APPLICATION FORM FOR ASSISTANCE (Healthcare) KOS"llka

m“ ey ‘““‘."’. foundation

s looiqlB068 SrvemonsioscHOT 1D, i
X ACE-YEARS W5-w | sex fin
. ,mwa DEY. G .

*
(

m-w'n

e e

RESIDENCE ADORESS WEWH SMTArY

s (V.oof_ AARRIED (R / UNMARRIED (sfvafte)
TOTAL ANNUAL INCOME —_ - (Alzach Inccens)
€2 ke Rs (200X (2 = lhyoof— (R e )
PAN No. T W w9 o
ARE YOU AN Whichaver &8 sppdcable). You !
ummuwﬁiwﬁuwuﬂuhuﬂn W/
FAMILY DETAILS sftwn fiprw
&0 No. Namme of Family Member Age (Yoars)
BN WE % )
l ~
0
e———t { v

wowm % fl fel s
SPL Cand Ration Card Any Other
{Attach Card Copy) {Atzach Certificate Copy) (Attach Copy) BastalProof
nid tn % Ay s ms vl mm o aven wil fnpars
(vm w1 € wre w e et (v w1 & we o e W (vam w1 ¥ wa o st bl
“PURPOSE” for REQUESTING ASSISTANCE:
mhﬁﬂﬂum
St No.
w9 W mt-&ddﬁk«ﬂm
0 B LA K K A % 214 A il ) 6
0 T a
T NoEAFRY — TE (Sxroy J180)
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
W IR ® R W 53 weem fed o wie @ few v W
5r No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lk F= T W ™ i nf wwes ol




DECLARATION by APPLUCANT: sios gu W wx
!)lmnzwmﬂdﬂnmMnTMuNdeyw.mWWMWWWCMM.lu-y.
Lalie

2) | solemnly confinm Dt assistance, If raceived om Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such sssstance

wos requestod by me.
J)lumbyonnnmmlmm&ﬂmnhm.mdmmman&twwmmmdm

for which (s assstance by roquesied
ntinw(ftnmtﬁﬁﬂmto"oimnvdhtdmdwmw-iiﬂ—ﬁud-ﬁh
:)itmi“ﬁ‘ﬁu‘mtdﬂ-ﬁi.ma&n‘ﬂad’dﬁhﬂlinmiwwh

niy&w(kmwnw-hddt.ua-*tnhﬁGMﬁiwihttwﬂ‘ui@

AGREEMENT by APPLICANT (saits DU woU)

1)9,Mwmunumwmmﬁmlwwwtmmwwnhﬂub
mem.m&“du”’.bﬁﬁ“bw.m"
mmwmmnmmmmmmummmmmmuh
actvitiesfachievernents. Such use of my photo & datails can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”

for which assistance is being requested.
z)uWamwu-yww“odcqmmmuuduw.hmmmnm
nwmwmmmamnum.mmummwumuuw
with tha Truslees of Koshika Foundation, and thoir decision is ihis regard wil bo final and sccepiadle to me.

13 v st el e o W we wwe, & (atow) sl wre o e wan { o “wifow ooy shomed i * wt afege v (%t
-,uh!ahiﬁmumiﬁf.ﬁ’h'mﬁ.nmwmiwﬂitnmiﬂﬁdum
ds*u%ihWt-&muﬁmﬁmiﬂnniw\ih‘“m’-w‘Mh
:)Hm)nvam(kh-n.w.ddakm‘n“imdtﬁcﬂnxwuwd'—nﬁi

“wiftrer” woy e e W Trede sl ol el v

APPUCANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
sy % AW 9 @y W e

AGREEMENT by HOSPITAL (VREW B0 &)
wmm.muwmwwmumummmmmunn

(Fospital) heroby aifern & sccapt following:
1)nnmumwuhmmdmmmmm~ other source, for the same patienlicase, as we are
Mbwmmmbmwwnnuuaahwwm i the raquested assistance ks not granted

mmwmmWﬁMMmWMbhmmemmamoMm
nmmmwrmuWMhmdeumanmmu
mum«uwmuwsmmmummmwmwmumn
mﬂldethhm & safoty of the patient, and Koshis Foundation wil have no role or responsibility
vt ooy, i b i s ) “xifs st  fere uwen y fodtn o wal 4, fel (v v 8w e v

nwkndd-ulua*-im“ﬁihw&"nuﬂﬂiﬂﬂﬂiﬁnddtﬁkd‘*w
imwemi'ﬂmm'w-«ﬁhh*’“ﬂn'wmﬂmq-vihalim
P ST v pempe————pege e e R TR R R R R R R R R R
& wowr® v w fesh == T O T dmebl

1w sredme o of woon S fie yglt 9§ O wowmm pu O of v w el vt svwveien W T O oF v

€ v w fren § st e sardv” oo Sl we wr o von B el vene o b ¥ pea gow abe s wd W Wl ol 9w e
= ot adr Cwifrw” @ W P w Nedot woaed of oh

RECOMMENDED FOR ACCEPTENCE
wivg % fag vy 5
Date of Surgery 3l
Wi ¥ whe 0 ®abhisek Mondal
J/i/?bl) (Name of Oy, & Regnolort
. ERR WY
FOR INTERNAL USE of KOSHIXA FOUNDATION  33fts T%8im ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
g e | T R 2

%r’ 2_:‘04/?4,

28.04.2018



