APPLICATION FORM FOR ASSISTANCE (Healthcara) Kavshika
APPLICATION 'ﬂ'ﬁ. s jn foundation
Aucimontet I [ 02 20/41049) i a1 /’E.M{& Budirg b o
NAME of APPLICANT : . AGE-YEARS Wg-w | sex fain
rdve 1 DINVESKH ROy T3 5
B RaJ etnrpd ey
PRESENT RESIDENCE ADORES!

WA 3T
Wt . N U 'ﬂl‘ -‘AE | ] Hﬂ!ﬂh‘l i BT L
.l

REAT T, K

PERMANENT RESIDENCE ADOREBS : 701§ SFIET T
— PN PN ——

OCCUPATION ; L'NE“”IPLGF’QD uﬂpﬁm:m{m
TOTAL ANNUAL INCOME - pe= O—O—I,..-F'—"- Proof of
R wWiE H R>100R122192% mwm#ﬁnmﬂ
PAN No. weirf W0 BBAD_ y
ARE YOU AN INCOME TAX ABSESSEE [Tick whicheves la applicable): TN
7 @ & et ga (2D = v T o) s fee e o
— FAMILY DETAILS wfta faom
5. Mo, Mama of Family Member Age [Years) Gander Relation sith Applicant
w9 W ,ﬁgﬂﬁi%wm w[ml:l i = 7w T
Gl [ N ey 1—5 | & 'S'_F.
- K 150~ 5 (] ST
—. 4 i = XoN
T IR N 21 I SO
BASIS for REQUESTING ASSISTANCE {Tick whichever Is applicabls)
wyr & fird i s
EPL Card EWS Canificats Ration Card Any Other
{Attach Card Cogpy) {Attach Certificals Copy) {Atach Copy) BesisProof
it tem % A wa v FM AT Em e 51 o]
(vam w3 ¥ o uin o W (wm vy S v ol W st (var T W wn v W W -

“PURPOSE™ for REQUEBTING ASSIETANCE:

v iy el W Rl W g

8r. Mo. Medical Reporis/Prascriptions Attached
= gm svmEE o wit w o s o dem

it UTALCNTSIG CATAAT I —— LEF

o CTHELERY —— L.f:-'{"-fff‘f’-f-_f;ﬂ&j}

ABSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER BOURCES
¥ ogiv ® ¥ sK = wew e o= v R fem o w7

B No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Cal ol 4 T W & wwmw o




TDECLARATION by APPLICANT: ixs G0 s w1
1:Ihermmmmaunw:hEth:mmemMmdmmﬁdﬂ.wmmmmerlmmm,|!|.ny,

habia for mfecdon/canceliation.
7] | splemnly confirm that asuistance, if recaived from Koshika Foundstion, will be used anly for (he “purpose’”, B8 stated in this Form, for which such sasisiance

was requosied by me.
31 | herely confim that | have nol & w.. nol i future, avall of raimburssement, in part or in fulfl, from &ny olhar sourcalemployerinsumnce company, of the amounl

far which thiz assistance s mquested
1) @ v w16 we Rl o syt Ty it wrerd  sgE W wE e & o ﬁmﬁmmw=midﬂmmﬁ1mh
1) ﬁwimﬁ'dﬁmvﬂm'.ﬂ#wmtmmmﬂwmnjﬂtmﬁwm,ﬂwquu ma h
1) 4 e won { fis Fua v ¥y T el Wl #, 3@ v ow whrs w wn e T s chufrerde werll ¥ 3 fve # ss @ o F g
AGREEMENT by APPLICANT (sits ©U wu()
qaumm,mmmmMhmmmmrmumhmqumnmmmﬁmmu'-mmn
usalpublishipul-upireproduca my name, sddress, photo & detalls of the *purposa”, for which such asEiELENcE is roquestadigranied. trough any
medium, including but not limiled lo verbal, prinl, eloctronic, far soliciting donations for Koshika Foundation andior disseminating information aboul i's
actvibesiachievements. Such use of my photo & delails can be made by Koshika Foundation bealame o after my treatmant of fulfiment of the “purpose’

lor which sssisiance |s belng requesled

2} 1 [Appiicant] further agree thal any such use of my name, address, photo & dutsils of the “purpose”, for which such assistance s roy ~esndigranlod,
will pat aulomatically enlitle me for receiving or continuing the gald axsistance. The decision for granting andfor continuing the assistance will rest solely
with ihe Trusiees of Koshike Foundation, snd their decision Is this regard will be final and accaptable 1o ma.

