APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
“ sl ) foundation
e KN1219[2%0% reson: g 1ha fan 9 T
. ol
wamasmon RARIDA BT OT S I
icoesetyopie NUR T4LAM SEKH
PRESENT RESIDENCE ADORESS WARR STai#0 w1
—3 0T LU TERGENRS T 5512

-W,

R i

PERMANENT RESIDENCE ADORESS : ¥l S0wo'd W

— S POy
Smmen  JOUSE WIFE e ree) | auawe o
e QS Qowexi2 =Y oTaf K o o)

wmmuu‘“fdﬂﬁu
FAMILY DETALS w22t Then
B¢ No. Nama of F — —

Ao Gander Relation
*3 W - ‘“1 ugi % : ICHE B WU TAY
—T -
et AN Jﬁ

q - r

PAN No. o Yon h’—‘

-—"r.,ﬂmm s spplicatie): Yea !

bl w:wmm ¥ /W
Memter

*a
Wm apphcatie)

BPL Card EWS Cortficats Ratlon Card Any
{Attach Card Copy) (Altach Certficate Copy) (Atiach Copy) Other
wid o St pum oy g wa vl vy @ Tviea i “"‘:""
(xem 1 W) wa 38 vy wh (v v W w W E el (= v1 9wy s gy W e
“PURPOSE” for REQUESTING ASSISTANCE:
wpe vy fed wt fesd W kv
3t No. Medcal Repors Prescriptions ARsched
swracton ¥ wit ¥ ut sies 3 e

Y W
e OTEERSST S —— LS TARHC ——RE

REISIZS-—X oLy

=3

- SURTAEICY

T 2REE % TR 9 e (e R T e v

5 Na NAME of OTHER SOURCE AMOUNT of ASSISTANCE GEING AVALED
N N W W e s R




DECLARATION by APPLUICANT. Sty §o o o
1)|h-mzmuuldﬂhﬂMnlubuude.mwwnwwwtmm.dm.
Latée for ow;

enaction/canceliaton.
znmmmm'mmmmuummnuw.nmnumhmmm

was requesied by me.
:)m.wymunmm.ﬁmh&m“dmnwanumwwmmjum
for which this assistance is requested.

u)lhw(knmiﬁﬂﬂh““im-«mh*dh«wmw-.iﬂw—hud-ﬂh
3) ¥ g @ mres o “wifow s, @ o w o, ves awdy wl wtes @ g 3 Aed few win, @ e T e b
nifxw(kqu‘-ﬁddtu*.*-mwﬂmm'ﬂeudh'-luaﬁiQn
AGREEMENT by APPLICANT (354ts ©9 o0)
'mmqwumwumrmummpmoywamumw-enm»
Wmm.mmcu*dnw.ummmnmmq

mmwuwbmmmummwmrmmwwmn
acdviiestachievements, Such use of my photo & detals can ba made by Koshia Foundalion befoce o after my teatment of fulfilmant of the “purpose”

mwmwmmm.mdmmmmcmunw.umwmumm
dMMMnVMOMN-ﬁmmaﬁUhmu&Mhmnmw
with e Trusices of Koshita Foundation, snd thelr decision ks Tis regard wili be finsl and sccaptable 1o me.

1) v e W et peer @ otk W) v e,  (sndew) sl wedt ¥ Y v o teifoa widdon sl ved Tl * W) adiege was (e o
e, Wi st freoe g wer € v §, 5@ “wifre” geg e, wR, wew el gt g0 Wi air Tedaed ¥ fird feld @ vat e

1 wefts wrt ¥ B afegr b 9t wer o fover &8 o ¥ vl w w3 w § N W wrte® vt e b

2) 4 (optes) va wr § wrve O ¥ v, v, 9h ek fewrn @ e wen @ Tgied s €l v weve W veor W e W e d

“wifrn® ey ved il W fede sfen ot wawl Vi

APPLICANT'S SIGNATURE OR LEFT THUMD WMPRESSION :
spdoe ¥ vt w gl W Py

AGREEMENT by HOSPITAL (vessa B0 w0

qmm.wuwwwumumpwmmwwn
(Hoasital) heredy & & occest followwng:

1) that we PeRher ar presenty nor will In uture avall of financial assistance Som anoiher NGO o any oier source, for The same paliendcase, as we are
roquesting L0 get from Koshia Foundation, 10 the exient Dt such assistance ls granted by Koshika Foundation. If the requesiad assistance 18 not granted
by Keshika Foundation, In part o¢ in full, Shen the Hosptal reserves ITs right 1o mako up tha shartial from another NGO or any other source. This

advisediconducted
patient, is basod on the arangament botween D patent & the Hosphal, 80d is in 1o wiy Influenced by Keshia Foundation. Hence, the Hospitsl wil
wwldehmlnwl*dh and Koshika Foundation will have no role o responsibility
ntnwddiﬂﬂd*wﬁ'tm—kmeﬂtﬂnmunnin"t-dh

L 1) ur P v o by odt w0 s o Pufon s el i weeed et w el s w0 e Dlvosd O 30w o R I ettt et
J Tesdinfvdl so % wan 1 *wifrs wdvr® o e i e bR “witw wave” o wnen fedl alfpaowen B e fee e § o s
feid 3vw Bt wred v w Pl 36 et § ween B w sfen e v R ¥ e v e | s folle wex Te Shoet oy fed

vl v w fad e W © T Weabl

2 "ot wasder® § W of woe e fdby vyt §) OF st v oo 9 of vy w At wt vvevsien W 0 o veee

& 0w w fve oyt ol wedey® po e s v i von it b el wveser 08 ¥ pre gow ol et wl W el festol o o g

W B adr *sifow” 9 W yw w Pedol wowsd ¥t o

RECOMMENDED FOR ACCEPTENCE
wigh & frg g
Mdm Dr Hari She * Nag &r'wv
(733 ; !
77’!2 [2019 R e - 005t (Naime, Denigration & Stamp of Aurarised Signatory
w&éiwﬂiﬁi 3 mt=mwm
FOR INTERNAL USE of KOSHIKA FOUNDATION  SFETs 799 1]
SIGRATURE of TRUSTEE { SIGNATURE of TRUSTEE 2

=il vt |

Sy’ TN

28.04.2018



