S,

-
E APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S’ hika
HETHal W SESA WEG (7 Tarae ) T T
[mn. A 09’#“/0920 mnﬂt:gi.og.'? Sihdng bk of bhe
NAME of APPLICANT MALESH SANTE & AGE-YEARS 5§-7% | sex fifn
WEATE W W 28 M
mm‘ (IFTE HARIPADR SANTRA
PRESENT RESIDENCE ADORESS Wiwid 3uaraia s
Hoo=HLY FPIN= ITZ90F .
PERMANENT RESIDENCE ADDRESS - 318 Juarain W
Bo
oq_l:;.mm: FPARMER . MARRIED (Fruifies) / UNMARRIED (o)
e I Ll e
PAN No. ¥01 Wi o
L";nw:ﬁ:?fimw&wuénm p ';/”:i

FAMILY DETALS it famm

5 No. Namae of Family Member (Vears) Gender Relation with Apphicant
F1 5 mtﬁwm ?L(m fam HiTE & W Ty
KAMALASH <ANTRO 39 HATE {0
Uoflifﬂz CANTIRA 40 MAalLE Wl FE
“TINA SANTEA £ FTHALC | DIWENTED
TRIEHA _SANTRA |7 FEMALE | DAUGHTER |
SUBHAJI T SANTRA = “HALE SO N
BASIS for REQUESTING ASSISTANCE [Tick whichawer s applicabie)
wewa % o sl sm
BPL Card
(Attach Card Cogy) (Attach Cortiicate Copy) (Astach Covph Sy O
wid T ¥ 99 Em @ smavviEma Ty ol osyreied
(v 71 ¥ v i W s (wam =) o o S (wem o ¥ wry ¥ W w)
“PURPOSE™ for REQUESTING ASSISTANCE:
wem € et el W et
3¢ No Medical Attached
7 T wEwEea § wl 9§ o sfee @ dea

AP JcH J LA

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IEW % i o = s fes se e W e o W

NAME of OTHER SOURCE
5 T W T

s Ne
ek

AMOUNT of ASSISTANCE BEING AVAILED
1 o wewa it




DECLARATION by APPLICANT. Sebes 50 Niww wi:

1)|m-zwﬁumldﬂnﬂm-trmbhudmm.w_m-‘mmwlmm.lm.
Labte
zuMwmm.nmmwwuuuwuuw.ummmmummm
was requesiod by me
Sltwmn-ImnuluwnMMdeMcnum-w“wmm.dum
for which This assstance is requested.
nitww(kwmtﬁﬁdmﬂvwldmuddta‘dhdwmwnfiﬂwhdtﬂh
znawi“w‘ﬂnww,tﬂ-df.wwﬂﬁ!aﬁiﬁh-ﬁ.iw-ﬂiwnh

1 lﬁw(hh“uwﬂ!ddluﬂtUW1Hwﬂnm=ﬂ.indutAntchluhlm

AGREEMENT by APPLICANT (3adv% o0 w00

mnrwdmwmmmnmmuuwmwnm

1) @ wI W A v W s W e wee, § (seiow) ﬂﬂdﬁw(u'ﬂnm*maﬂ'ddwwtkhn
e ———— T R R T D RUR L R R b bt
tmwthwhﬂn.hﬂwidnmidih‘*vﬂm’uﬂMh
z)i(-u)u-im(khm.n.da&mtkwi“i*tynzmnmdmunwi

stfrw” ven e il @ fein afan s wwserd v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
wits % vaw W W2 W R

s

AGREEMENT by HOSPITAL (¥&ms pm ¥71)

mmm.mdumwmmuwuwmmmrmu
(Hospaal) hereby affirm & accept following:
'aMnWme‘hM“dWWMWWamymmhhmm.uun

mnpmmwnuﬂuwmhmwmrm if the requested assistance is not granted
u,msmdon.mmumumnmmnmhmwumtwmusoamoum,m
mmmwnm&mmWWMMMummhwnmmmunmm
21 The assistance from Koshika Foundation is only financal in nature. mmdnwwwummu
m.-wmmmmuwsumum-nmmmwmw Hence, the Hospital will
mﬂ‘deMW“'m‘Mdhm“MW“MQMUM

in the matior,

mﬁv.uﬂd*tﬂﬂd'*wﬁn’i*wﬁ“ﬁdtﬁn(w-nhwtwtﬂudh
n-knddudut*lﬁ'-—ﬂﬁﬁhiﬂnﬁiu“iﬂ-ﬂtﬂ,ﬂhnﬁ*uﬂa‘
& foaden fedn se1 € wav 4w wrdw” pu w8 e h R Cwifew st ou s e sfwwen by v W fow we |8 s
e s & wewl s w fed 5w @ men 9w s e e b e d e s ks s foie o v e iy el
& vl vw @ el S W B W e
z'tlanwim’iﬂiwﬁnf&lqﬁdhﬂ‘muﬁdmnﬁnuunfnwwwqdwn
d«-ht&‘uﬁnﬂ'uuﬂudwdhﬁmiﬂtmw&dﬂdﬂmﬂum
w o s “wivet W Wi g w fecioh W o W el

A C saue
‘ i ! O
\%\q‘ on behalf of Hospital)
L) T A R S s

11.04.2017