|.:wmmmIWu#ﬂmmi{m!ﬂmﬂﬁumu(ﬁ“mmmMW'dwwthhm,
m,ﬂmdmmmiﬁi.ﬂ'uﬁm'mm.w.mwmmianﬂfhhﬂahwcﬁﬁ:&imm
#mﬂu:ﬂ*mmirﬁmwmﬂtmiﬂmmﬂﬂaiﬁq'ﬁmwﬁm'tm sfigm §)
:;ir-ﬁmwwﬂwtﬁﬂn'n.m.u’h.‘:-hfhm-]ﬁmuwzﬁ:ﬂimhim=mmwmmmm#

= wifrrr® vy =i w1 el i b el v

AFPLICANT'S SIGNATURE QR LEFT THUMB IMPRESSION :
srew % e w W W Fm i

il

AGREEMENT by HOSPITAL (vhme B0 WiT)

By affaing hersunder, signature of our Authorised Signalary far rscommending Lia case'pationt for financhal sssistance from Koshika Feundation, we
{Hospital) hereby affirm & eccepl fallowing:
'-}uutunﬂwnpmmliynnr-ﬂInw-wﬂﬁhmlmummmnummmrﬂuum.mwmm.num
mquuhuupmmrmmhwmﬂmmmhnﬂwmhﬁmﬂmﬂmmmumm
nyliwiuFu.ldllh's.mmwhuMhWMhﬂHhmwmuMMMﬂwHEwawmm
MMMMNWMMMH;WmMMNmeWMHGOwam
z}mwmmﬂnmemawﬂnmmm-mmammmmmwmwhwmm
pujen!.llhnudmh-mmmmhpnﬂmﬁmwmmhhmwwmmﬂwmhmm.m.hl-wullwl
m;ﬂmﬁu&mﬁnum:wnﬂlhrathmmnnlﬁlt'lmm&uhwntmzpauuﬂ.mdkml‘-‘muhnﬂMwmmwmpmm
in tha matter.
Mw.m&ﬂtﬁmtiﬂ'ﬁmm'iﬁhmhmﬂﬂtht,mumﬁﬁmi-ﬁtﬂmﬁh
-nmhtﬂﬂmmnﬂmimmM#MthﬂmﬂhinMﬂ#ullﬂi,ﬂh‘ﬂiﬁwwﬁﬂ'
imwiwimm“'wmﬁﬁ:imﬁ'mmﬁm'mmmmhwwﬂhmiﬂm
hﬁmi‘nmmaﬂnﬂﬁmim#mmmmilwwﬂmiﬁminmmwm&hwtuml

i wowd de w fae o W @ T FweEd
1'n‘lﬁmm:n'ﬂﬂﬂmmmmdhhﬂmwﬂﬂmwﬁﬂmmmﬂrnq#tmﬂ
iﬂuuﬁnim'dﬁmmﬂm'mktmwirfmtmt:wﬂﬂmﬂﬁimm-ﬁtmmﬂmﬂmwﬂm
< i o *wifom”  w qfee w o W 7w e

RECOMMENDED FOR ACCEPTENCE
wingdt ® g sl
miw Dr. Nadfeithi Karan "Quohiie Beachi
[ AL [ : '_:.F ' 1 I !
.'IJ..-I hlsy < Fi i {Hm.nﬂm;imm ﬂgﬁlﬂ"'
f'[ff?’”'ﬂ . (Namé'of Br. & Rega, No. with Stamp). on behaf of Hospital)

fust! Pemrw st g v A L 1 W 1 W VEE S st

FOR INTERNAL USE of KOSHIKA FOUNDATION  sWfts 3w ¥
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
o R | =0 v 2

28.04.2018



