APPLICATION FORM FOR ASSISTANCE (Healthcars) KO*SI'U“ER
HETOW W STET Wy ( wEpE e ) I iadatin:
APPLICATION APPLICATION DATE [ ————
i AN . QMIEH"}.I’ ARy T 3 =
MAME of APPLICANT . | AGE-YEARS W0-w1 | sEx fen l
ST
- @Hﬁ!ﬂmh«ﬂ, 85 a
FATHER WEPOUSE'S NAME
NANENT RESIDEMCE ADDRESS sl sy 91 pre _F_ P&A-irﬂp
—-a—tp-zz_

b Ay ~}m~n¢n--{_
fmjmlﬁm_m ﬁw MARSED (W) | UNMARSIED (affren)
TOTAL ANNUAL INCOME af incame)

W AEE 'mtmﬂm
ot the A5 T <
ARE YOU AN INCOME TAX ASSESSEE [Tich whichaver 1s spplicabia). Yes | Mo
e L T oy gy lh!iﬁ/
- FAMILY DETAILS wiram fiywrm
B, Mo of Family Mernber - Falatian with Apgiicant
5 mEr m:mmm ?ﬂ'[:ﬂm}l fim HATE ¥ w w
il LT ﬂrﬂ[ :Hr o —Hoa b’qﬂ—
E" {‘ uﬂ]l ‘_l_.l' i t;. -
o T F =+ Lad ﬁ;:'-—-‘
7
BASHS for REQUESTIND ASSISTANCE (Tich whichewer s applicatia]
P o K fand fef amm o
nfp‘.:ml EWS Cartificabs d@ .qn"':;u
AngEn Carg Coay) [Amach Comificate Copy) Copyl BamisProaf
i b AT T = o o e v T W P pus
(T N e T e (wem wn wl) wn ufh oy ) (W T = W T e W

“PURPOSE” for RECUESTING ASSISTANCE.

T A e W

5 o, Medecal Attached
Wi sy § wit W e 5 wee
o ¥

', Lu.hﬁ}ﬂd_- S i

- I

ARSISTANCE BEING AVARLED for SAME -

WA W i e ween st s v W e e e

“ trom OTHER BOURCES

Er. Mo, WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W ) 5 T W A ™ T

(@) YA Lo I

L -




DECLARATION by APPLICANT =9Te g W wi:

11 | hengbsy confinm that ak dotalls © s Form ane’ Troe bo (he best of my knowindge Ary false stabament will iender my Application & ongoing assstance. Il ey
fiabis for rejecionicanceliation
EllmMﬁnmﬁmimum.lrmhmmFm.ﬂumdmmHW'.-lmunnFm.hm-ﬂlm
wans regueshed by me
mnmmmmmnuawmnm.:vﬂmmmmmﬂwumm.mwwwmmﬂhm
far which this assstance 18 requesiod

v & shem wam f T g we i o ok e fewn 48wl o s e o b e Sy o s € R 4 e P ot w o B
3 i g o e i s e, @ ot W b T awin it v of ¥ e e arten, o wen o wm o

1;-'l'tfumtfhhnmﬁwmﬁii.ﬂmmmumﬂ-mﬂmﬁhmﬂw&iaimtinﬂﬂiﬂm

AGREEMENT by APPLICANT ( sadtw ©1 %)

11 By affiaing rmy signature of thmd impression on this Farm, | (Applcant) hemby agras A muthorise Koshs Foundalion and i's Trusiees 1o
usepublishipul-up/rependuce My hama, address, phalo & dgimds of the "purpcsse” for which such assistance is reguesisdigranied, through any
mapdiiam, including but not limided [0 verbad, phnl, Blecirom, ior soliciing donations for Koshis Fourdation wndier disseminatng information sboul 16
activlen/sohievermnerts. Such use of my pholo & detifs can ta made by Koshika Foundation bokore of @fer my treatment of fulliment af e ‘perposs”

far which assistandd is Dning nequisied

21 | {Appiicmnt] furiter sgree hal eny such uss af my nama. sodmes. phote & datails of the “purposs”, for which Such assistance is requesiadigranted.
will rat automatically snlitie me Tor recesing o anlinuing the said assisbanca The decson lor granling andior conlfiruirg e asssiance will st soiely
with the Trusties of loshika Fourdation, and thall decision s this regaed will b Nrsal and acceptadie 1o me

nﬂﬂitiﬂri-iﬂmﬁmm,ﬂlnh-:um-ﬂﬂﬁmtﬂ'“mﬂmtmwﬂ‘ﬂmmthhn.
S ————r g g T R LR R RE LR Rt Rk b

& i m#mﬂvhﬂmmmﬂmi‘ﬂimimi o = Wit wrrdr” W =i e b

o) & {svew) ye @ st T o, T, wi ol fewrs o s e o woted @ it § 09 T e W e W W pe

=i e ToE i w ek el s el

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
spiiTs % FemEn W sl w1 P

AGREEMENT by HOSPITAL [wemmm §0 0L

By mifiming hereunder signature of par Authorised Eqmmhmmmﬂumdmuﬂwfw praiiance from Hishiks Foundation, w8
{Hospital) haraby sfem & gocapl foliowing:
1|mg1-.n-nunh-ura-rlpnunﬂ,-mrnﬂlunumuumlufﬁmnﬂwﬁﬂmmmuﬁwmﬂmmyumm.hnmm.ﬂum
mmmmuwqummrm.memummmhwmwnm;ﬁm.Hm.nmuﬂmunﬂm
wh’mhuFwtdﬂ'nn.i1'|pﬂ'lunnIuH.Hunhmﬂnmhdﬂlmmwmwnmmmww“mim
mdmmm-um!vmhnmeﬂMnimmmhmmmmhumrm«mmﬂn
2} The assistance irom Koshsa Foundalion i only financial m natufe mmﬂmwlmmnnwmm
patimnt I-hnunntru—rmnumbnmﬂupmimﬁmw_ﬁhnmmmmemm Henee, na Hospitsl will
muma-ml-:ml-aurmuml-hﬂh-ndmwunwmimuhm.ﬂmfwmﬁmﬂmmmﬂmﬂm
(ol My iilis
u‘um.mﬁﬂm#mﬁm“-ﬂmm‘!Mmqhﬁﬂﬂl,ﬁnqm:hmin-mmh
|pﬂhﬂiﬂﬂ#nﬁﬁ#hm“hﬂ“!ﬂ s =i W T Afvare o 0 om o & A B ol “wifes T
A firefrfrih e % wam 4 “wimn st go o a e ol Csifen st e el sfea e ¥ wht fw wm & W
el o T et wen w Rl = EENE O e W i e mam b o= e § e v owe e e s e . diefiomr iy el
i wrrd s w fs e wE 0 T Al

pprenpm——— e T L R R R RS L R R Bl R T aiew W g o T v
-i-hqmi*'mm'nmwn-ﬁmmhﬂimihﬂimw#-Hﬂinﬂ

=t g #'m‘i-ﬂﬁuﬁn\‘ﬂ'ﬂ#ﬂﬂﬂl

N\ o~ e % foru s Manager Outreact
e 45 Surg) A et of S .
sty 31 i Dr. Dorennavar SN Nl T e )
MBES MS, FPRS,FICU of £
|Name, Designation & Stamp of Authorised Signatory
o nL[‘l“i ~onsiiment o Eregodk Reaei an behalt of Hospita)
FOR INTERNAL USE of KOSHIKA FOUNDATION  sft® 77 #1
SIGMATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il = o 1

u J AR

=g

18-0B8-20:24



