K®hika

SO\ CGbLidl o olZVe 90,

APPLICATION FORM FOR ASSISTANCE (Healthcare)
mrﬂm‘ B TEwa Wy (FaTErg ) Py By
s o 3/13‘&513‘14‘4 appucanononrs: aug fralag | =
NAME of APPLICANT AGE-YEARS S5-9% | ey fify
i Cramesh . M 50 M
FATMER'SSPOUSE'S NAME
fmwss = 7= j}
RESEN R

FPATEY
ol G

preap Ppestop

2967 lnamesh -y
OCCUPATION - " MARRIED I UNMARRAIED [ ¥yl
TOTAL ANNUAL INCOME : baetich Proet of income)
¥ s ‘l‘-i-,ﬂﬂf?/" (5 W W T
N Ne. Bl W WE
ARE YOU AN INCOME TAX ABSESSEE (Tick whichewer Isapplicabiv):
W AN A wr o O st T ow o w fams TE '.1',”4}
FAMILY DETAILS itam fiprr;
B No. Namie of Family Mamber v Gender Rolation with Appiicant
W A sfon % ool %o gt::;r fam FTE S T wa
| O Bha ) 2 mra vy
T8l [ S¥romthh Coaniil ol =8 Yol
A
qm VA =8 oo
MMﬁmﬁmﬂmnm
wam £ il e s
BPL Card EWS Corifficats Ration Card
(Astach Card Copy) (Attach Cortificate Copy) (Attach Copy) Jﬁ”ﬂ"m
i w1 sm o m o
- (T T W oA wh (¥ w1 = wew W We wh (v e pr—— = i e
“PURPOSE” for REQUESTING ASSISTANCE:
o fy el e W T
Medical Reports/Prescriplions Attached
wreyEien 8 w8 8 of whnes o ge

YE— Tt

[ atmalt

BT TSV, 1 R 777 7157 O3 S > o3

ASSISTANCE BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
W T ¥ ¥ W e s e e s S fe o e
8¢. Ne. NAME of OTHER SOURCE AMGUNT of
1 s Wy % 3 ﬁmﬁmnmm




DECLARATION by APPLICANT. spis [ = o:
mmbymﬁmmﬂmHmMmemehm-mammw Mrmmmlﬂmﬁﬂmw&mm.lm

sl for mpecionicancedation
aimmmm,ﬂmImmmmkuFnunum.umbtu-dmﬂyhmu'mpm‘.nmmdhmFm.wmmhmm
wan mgiesied by ma
91 1 hareby confirm thal | nave not & will not in futute. MInlmfnnmﬂmhﬂMmmM.memeﬁmw.dhmm
fior which this assistiince is feguanted

|.!inm{ﬁwmﬂﬂtﬂﬂhﬂﬂtmﬂ'immudh#ﬁmwfm e m & @ A0 o e W W s
ni‘r:minm-ltﬂl"dﬁmwﬂm"_ﬁﬂmtﬁi.mmﬁnﬂ:ﬁnﬁﬁiﬁh:ﬁhjumimwh
niﬁm{hfmmanﬁﬁdtnmﬂnhwmh“mﬁmm:himhhuﬂmiﬁq
AGREEMENT by APPLICANT | ssaes [ wul)
Hanﬂwnqm-_.uqrmmormwlmpmbnnnlthmltmmnwmm&mm-nmwmhnmmﬂuﬂmb
usadpubimhipet-upireproduce my nathe, sddeess, photo & deiads of m‘wwn'.hmmu:hnmwmhwﬂwqmﬂd.mﬂhnw
mdk.mnﬂmmgmmwmmdmmem.m.hmmmhwuwmwmﬂmnwwmh
mmu.suchuunfnwphuhlmus:-nMmmuynnhwﬂmndmw:mmrmmmmammdmw
for which assslance 5 beir Taquesied
E}IW}W“vaiuﬂluﬂdmrnm.ml,;ﬂm&dﬁhdm‘pﬂm'.hmmnﬂmuww._
mundmmnﬂaltyuﬁuummmemmmm.mmummmnummmwmmm
mmu*rmuuwmrwmm1wmhmmwuwmmﬂ-mm
1) ¥ TV W A W i Wt ey vemet, & (swew) et sy W) e W {  Cwife et e i T W sign wrm { & 9
o wid abr o fern g o @ Wi b s e, = mwmiwmmMiﬂﬁhﬂiﬂw
# wfts wed % fy sfeee b 88 o v fleen 6 e o T W o ek ¥ e e A e b
:1hmlmnim{hinﬂ.m,ﬂaﬁmihmiqﬁiﬁiwm:mnm#mnﬂ!i L
“gifirs” wun TwE wufd W Peds ofem sl el

APPLICANTS SIGHATURE OR LEFT THUMB IMPRESSION -
=iTE % THTE T w1 P

AGREEMENT by HOSPITAL (wames g wsl)

8y aflining hemundar, signature of ot Auinerised Signatory for moommending inis casa/patient tor financial assistance from Koshia Foundalion, we
{Honpital) herety affitm & accopt fullowing.
ﬂmnmhutnp:mnﬂymﬂm[uuﬂmnolmmﬁaumumhmuwuﬁﬂumgu&mmu.lurﬂummﬂﬂm.nhm
wﬁmwgﬂmmmhmﬁmn.hmmmm:uhumhg:ﬂwwmm sundation, 11 ths roquested assistsnce is not granisd
mmﬂum.hmurinh.-l.lhanhmﬁmrmﬂmﬂﬁmﬂmmﬂsuﬁhmummmmmmwmmm This
mlkmllhnummummmmwﬁmun:nr-m':m:ﬂu;imwdmhm“mmuﬁmnmmmawmm.
2] The assistance from Koshika Foundation is ordy financial in nature. The chaice of the teatmentiprocedura advisedivonducied by the Hospdal on e
m.umdmlhnmnngmmﬂbﬂmnmpmatmw.ﬂammmrhmwmmrmmm Hance, the Hospital wil
mmmuﬁmﬂwhmwwmmmmml!l‘sum:mmulﬂwﬂmM.uMhMWﬂmﬂmmﬂ-mlmmi
ity malles
n’t-ﬁﬁ,:mﬂﬂﬁimﬂﬂ*ﬁmmﬂm'im“hﬁnhlﬁtdtr:ﬁn{rmmmjmﬂﬂlmnﬁu

1) W w5 W Wi ih-ﬂ'rwﬁ-ith-ﬂn!hmﬂﬂmiﬂﬂﬂlinurniﬂﬂ-ﬁﬂthnﬂ'mm
tmmtwi‘u‘mmﬂm'mwaﬁhm'mm'w“hﬂmnwwﬁnmtim
forh = A7 el wee @ el Hmﬂmﬂwmﬁﬁlmhnﬁimwmih — LR

& woert wew u feh e me # wh v
1*ﬂmm*iﬁﬂwmmmﬂhﬁﬂﬂmmﬂﬂmnhﬂmmwﬂnm
ihnmt#'iﬁmwﬂm'wﬁnﬂﬂuw#wdt:ﬂmmiﬂtmm#dﬁdmﬂhﬁuﬂﬁﬁm

& i s cwieT @ W o = frsit o F e { |
|

RECOMMENDED FOR ACCEPTENCE
32 g W T e LAKSY
Date of Surgery SRS OO GO FPoS TV
i 1 A = l
(Name of . & Regr. Mo, with Stacnp)
‘Ql"'ln—h-:S R R I
FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE |

5l T |

20-03 - 2025



