-

C (®le1)|ol<Y

APPLICATION FORM FOR ASSISTANCE (Healthcare) ‘Kd~s l
S *q‘ IR SN ( ) foundation
::mﬁ'n:o:u: p\,'“g\;{_f‘c; mpumnzlslo”zo‘s Buiding black of We
NAME of APPLICANT 1 AGEYEARS 334 | sex fein
T e CHARE I B
PRESENT RESIDENCE ADDRESS TAWH SAHNT N4
NI B -TVMOATHFEKR . Ty — S s _
T ] - I PrREOP, POST OP,
PERMANENT RESIDENCE ADDRESS o
fs ROV O26S MURT)
oo T AR ME R .
TOTAL ANNUAL INCOME - = (Attach Proof cf lncome)
= oy =% —TO/OOO/ (5 & T W) NH
e b —
AFE YOU AN DWCOME TAX ASSESSEE (Tick whichaver Is applicabie). Yes [ No
- a IR (iwﬁt(:‘:twnﬂ!nwdl :("l)
FAMILY DETALS ufiar fme
Se Name of F Member (Years) Gondor Relation with Applicant
ne.:a W % w W ‘;(d) fuin SCE ¥ WY Ty
[1 Chho-}f} .:Ulir < D ptt‘fl—.gm;
Iy o= T =1 S
i s s*}) ! L_ )4
%] HO 00 Ao LN <7 ~SCFYY
o AT A P = 2 ) A
BASES for REQUESTING ASSISTANCE [Tick whichever Is appiicabie)
werem w ford fiedy s
8PL Cand EWS Certificate Ration Card Other
{Attach Card Copy) (Attack Certificate Copy) {Attach Copy) .'.‘.b....
o % Sy e s vt wam v T o e w9 we
(wum sz W) wen of wae wh (= o ) el wee sl (vaw T W e T W
*PURPOSE” for REQUESTING ASSISTANCE:
weren ¥y o R fdt W It
Se. No. Modical Reports Prescriptions Attachod
9 Hom smrveiet § wl o of uiviey gat wany
) DLAGNOSTS - Kb--1MS C
[TE- TS
< SURGIERY — KE-STCCST100
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ TR % 1 W s gy el s a9 faw w6
S No NAME of OTHER S5OURCE AMOUNT of ASSISTANCE BEING AVALED
N Hom T T % TR o wf wose o
| SCRH
=




0

DECLARATION by APPUCANT. spicw po wvm s < s

1)%”“.“&1&MmemNdemmmmﬂmmw&mM!“q
fecionancefet .

2) | solomaly confirm that assistance, ¥ received from Koshika Foundation, will be used ondy for the *purpose”, 03 stated in this Farm, for which such assistance

Was roQuesiod by me

a)ummm'mmm;umnmmammmuhummmwmmmmmaum
for which By assistance is requosied.

1) # v o 06 vo vy @ Rl R o fewen 40wl @ s w od st § ok s fene of wey 90 we s § @ 9 e o o @ el b
2) Wy * wnew vfn “eifew waE", ¥ W w T e ot shie ¥ o @ e few wi, @ 1s et § o
;)ﬁsktm(kknmtgwﬂ!'ﬂdt,nuﬁwﬁvmhhﬁn%w&dwﬁh'&!ﬂ'ﬁ-i!hu

Aﬁﬂﬁm(mum

1) 8y affoang my signatare or thumd impression on Ihis Form, | (Applicant) hereby agree & authorise Koshika Foundation snd It's Trustees 1o
WNWWWW.Mmlut&dm‘wthmwumnmm.hnugh.ny
mmwmmmmumww.mmmmmmmwmmmwmmn
muanmn.Mmdmm&uhismhmWMmenmmauMmyWude'm'
for which assistance Is being requestod
z)l(W)WwMwwwdmmm.mwo&mdmw&bmmmnmmmwumg
wnoquna»,umemlormdmammhnuum.mmumwmmwwumw:mm
-%lhNTNMdWRM\MMMQWsMMNMMMbM

1) v v S 3 v @ s W) e e, 4 (sodes) wed el W YR e oF “sifirer srtos by wed sl * o e won e g0
we, wid abe @ form vw v A e £, 0 Celfon e s, o, wvwe (et agtie @ wd it avaferd W fed fed o) e s

# ywftn wed % firg adftage AR wow e 3t pee ¥ o w e R el ¥ g Cwon vl w Sl adeeg

2) & (view) ve or ¥ we { e G0 9w, vl ol fewn 9 i weem o wgtve W e £ g2 v W W e 90 o) o d

“wifn” vey v il w fde sl abe wewt B

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
ity ¥ voret W AWy W fa

AGREEMENT by HOSPITAL (wssme 5T %T0)

&MMW.WdMMWWWNWhWMMMFMm
(Hosgital) heroby affirm & accopt following: )
1)MnmmeﬂhmmeWMmmmamwﬂmhumm,——cro
mmnwmmrmbuommmmnmmnmsmlmmmuww
wmmhmuhu.mnmumnmumwummmm«mmmm
cmﬁmdonwmmuwumeWWWMNaﬂmmMmmm«m“w
znheWmmrmuWan.mmanmwmmummn
p-omuwmmmmmmnmawwmhhmmmwmm.m.uwu
mmoouawuwamwanmcmdummmwnmmmuw
in he matier

vl sfogn, vl ¥ e d Ol W Ceon saset W A wosa g faedtn W ol 8, el vu (e T wem @ e v wbae v

1w e vl wiey ol vy @ e F el woe T & st e w el ses wie 9 T Ol € w R vk 8, & e vl Ssife vl
itn&ﬂntwi’&um'wmhkh*‘ﬁwcﬂm'u“hﬁmaqdhuiim

Mahmwvvunm0“Htmmmhw1¢imw‘0kmﬁnmnmum
& vl e w 2 w3 vt § o dnad
1Www'unﬁ“hmmdhﬁvmutﬁmnﬁﬁmvﬁnuwmdm
thwﬁwt#Wwﬁn'wﬂmnd{wdhmmiﬁtmwdzm\ddﬁwﬂvm
W ol “eifon” wt S e w fodol wowsd ¥ B

RECOMMENDED FOR ACCEPTENCE
wi % o we O\

Z
Date of Surgery r J N\
mﬁm £ W\b\\l‘—{w ‘ -
D7 o S ZhsSEY
1sler)zer3 D0 D50 Hal qum.wa%s&m
TR GRS D1, SO o W v gy st !
FOR INTERNAL USE of KOSHIKA FOUNDATION  #=ftw 7w 13
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

= |

Spemr? TAE




