APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUShika
b ( 4 foundation
v W[0910 [28%y e si|pal1q. — T
X -nd
A AT RANT AT BT RT =T E
N .
fonag W e l(‘)‘(Mm MP’TM’
PRESENT RESIOENCE ADORESS

s
il B D4 'IJI UL S P

BEER __§ 0 Cf

TN
PERMANENT RESIDENCE ADORESS : W0t SIS 94
= LIt _IE —
A
e Houe MAREp . MARRIED (Wil / UNMARRIED (sftafin)
| TOTAL ANNUAL INCOME - (Attach Proct of incoma)
¥ we ML (3% W W He)
| PAN No. T W WERI (e
[ ARE YOU AN NCOME TAX ASSESSEE (Tick whichever s appicable): Yes | No
a2 6 ga t (W w w T W w0 W S el ¥
FAMILY DETALS wftant firqrey
Se No. Name of Family Member Age (Years) Gander Relstion with Apphcant
nui“;n it ® AW W (wd) fidn sits & W W
| [ LSS [ am £ LU
[ %Eg%gg METVOAL Evi M gg
% 2137 |
“ 200 NLNDEL
i
BASES for REQUESTING ASSISTANCE (Tick whichever Is applicabie)
1 wpam % fed fefa sea
l BPL Card EWS Cortificate Ration Card Any Other
(Amach Card Copy) (Attach Certificate Copy) {Attach Copy) BasiuProo!
nid a3 AR w1 s 3o vl yem o e Wi phummre
(v T W W e wee et (v v W we W e Wt (v v W v o wes wh b
“PURPOSE" for REQUESTING ASSISTANCE:
waren ¥y fsd nit Tl W gt
St No. Medical Reports/Prescriptions Attached
w5 e semeaie § ol ¥ f disc gé@ dea
’ -~ (7T~ KE
B
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ trom OTHER SOURCES
¥ actrn % v e S weew fed s v @ fw v W2
5¢. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAX ED
¥U W 3w v TH o i werem ot




DECLARATION by APPLICANT. suiew © Wivww W
ulmrebymmuﬂdmmnﬁwmTmb"deM.hWWﬂ“wwlmmlm.

asble Lr rejecboncancoliston
2)IMWMM,lmmmwﬂhMuﬂhNW‘.uanFw.hMmm

WS 1equesiod by me.
J)lqulmmlnmum.MGMnmanMmewmm.dnm

for which Ths Beaistance & requesied
.)l“w(kuwniﬁﬂﬂmﬁﬁimmﬂdh*dmummw-tita-mdcﬂh
:)Mwiww'mm'.daadt.mwdﬂtndﬂtMMwh.dwmiwnh
nlﬁm(kmwnwmdi!.www*twlwﬂnm“linihfhudﬁi&n
AGREEMENT by APPLICANT {sobts DU %u1)
1)01MwWeummmmfmlwthmmehIMb
mwmwwvmmnm.mm&“dn‘unou’.hmmmbwmmw

mm.nmmmmuummmmummmmFMmmmmm
actetips'achievemants  Such use olmyMC“&MMﬁWFWW«MwwMaWMM'W'

for which assistance is being requested
2)1(wnmmmmmmdmm.mmtdmhdmw%hmwnmawmm
“noamud»mambmﬂammmmmaab\hmmmuumnmw
with the rmdmwmwmsumﬂuuumbu

1) TR wEE S A e @ 0 W) e senes, ¥ (sokte) st wrd W P s { o Cwifne et ol ane il t W afege wes (e S0 W,
-,*):ltit-mwmiﬁtﬂ'&n'mﬂ.nmwﬂniﬁﬂd&mtﬁﬁin—n
ﬁmwtnnMhﬂmmmﬂmtﬁ'nddih‘*mwﬂwh
ua(-tmw-im(hh-,uﬁ*ﬂdkm*ﬂdiﬁtynzwnmdnan-‘"

=sifiver” g wod oferd w fede s sde vt

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
ity ¥ pew W W @ P

AGREEMENT by HOSPITAL (v DU W)

By affang horeunder, mmndwnwsummmmwuwmmmrmn

(Hospital) hereby offim & accept foflowing:
uMnmmmwnmwmawmmmmummmuumm.unn

wwymmmmummmmuwwmmunmmumw

oynnm:wm.nmuuu.mummnmumwnmmmmouw*mm

conamumMm“ﬂ%ﬂwuﬂmd““ubhmﬂﬂmﬂmmﬂﬂ@dum“m
advised/conductad by

in the matiar
utM.Mdmde‘MW'Oﬂlwumﬁdtﬂwtm)Mwiwu‘ndh
13w B x o wha a3 ) ofns F Sl wpen fead dt wrech siewt w fedd e 3 e ddert T w A o 4 I p e et
T S —— e e T R R SRR R R R R LR R R R
ot e By el wive w fed e W ¥ wen e st gde e b g F s wn e § e s ol s e ddvaat #g el
A ol v @ fead see e W T sk

3 *w¥n s 3 W nf wpen Sea fde sl o § 0 o e g O o W w fed m rvouen W ogTe R o T

% €u % fvg § o “wifrm st gu e yer W o con o 1 el peome F 0 % g gow b st wd W) b faiol 8 o v
¥ o e s ¥ O You w fedol ot § ot oh

RECOMMENDED FOR ACCEPTENCE
wigh & forg e

Date of Surgery
sistm W wi

mlowhq '

-
SM&@a'ﬁkm Bagen
Sm&o Foui mwha e

SIGNATURE of TRUSTEE 2
il vt 2

/}}4/? B

28.04.2018



