No. NAME of OTHER SCURCE AMODUNT of ASSISTANCE BETNG AVALLED
w5 winm =S TR W A ™ EwEE T




DECLARATION by APPLICANT: Smimw g Whwm Wi
1jmmﬁm truat ail il in this Form are True to the bost of my knowloage, Any fatse stitarment wil render my Appication & angaing sssstance. | any,
reseCton/canceilalion

Wil requesind by me

:plm:hymﬂmmlmmlﬂmhm.nuﬂmw.mmmnu froen mmy ot surcniemplayeripsurEnce conipary, of e amounl

far ahich thes nasistance m regussied

1) 2 s wm f g wwy & fob ke v 2w o sy e v ol ) e fewes s s v w9 a0 s T W wm et

z:ﬂlnimﬂ'ﬂmw_iﬂ-ml.sﬂ:ﬂwﬂﬂnﬂwiﬂhﬂ.inminnh

1) @ i wn o e Tom v dy o b ol o & oW oo w e frem e e warh 3 8 # e d b v o s o
AGREEMENT by APPLICANT ( sies gn %1

1} By aftaing my sigrature of Ihumb mprassion on this Form llwumhwlmmmwmmnme

e pubdahipui-mireprotduce my name, addrsss. photo & detai ol i m'.hnh:huﬂnm'mhmwrmuwmm

m.hﬁ:hﬂlwmi'u!ﬂHmlhﬂI.'ﬂ'ultmll.nﬂr'l.memﬂWMMMFWHWHWMHmm'I

attrvilies pchigvemanis !nu:hm-nhrrrmamnmmmupw&-:mhﬂmmeHﬂﬂmmﬂﬂhW‘

Toor wihvich aRdisiance is Seng requested.

1 | (Apelicnt) lumhar agres thal mmy such uee of my nams, mum.mlwﬂﬁﬂ'nmf.hmmlm“hwnm

ﬂm-mMmhmmmmwmm muﬂmwnrmmmmmhmﬂmﬂs

with the Trusiees of Modhika Foundation, and thair desinion ks i segard will ba finel and accepiabie b0 me

13 0 TE1 W et v W it W o v, # (s vt wpne o) g wm o “wie iR ol e e " ufi wom o iy

o, widt ok u fowrw yw vy o e b, v Sl e . o arwsom e Tgtve @ g el by e @ fe Tl oy v

imﬂliﬂimmhHmwhﬂﬂmimlnimih‘mm'tﬂdﬂnh

2} 8 | sl n-ﬂm{hhm,n.ﬁ:hh-qilsmalmﬂﬂlgm;mmmwﬁmn e o

= wifmw” Tun TEE el w fedy v sk e o -

APSLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION |
s W W w arEl W e

AGREEMENT by HOSPTTAL (wemme g wurl

By affiming Meroundas. ¥ dmwmwhmﬂqumhmmmmw.m
{Hespital) hetaby sffirm & seeept following.
t|m|r-uwﬂprmlrnur-l.fnfurumw.nuulwuumMMHMmmﬂm.Mﬂumpﬁwmuum
rnq:.nﬂnnur;ml'mwrmum.wﬁnlmmlmimuwwmw If {hie TRquaaind BEEESANCE |8 nof granted
wmnrwﬂm,mpﬂnhﬂﬂ.muummwmn'-ﬂwnmﬁuunw shartinll from snoihes MGO of any other source. This
mnﬂrmmnumﬁrﬂrluln:mnmunmhlﬂnmnldmdw:wmhnunWMmuﬂrMﬂmﬁmM
1|Tmm|nhmnmrwmlrmhammmlmnm The chaice of the tesimentiprocedurs atvissdionducied by 1he Hospital Ba tho
-Hhﬂl,lh“ldmﬂulmlhﬂmhmimnw.mﬂhmmwwmﬁHFM Hnow. The Hoagial wil
aEELTS Bhie & mwmnummmlﬂiMimumlmmMmemmMmuumﬂw

wt g, e W s & A w © sifwe wretee” @ fufen T iy frelt w1 } tui v () B gen & e w el W
1r-t#imt:ﬁﬁ-iManhﬂm“-mm o i 6 e e A w o W fi p “wifm wbm

# firwfn s T & W § Wi wEETR 00 m“hhﬁ'ﬂhmﬁ'nmﬂmnwmhﬂlﬂmu
fad = o e vee w feat S EEE @ e A W s sy e & e f o e owe f e e G wee T defvasd i Tt

by et wimn w Tt e w W ) AT

1 'mm'imﬂi“hm‘qmﬂh#ﬂmmnﬂﬂmthﬂmﬁ-ﬂﬂﬂﬂm
Ihmhﬂi**iﬁmmﬁ*"ﬂhm-lﬂmﬂlhmm#ﬂim“*ﬂﬁﬂﬂﬁm#"ﬂl—

o it shr e w e w ferol v o F i ,’f
]
FOR ACGEPTENCE E‘;i%l

w fg i
Dats of Surgery ir. PREETHI
st MB.85. D0, FiGO
4 -g_\.f_-.r{’ (Name of DE_8 Rege. No. wih Stamp)

e Bl S %N
EOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1
= e |




