APPLICATION FORM FOR ASSISTANCE {Healthcara)

WETHN ¥ =ETs wiEy { EEY T )
et ::)/ ggg,gg'z—(a i e Sk Tﬂ/f&)ﬂq
HAME of APPLICANT | AGE-VEARS HIY-
T Retlacliase” 69 |a

" PERMANENT ADDRESS . vy sy =) X .
1 Hf” 0y yé G 4
————— 17 _ .
) 1 —Jd 71y Betlae {’lh"

TOTAL ANNUAL INCORE | t I -fj i Afach Proof of Incoms|

W= Wil iy e { ¥ W A W

PAN He. TRy W EED

-Jﬁ:nm:nmﬁtiﬂﬂrﬁﬂuﬁ:nml :T:V

FAMILY DETAILE wfray firmrm
5. N Marme a7 Fammily Mamber Age (Yaars) ~ Gender mmw
LR . W WEEE WO LR W Ty
o iy g S s s 5
'BASIE for AEGUESTING ASSIBTANCE (Tich whichever s appiicabie]
— T W et fafa ey
m.n‘?}fa'f (Attch Cortmests Sopy) H-ﬁ/ e Ooar
mid & 4 v o o e p———
| TE Wy =t o wi wee g v e ot el ek (v v ww il s W -
™ “PURPOSE" for REGUESTIWG ASSISTANCE.
wem ¥ ft mé et e
5 Ne Medical Reports/Prescriptions Atisched
WO SRR Wi W iy e s
[

T PEWToW 477197 i K T30 72
AL AL AT E

M'ﬁﬁ = RO pIiar

W

nwﬂnthﬂi 3 yopew fawt s= w6 W fvn o o

Br. Mo MAME of UTHER SOURCE AMCAUNT of ABSISTANCE BEING AVAILED
W 20 S W W A i e wh
- Y /AT 4D, .«fh:_

o

o




DECLARATION by AFPLICANT. SPiTw g wrwmy wy;

1||mam'_unmgmrm are True io e best of my knowinoge Any faise slslerent will render my Application § angoing sesistance, if any,

31| hrntey confirm that | have not & vl pol in futurn, @il of rEimsursoment, in par o in full, from @y oo RoUrCAfEMpICyerfinsuranee company, of fhe
o wetsich this assislance i\ eguesbrd

1) & s w5 g5 w4 fei v ot Sewen 4w % e we v b ol e wd e s w wpn & A W e R o el b
21 & g W T T Wi e & =it w ot b, yuw vl ol v W o o fel S wim, o e F w0 T b
1) & o e f T o mowm i W owde W nf B oy w0 s @ s feen fesll e S fenin st @ 0 o & ol v whem d oy

AGREEMENT by APPLICANT | Ssbrs gl 71

fmi whioh asslsiences i boing rogusshed

211 ikpplicart) Rrther agree that smy such e of my name, addness photn & details of e “purpese” et which such BSSISSANCE s roquestadipranted.
will reail mutamplically entitie me lor feooiving or comtEng the S3id assstance Thi decision Tar granting andior contiruing the assstance will resl sy
-m:nw‘rnnnnulHmuannﬂm_:mmirmhmhmdﬂuwm-n:Mmm

nnmvﬂlmwﬁﬂnw.#um:ﬂmﬂl‘lﬁmtﬂ'ﬂmw#ﬁﬂ"n witn wm f e o
gm, wta i @ ferm w own 4 o §, T e e o, wrem T atyn § A v o Teefer % Tt feT o wem o
iv-m-mihwlliitmmmﬂt_i-ﬂuwitdih'MwﬂH't-dﬂh

11 4 (e v o & wew { et o, v, Wi sl fewm e — R ik B R R R

“witymn” wim TEE ot Trefe wfe ol arer o b

AGREEMENT by HOSPITAL | W gm W)

By nffinng raraunber -@mmmnmmwmmuumﬁmwmrmmw.u
{Hospisl) heiiy affem & aoompd falwing
|H.hq1wrnudh-lrartmnurﬁmmﬂmh.ru.rruuualll:r|1mmmmmﬂErUmmyumwu.!wnmum.n"“
wﬁanMFm.mhmmmmnnh#Hthufm If tre requested astsiance s nol granied
wmﬂlFnumulnn.hpulur'nIul-l.1runmnupidlmwlmumwwmﬂmmﬁﬁuuwﬂm-h
umrmuﬁuumlrmﬂwhwuunﬂmmmhmmmmwﬂHMNme.
21 Tive assistancy from Koshka Foundation & only financial in natore The choice of the Testmanypmcedure Bdvisedicanducted by ihe Hospdal on the
p.anuhudmmmwhumn-pmm;hw.whmmugmwmmfmm.mmwﬂh
lﬂmmlmmﬂbﬂrﬁﬂmﬁilmmIMﬂHMNmWﬂMWWHHM

i I mmatheT.
w-ﬁvrmﬁi‘l.n'nd-m'l.-ﬂﬂ‘ﬂrrmHﬂm"ﬂm“qmwﬂthnimaﬁnminlm-dh
IR 2R B Rl Mim“hlMMMIHnﬁimMiﬂiuﬁil_Htlﬂ'ﬁ-m"
& Refvied ven & W i wrEnet g v iy e ok st e o m e selwom y wpy W few bW e
feh = B A v w e s s @ e W e e T i e 4 wve wn wm i s T v e e iy e

&y wenalt deap  falt ww weE A AR S

z."mm"#ﬂﬂmmmm-lhﬂrmmﬂﬂnqldﬂmﬂ ; W
:hnﬁml#‘ﬁhﬂtﬂiﬂ‘m?ﬂﬂmuﬂmﬂilﬁmlﬂim“ﬁﬂ i | i
o b ol “wier % o v w fase® o o W oE o ]
RECOMMEMDED FOR ACCEFTENCE Wl%ﬁ'
[l el w fen s I,W,H,m%“ B Cue T e
Wi | Dr. Laxmi Bl
rl 1
BRS l“ﬁ“" (Name, Designation & Stam of Autharised Signatory
R .F' - T en behaf of Hospitsi)
\o W/ ' b W %W R e s
FOUNDATION  Sifis 9 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e | T

18-08-2024



