
(Healthcare)
(ERqq tGqre)

1..tI .,
fuosnrRa
foundation

)cr

PRESENT RESIDENCE

o

'|

(
e^

lifl

o

sot 6

A:

AGE.YEARS 3{(I-s{ sEx ftr4

APPLICATION OATE
qr*<q ffi

APPLICATIOT No.
er+<{ Eqr :

t{A E o'APPLICA T:
er*<+, er arq

FATHER'S/SPOUSE'S XAME
frar+'gn or an

PERMANENT RESIDENCE AODRESS giIT prLop- P4
q"{6 . Nary,^1^'"f]

t4 0P

occuPATtot{
qqgrq EO,nnrf,o (no'frt) / uNirARRr (qffii
TOTALANNUAL INCO E:
tra <fihr qm (Att ch Prool of lncome)

( qrq 6t mcq ri.T?)op
gTdI ITtsITPAN t{o.

FAMtLy oETAtLs cftER frE&l
Sr. tJo.

F,q gql
Name o, Famlly omber
qft-sRds<dqtTc Ago (Y.art)

sr (q{)
Gsnder

fdrl
Rol.llon wlth Appllcaht
!qldl(6 6 gtq q<q

Ig./ ( l.A t-J a ,.r:
r

ar' V)lt

pplic.blo)BASIS for REQI ESTII{G ASSISTANCE (Tlck whlchovor ls .+H tffi :crqt

EWS C.dmcat
(Attach Ccnmc.l. Copy)

wf, lcg c{ yqu Tl
(vqlq vr +1 dqr yfd lrdi 6tl

Rrtion C.rd
(Attech Copyl
Ec+fir 6rC

(yqtq q d Ed !ft {H,i 6it

,6il:
l.sis/Proot

q< rt{ srg

Sr. l{o.

nq iqr
Medlcal Rrpods/Prstcriptlonr Attachsd

qqoarfer t crt Ei 'ri sfili<r {d tFFl

rtt ) l )t CL.!,

to\
l-./

ASSISTANCE BEll{c AVAILED to. SAt E "PURPOSE" ftom OTHER SOURCES

v{ Bdyq t t{ 6ti .r< qficdr ffi qq *ia { fuqr rqr d?
Sr. llo.

nq *wr
NAME of OTHER SOURCE

qq da qt rrq
A OUIT ofASSISTANCE BEINGAVATLED

d d sErrdr rnt

I( -.%tn o 17u./ I

-K-I'Jlznnal!-

-
-

-
-

E5--

-
-

-

-r

-ttI-1a'ti

ARE YOU AN INCOME TAX ASSESSEE (fbk whlchever ir applicatle)
F<fln e,Irir

Yos

aqT qFI snq oT <rar t fd qrq d ss c{ {fl 6r

Card
Card Copy)

r0-d ter + +A yqm ql
(YqFr ri al scl !ft ri\"r{ 6tr

"PURPOSE" ior REOUESTIt{G ASSISTANCE:

sacn t{ H 'ri ffi 6r 
"(kc:

APPLICATION FORM FOR ASSISTANCE
q-grq-ar tq qr+<{ yrs'q

(,"(zg5\.

I

I

a

-1, )\

I



pany,mployer/in
mebyrequested

theof ntamouSU crmtancesource/eothern n ot from atn of nyhave &nol not pathalconfirrn3 hereby
s a sastance sfor ich th

n[ irf{(R 61IFIIa{ret 5qrdl tinl FdFIflffi{qd tr csc&qit'ri +0tq-{q qr6r0 Fiqsq fi'q.i'qqrn !{{qr{iEGI vq
n !]FI { tq1 H t6qr l€qI 3c4'rTIFFI 3tgqTs1a {fr tdvrr+fi {dd qiftrqrfiI{.FENir lr{r

dR qf{Eq tt+q-n t dffiiEI Ili5ilqI frwl{RI :cfrr63(fqc 46 yPi{rtEGl f6 {ERfdIq tE(
by APPLICANT ( Em 6O{)AGREEM

AGREETEiIT by HosP[AL (tFdrd tm 6,&)

RECOMIIIENDED FOR ACCEPTENCE

ff+fdqffid
dr Latsr:r,r*pn th/ iVten{uOutt.cf

iFI q Tq

ry
r!ir( 1(1,&

{Name,

*IIffi.r,r rrr.;1\iil

ETqFI

Dr.
Ms,FfRS,FlCOM3BS,
enbelrlu&fEtlYeCofEoldtt
oqi.tsrrc2rj.%w

oate ol Surgery
$iciYn 6i irfrq

FoR INTERi{AL USE ol KoSHlfd FoUl{DATlol{ qrdfifi sqqir i(
SIGilAIURE ol TRUSTEE 2

qld ERM Z

SIGNATURE of TRUSTEE 1

qrd rwm t

'l)By af,ixing my siEnature or thumb impression on this Form, I

use/publish/put-upheproduc€ my name, address, photo & detsil

medium, including but not limited to verbal, print, el€ctronic, fof

activities/achievements. Such use ol my photo & details can b6

for which assistanca is being requested.

2) I (Applicant) ,urlhor agrej U1at any such use ol my name, address, pholo & d€taib ol the'purpos€', for whlch such assistance is requested/gEnted,

Jitt noi automaticatty enitle mo for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation. and thek decision is this regard will be final and accaptable to m8.
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in the matter.
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(Applic"nt) hereby agrce & aulhorise Koshika Foundation and it's Trustees to

s ofth6'purpose', for which such assistancc ls requestod/granted, through any

soliciting donations for Koshika Foundation 8nd/or dlsseminating informatlon about it's

made bt Koshika Foundation betore or after my treatment or futfilment o, the 'purpose'
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